


ebook
THE GUILFORD PRESS



TransdiagnosTic TreaTmenTs  
for children and adolescenTs





Transdiagnostic Treatments  
for Children and Adolescents
P r i n c i P l e s  a n d  P r a c t i c e

Edited by

Jill Ehrenreich-May 
Brian C. Chu

THE GUILFORD PRESS 
New York  London



© 2014 The Guilford Press
A Division of Guilford Publications, Inc.
72 Spring Street, New York, NY 10012
www.guilford.com

All rights reserved

No part of this book may be reproduced, translated, stored in a retrieval 
system, or transmitted, in any form or by any means, electronic, mechanical, 
photocopying, microfilming, recording, or otherwise, without written 
permission from the publisher.

Printed in the United States of America

This book is printed on acid-free paper.

Last digit is print number: 9 8 7 6 5 4 3 2 1
 

The authors have checked with sources believed to be reliable in their efforts to 
provide information that is complete and generally in accord with the standards 
of practice that are accepted at the time of publication. However, in view of the 
possibility of human error or changes in behavioral, mental health, or medical 
sciences, neither the authors, nor the editors and publisher, nor any other party 
who has been involved in the preparation or publication of this work warrants 
that the information contained herein is in every respect accurate or complete, 
and they are not responsible for any errors or omissions or the results obtained 
from the use of such information. Readers are encouraged to confirm the 
information contained in this book with other sources.
 

Library of Congress Cataloging-in-Publication Data

 Transdiagnostic treatments for children and adolescents : principles and 
practice / edited by Jill Ehrenreich-May, Brian C. Chu.
  pages cm
 Includes bibliographical references and index.
 ISBN 978-1-4625-1266-9 (hardcover)
 1. Clinical child psychology. 2. Child psychopathology. 3. Adolescent 
psychopathology. I. Ehrenreich-May, Jill, editor of compilation. II. Chu, 
Brian C., editor of compilation.
 RJ503.3C58 2014
 618.92′89—dc23
 2013019532



 v 

About the Editors

Jill Ehrenreich-May, PhD, is Director of the Child and Adolescent Mood 
and Anxiety Treatment Program at the University of Miami, where she 
is also Associate Professor in the Child Division of the Department of 
Psychology. She previously was Research Assistant Professor of Psychol-
ogy and Associate Director of the Child Program in the Center for Anxi-
ety and Related Disorders at Boston University. Dr. Ehrenreich-May’s 
research and clinical work focus on evidence-based treatment of anxiety 
and depression in youth. She is particularly interested in the transport-
ability and implementation of effective treatments in environments that 
maximize their impact and benefit for children, including educational, 
pediatric, and recreational settings. She is author or coauthor of multiple 
journal articles, book chapters, and other publications.

Brian C. Chu, PhD, is Associate Professor and Assistant Chair of the 
Department of Clinical Psychology in the Graduate School of Applied and 
Professional Psychology at Rutgers, The State University of New  Jersey. 
He is a recipient of the Klingenstein Third Generation Foundation Young 
Investigator Award to support the development of transdiagnostic behav-
ioral activation programs in middle schools. Dr. Chu is Associate Editor 
of Cognitive and Behavioral Practice and serves on the editorial boards of 
Behaviour Research and Therapy and Journal of Clinical Child and Adolescent 
Psychology. His interests include the assessment and treatment of anxiety 
and depressive disorders in youth, with a special emphasis on the dissemi-
nation of evidence-based practices, effectiveness research, and the evalua-
tion of mechanisms of change and within-session therapy  processes.





 vii 

Contributors

Kimberly A. Arditte, MS, Department of Psychology, University of Miami, 
Coral Gables, Florida

Kelly Banneyer, BA, Department of Educational Psychology, 
University of Texas at Austin, Austin, Texas

Jessica S. Benas, PhD, Graduate School of Applied and Professional 
Psychology, Rutgers, The State University of New Jersey, Piscataway, New Jersey

Emily L. Bilek, MS, Department of Psychology, University of Miami, 
Coral Gables, Florida

Kirstin B. Birtwell, MA, Department of Psychology, Suffolk University, 
Boston, Massachusetts

Caroline L. Boxmeyer, PhD, Department of Psychiatry and Behavioral 
Medicine, University of Alabama, Tuscaloosa, Alabama

Brian C. Chu, PhD, Graduate School of Applied and Professional Psychology, 
Rutgers, The State University of New Jersey, Piscataway, New Jersey

Bruce E. Compas, PhD, Department of Psychology and Human Development, 
Peabody College, Vanderbilt University, Nashville, Tennessee

Lisa W. Coyne, PhD, Department of Psychology, Suffolk University, 
Boston, Massachusetts

Thomas J. Dishion, PhD, Child and Family Center, University of Oregon, 
Eugene, Oregon; Prevention Research Center, Arizona State University, 
Tempe, Arizona

Jennifer P. Dunbar, MS, Department of Psychology and Human Development, 
Vanderbilt University, Nashville, Tennessee

Jill Ehrenreich-May, PhD, Department of Psychology, University of Miami, 
Coral Gables, Florida



viii Contributors 

B. Heidi Ellis, PhD, Department of Psychiatry, Children’s Hospital, 
Harvard University, Boston, Massachusetts 

Haley L. Ford, PhD, Department of Psychology, University of Alabama, 
Tuscaloosa, Alabama

Maria G Fraire, MS, Department of Psychology, Virginia Polytechnic Institute 
and State University, Blacksburg, Virginia

Allison G. Harvey, PhD, Department of Psychology, University of 
California, Berkeley, Berkeley, California

Jutta Joormann, PhD, Department of Psychology, Northwestern University, 
Evanston, Illinois

Philip C. Kendall, PhD, ABPP, Department of Psychology, Temple University, 
Philadelphia, Pennsylvania

Annette M. La Greca, PhD, ABPP, Department of Psychology, 
University of Miami, Coral Gables, Florida

Betty S. Lai, PhD, Departments of Pediatrics and Psychology, 
University of Miami, Coral Gables, Florida

Daniel Le Grange, PhD, Department of Psychiatry and Behavioral 
Neuroscience, University of Chicago, Chicago, Illinois

John E. Lochman, PhD, ABPP, Department of Psychology, 
University of Alabama, Tuscaloosa, Alabama

Katharine L. Loeb, PhD, School of Psychology, Fairleigh Dickinson 
University,Teaneck, New Jersey

Kristen K. Marciel, PhD, Marcus Autism Center, Atlanta, Georgia

Kristin D. Martinsen, Cand. Psychol., Centre for Child and Adolescent Mental 
Health, Oslo, Norway

Louise McHugh, PhD, Department of Psychology, School of Human and Health 
Sciences, Swansea University, Wales, United Kingdom

Alec L. Miller, PsyD, Department of Psychiatry and Behavioral Sciences, 
Montefiore Medical Center/Albert Einstein College of Medicine, 
Bronx, New York

Jessica A. Minney, MA, Department of Psychology, University of Alabama, 
Tuscaloosa, Alabama

Laura Mufson, PhD, Department of Psychiatry, Columbia University  
College of Physicians and Surgeons and New York State Psychiatric Institute, 
New York, New York

Thomas H. Ollendick, PhD, Department of Psychology, Virginia Polytechnic 
Institute and State University, Blacksburg, Virginia



 Contributors ix

Laura A. Payne, PhD, Pediatric Pain Program, Department of Pediatrics, 
David Geffen School of Medicine, University of California, Los Angeles, 
Los Angeles, California

Nicole P. Powell, PhD, Department of Psychology, University of Alabama, 
Tuscaloosa, Alabama

Alexander H. Queen, MS, Department of Psychology, University of Miami, 
Coral Gables, Florida

Michelle M. Reising, PhD, Department of Child and Adolescent Psychiatry, 
Ann & Robert H. Lurie Children’s Hospital of Chicago, Chicago, Illinois

Cara S. Remmes, MS, Department of Psychology, University of Miami, 
Coral Gables, Florida

Lorie A. Ritschel, PhD, Department of Psychiatry and Behavioral Sciences, 
Emory University School of Medicine, Atlanta, Georgia

Kelly A. O’Neil Rodriguez, PhD, Department of Psychology, Temple University, 
Philadelphia, Pennsylvania

Glenn N. Saxe, MD, Department of Child and Adolescent Psychiatry, 
New York University School of Medicine, New York, New York

Sonja K. Schoenwald, PhD, Department of Psychiatry and Behavioral Sciences, 
Medical University of South Carolina, Charleston, South Carolina

Laura C. Skriner, MA, Department of Psychology, Rutgers, 
The State University of New Jersey, Piscataway, New Jersey

Justin D. Smith, PhD, Child and Family Center, University of Oregon, 
Eugene, Oregon; Prevention Research Center, Arizona State University, 
Tempe, Arizona

Susan H. Spence, PhD, Griffith University, Southport, Queensland, Australia

Alison M. Staples, MS, Department of Psychology, Rutgers, 
The State University of New Jersey, Piscataway, New Jersey

Kevin D. Stark, PhD, Department of Educational Psychology, 
University of Texas at Austin, Austin, Texas

Liza M. Suárez, PhD, Institute for Juvenile Research, Department of Psychiatry, 
University of Illinois at Chicago, Chicago, Illinois

Victoria Taylor, MS, Department of Psychiatry and Behavioral Sciences, 
Montefiore Medical Center/Albert Einstein College of Medicine, 
Bronx, New York

Jennie C. I. Tsao, PhD, Pediatric Pain Program, Department of Pediatrics, 
David Geffen School of Medicine, University of California, Los Angeles, 
Los Angeles, California



x Contributors 

Marianne A. Villabø, PhD, Center for Child and Adolescent Mental Health, 
Oslo, Norway

Kelly H. Watson, MS, Department of Psychology and Human Development, 
Vanderbilt University, Nashville, Tennessee

Kelly G. Wilson, PhD, Department of Psychology, University of Mississippi, 
University, Mississippi

Jami F. Young, PhD, Graduate School of Applied and Professional Psychology, 
Rutgers, The State University of New Jersey, Piscataway, New Jersey

Lonnie K. Zeltzer, MD, Pediatric Pain Program, Department of Pediatrics, 
David Geffen School of Medicine, University of California, Los Angeles, 
Los Angeles, California



 xi 

Contents

Part i. introduction

chaPTer 1. Overview of Transdiagnostic Mechanisms and Treatments 3 
for Youth Psychopathology
Jill Ehrenreich‑May and Brian C. Chu

chaPTer 2. Transdiagnostic Mechanisms and Treatments for Youth 15 
with Psychiatric Disorders: An Opportunity  
to Catapult Progress?
Allison G. Harvey

Part ii. Transdiagnostic Processes

chaPTer 3. Stress and Coping in Child and Adolescent Psychopathology 35
Bruce E. Compas, Kelly H. Watson, Michelle M. Reising, 
and Jennifer P. Dunbar

chaPTer 4. Cognitive Biases in Child Psychopathology 59
Kimberly A. Arditte and Jutta Joormann

chaPTer 5. Behavioral Avoidance across Child 84 
and Adolescent Psychopathology
Brian C. Chu, Laura C. Skriner, and Alison M. Staples



xii Contents 

chaPTer 6. The Role of Peer Relationships in Youth Psychopathology 111
Annette M. La Greca and Betty S. Lai

chaPTer 7. Mindful Parenting in the Development and Maintenance 138 
of Youth Psychopathology
Justin D. Smith and Thomas J. Dishion

Part iii. Transdiagnostic conceptualizations  
of Traditional individual Therapies for Youth

chaPTer 8. Cognitive‑Behavioral Therapy with Children 161 
and Adolescents
Philip C. Kendall, Kelly A. O’Neil Rodriguez, Marianne A. Villabø, 
Kristin D. Martinsen, Kevin D. Stark, and Kelly Banneyer

chaPTer 9. Interpersonal Psychotherapy for Youth Depression 183 
and Anxiety
Jami F. Young, Laura Mufson, and Jessica S. Benas

chaPTer 10. Dialectical Behavior Therapy for Emotion Dysregulation 203
Lorie A. Ritschel, Alec L. Miller, and Victoria Taylor

chaPTer 11. Acceptance and Commitment Therapy 233
Lisa W. Coyne, Kirstin B. Birtwell, Louise McHugh, and Kelly G. Wilson

Part iV. Transdiagnostic Treatment approaches

chaPTer 12. The Unified Protocols for the Treatment 267 
of Emotional Disorders in Children and Adolescents
Jill Ehrenreich‑May, Alexander H. Queen, Emily L. Bilek, Cara S. Remmes, 
and Kristen K. Marciel

chaPTer 13. Beyond Disruptive Behavior Disorder Diagnoses:  293 
Applications of the Coping Power Program
John E. Lochman, Nicole P. Powell, Caroline L. Boxmeyer, Haley L. Ford, 
and Jessica A. Minney

chaPTer 14. Multisystemic Therapy 313
Sonja K. Schoenwald

chaPTer 15. Integrated Treatment of Traumatic Stress 339 
and Substance Abuse Problems among Adolescents
Liza M. Suárez, B. Heidi Ellis, and Glenn N. Saxe



 Contents xiii

chaPTer 16. Family‑Based Treatment for Adolescent Eating Disorders 363
Daniel Le Grange and Katharine L. Loeb

chaPTer 17. Unified Protocol for Youth with Chronic Pain 385 
in Pediatric Medical Settings
Laura A. Payne, Jennie C. I. Tsao, and Lonnie K. Zeltzer

Part V. conclusions and future directions

chaPTer 18. Transdiagnostic Treatments: Issues and Commentary 405
Thomas H. Ollendick, Maria G Fraire, and Susan H. Spence

chaPTer 19. Transdiagnostic Research and Treatment in Youth:  420 
Revolution or Evolution?
Brian C. Chu and Jill Ehrenreich‑May

 Index 433





TransdiagnosTic TreaTmenTs  
for children and adolescenTs





P a r t  I

introduction





 3 

c h a P t e r  1

Overview of Transdiagnostic 
Mechanisms and Treatments 

for Youth Psychopathology

Jill Ehrenreich‑May and Brian C. Chu

Whether in reference to treatment or mechanisms of such, the word trans-
diagnostic seems to evoke a mix of excitement and confusion wherever it 
is used. Owing to these dueling reactions, we have undertaken this book 
in an attempt to foster a broader conceptual understanding of potential 
transdiagnostic mechanisms and treatment approaches for youth and 
bridge any confusion about what such mechanisms and treatments might 
look like, why they are relevant at this point in our evolution in clinical 
child psychology, and what research agenda lies ahead to better under-
stand the long-term implications of transdiagnostic approaches.

Transdiagnostic treatments have certainly been gaining support in 
the adult literature as efficient and effective approaches to understand-
ing multiple problems within a single conceptual framework (e.g., Barlow, 
Allen, & Choate, 2004; Fairburn, Cooper, & Shafran, 2003; Harvey, Wat-
kins, Mansell, & Shafran, 2004). A good transdiagnostic approach draws 
from a unifying theoretical model that explains disparate conditions via 
common mechanisms. Its treatment strategies are also flexible enough to 
accommodate diverse problems. Much of the interest in transdiagnostic 
treatments grows from the vast levels of comorbidity seen in clinical pop-
ulations, necessitating treatment approaches that reduce redundancies 
and target the key mechanisms of pathology. In child and adolescent pop-
ulations, the call for transdiagnostic approaches is even more relevant. 
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High comorbidity rates, shifting symptom profiles, and complex family 
contexts all complicate the typical treatment approach.

In many ways, the genesis of the transdiagnostic movement harkens 
back to the historical argument regarding whether psychopathology 
should be considered in broader, often dimensional terms or within more 
discrete, easily definable categories. In other words, decisions about how 
to classify psychiatric disorders have long been mired in a tension between 
efforts to either “lump” or “split” clinical problems to best understand 
them (Mayr, 1982; Taylor & Clark, 2009). As recently reviewed by Taylor 
and Clark (2009), efforts to lump psychological disorders together call for a 
small set of broad categories. Such efforts search for universal or common 
cognitive, emotional, physiological, or interpersonal processes that unify 
or explain varied clinical phenomena. In many ways, this broader view is 
also particularly consistent with empirical conceptualizations of youth dis-
orders (e.g., Achenbach, 2005). In contrast, “splitters” prefer a finely sliced 
taxonomy in which broad concepts such as neurosis are carved into many 
different disorders. In many ways, endeavors to promote a more transdi-
agnostic paradigm certainly evolved from a “lumping” mentality, with the 
fundamental assumption that common processes across disorders imply 
the possibility of creating broader treatment paradigms.

Such broader treatment paradigms form another primary motiva-
tion for the study of transdiagnostic mechanisms and treatments. From 
the earliest discussions of such an approach, the thought of enhancing 
the availability of evidence- based treatment principles to the larger com-
munity of treatment providers and youth in need of such services has 
remained a core motivation for this work. Youth treatments have a long 
tradition of considering broader categories of disorder, although more 
rarely they cross thresholds between such categories. For instance, in the 
child anxiety treatment literature, the most common cognitive- behavioral 
approaches are studied among children with one or any combination of 
three or four primary anxiety disorders (e.g., separation anxiety disorder, 
social phobia, generalized anxiety disorder, and sometimes specific pho-
bia), but typically excluded are those with commonly co- occurring condi-
tions such as depressive disorders or pervasive developmental disorders. 
Admittedly, this is a more advanced state for potential dissemination of 
evidence- based practices than in the adult treatment literature, in which 
the norm is to focus more precisely on individual categories of disorder. 
The dissemination- focused rationale for transdiagnostic approaches in 
youth suggests that there is yet potential for greater clinician adherence 
to evidence- based principles should these principles be flexible enough 
in their application to handle greater variability in caseloads— such as the 
adolescent with both anxiety and depression, the child with attention- 
deficit/hyperactivity disorder (ADHD) who has become worried and 
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anxious about her school performance, and so on. Moreover, such 
approaches may minimize clinician training burden and family treatment 
time, especially to the degree to which they are focused on straightfor-
ward, common mechanisms of change.

Overall, taking a transdiagnostic approach promises benefits to basic 
science, theory, and clinical practice. Given the decades- long effort to dis-
criminate psychological disorders along observable symptom criteria, a 
return to basic mechanisms might allow a more refined understanding of 
the mechanistic commonalities and distinctions among symptom- based 
syndromes. Psychological treatments that take a transdiagnostic approach 
have the potential to more efficiently address multiple clinical problems 
with core techniques and to have more robust, generalizable outcomes 
by targeting core processes. Together, basic science and treatment will 
inform theories that focus on the necessary and sufficient components to 
explain diverse pathologies and their treatments.

In this book, we divide our discussion of youth transdiagnostic the-
ory and research into three broad sections: basic processes, application of 
transdiagnostic work to broad theoretical orientations, and exemplar treatments. 
Before delving further into these varied sections, let’s take a step back and 
consider the terminology used in this book when discussing a transdiag-
nostic approach.

Transdiagnostic mechanisms

When considering transdiagnostic mechanisms and treatment, it is criti-
cal to consider the level of analysis. In the context of understanding psy-
chopathology, a “transdiagnostic” process can refer to intrapersonal cog-
nitive, behavioral, emotional, and physiological processes. Each of these 
levels can be divided into smaller levels. Cognitive processes can include 
attention, memory, and interpretation processes. Emotional processes 
can include emotional activity, reactivity, and regulation processes. Inter-
personally, “transdiagnostic” can refer to peer-to-peer dyad relationships, 
parent– child relations, and family systems, to name a few. Community 
processes can involve school climate, neighborhood resources, broader 
cultural influences, and sociopolitical policies. The unifying theme that 
underlies each transdiagnostic process is the extent to which any process 
under investigation can be used to understand a set of related, but distin-
guishable, phenomena. The target under study can be antisocial behavior, 
anxiety disorders, academic achievement, or community orientation. If 
a process can explain some aspect of the onset, development, or mainte-
nance of each target problem, then the process has merit as a transdiag-
nostic mechanism.
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Such discussion raises the question: Can any process be transdiag-
nostic? Again, the level of analysis is key. If we overgeneralize, we run 
a risk of being overly inclusive. It might be easy to say that everything is 
caused by multiple factors, and, indeed, many distinguishable problems 
have at their root several similar if not common factors. For instance, 
any investigation that leads to the conclusion that “genetics causes every-
thing” would be undesirable. Although true in some general sense, the 
lack of precision makes such a global statement of little value. This state-
ment provides little information about what type of genetic coding leads 
to what kind of pathology under what circumstances. And under what 
circumstances does pathology A differ from pathology B? Under what cir-
cumstances are they similar? For this reason, we define a transdiagnostic 
process as striking the balance between lumping and splitting and seek 
results that balance explanatory power with parsimony. As a shorthand, 
to be transdiagnostic, we would expect (1) that any candidate mechanism 
provide explanatory power in understanding the onset, development, or 
maintenance of target condition A and target condition B but also (2) 
that the candidate mechanism provide some kind of unique explanatory 
power in target conditions A and B that could not be understood through 
the study of A and B alone.

Naturally, such criteria only provide a conceptual starting point. 
We recognize the methodological and statistical challenges in achieving 
such clarity; the methods may not currently exist to satisfy these criteria 
completely. Still, others have suggested similar approaches. Compas and 
colleagues (Chapter 3) illustrate three models that are compatible with 
our recommendation. Model 1 encourages a research agenda that stud-
ies how multiple processes relate to the onset or maintenance of a single 
disorder. Model 2 examines one of the candidate processes in relation to 
multiple disorders. In Model 3, multiple processes are examined simul-
taneously in relation to multiple disorders or problem sets. The first two 
models provide circumstantial evidence for transdiagnostic mechanisms; 
the third approach permits one to compare the relative strength among 
candidate mechanisms in their relation to multiple disorders. Mansell, 
Harvey, Watkins, and Shafran (2009) succinctly refer to this as a universal, 
multiple- process approach that can yield comparative evidence for a single 
or multiple mechanisms that have universal influence across disorders. 
Such an approach can be used for diagnostic disorders or symptom- based 
problem sets, and candidates can be derived from a single therapeutic 
conceptual model (e.g., cognitive- behavioral therapy) or from multiple 
theoretical reference points. Nevertheless, the goals of each approach are 
identical: Transdiagnostic science aims to identify the smallest number of 
key mechanisms that hold the most explanatory power in understanding 
psychological disorders.
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Transdiagnostic Treatments

Science and theory come together to inform transdiagnostic treatment. 
The original unifying treatment for anxiety and mood disorders origi-
nated in attempts to reconcile the converging evidence linking anxiety 
and mood disorders (Barlow et al., 2004). The original transdiagnostic 
treatment for eating disorders (Fairburn et al., 2003) sought to develop 
a more potent treatment package that addressed “core pathology” across 
eating disorders. Each treatment approach made use of basic science to 
inform theory and develop a flexible but robust set of interventions that 
targeted core mechanisms. In Barlow and colleagues’ (2004) unified treat-
ment, poor emotion regulation, behavioral and emotional avoidance, and 
maladaptive cognitive appraisal processes were targeted for treatment. 
Over time, Barlow and colleagues (2010) broadened their discussion of 
unifying core processes to include increasing flexibility in one’s thinking 
and facilitating emotion awareness, particularly awareness of emotions in 
context. Fairburn and colleagues (2003) identified clinical perfectionism, 
core low self- esteem, mood intolerance, and interpersonal difficulties 
as core maintaining mechanisms across bulimia and anorexia nervosa. 
What should be evident is that, to date, transdiagnostic treatment still 
focuses on a relatively narrow band of disorders (anxiety/mood and eat-
ing disorders), but the focus on core maintaining mechanisms is believed 
to enhance therapeutic flexibility and effectiveness. At the same time, 
there are some similarities in the core processes targeted in each (e.g., 
emotional avoidance, mood intolerance) that have the potential to univer-
sally apply across disorders and treatments.

When evaluating transdiagnostic treatments, one should be mindful 
that multiple levels of analysis exist, too. Transdiagnostic treatment pro-
cesses can refer to the dysfunctional mechanisms targeted by a treatment, 
the core therapeutic strategies that are used to intervene, or therapeutic 
process strategies that underlie the therapeutic endeavor. As discussed 
earlier, targeted mechanisms can be intra- or interpersonal processes, 
and therapeutic strategies can be at the level of individual (e.g., cognitive, 
behavioral), dyad (e.g., communication analysis), family, or community 
(e.g., multisystemic therapy). The therapeutic process adds an additional 
level of analysis— therapy- specific interpersonal processes. When a child, 
adolescent, or family initiates therapy, yet another set of processes is added 
to consider. These include processes specific to the client: child and fam-
ily insight, motivation, and expectations for treatment; processes specific 
to the therapist (background, skill level, education, therapist flexibility 
and responsiveness); processes specific to the therapy (recommended 
therapeutic posture, level of structure, goal directedness); and processes 
specific to client– therapist interactions (therapeutic relationship and 
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alliance). Thus transdiagnostic therapies may be based on the common 
set of interventions used across disorders (e.g., problem solving, expo-
sure) or to the intratherapy processes that are espoused (e.g., structured 
goal setting, working alliance). Some examples of universal therapy pro-
cess are described in Chapter 8 by Kendall and colleagues.

has dsm‑5 spoiled everything?

As we write, the American Psychiatric Association (APA) has just com-
pleted its decade- long mission of revising and releasing the fifth edition 
of the Diagnostic and Statistical Manual of Mental Disorders (DSM-5; APA, 
2013a). Although a number of radical ideas were considered along the 
way, diagnostic categories remain largely intact and the criteria required 
for diagnosis remain relatively identical for most disorders (APA, 2013b; 
Kupfer, Kuhl, & Regier, 2013). There was some reshuffling, such that all 
autism spectrum disorders were combined under a single diagnosis; post-
traumatic stress disorder and other trauma- related disorders received 
their own chapter instead of falling under the category of anxiety dis-
orders; and obsessive– compulsive disorder has been grouped with other 
compulsive behaviors instead of with anxiety. However, radical proposals 
to incorporate a substantial dimensional diagnostic component were not 
realized (Kraemer, 2007). Instead, each diagnostic category provides indi-
cators or examples of dimensional severity for certain symptoms (Kupfer 
et al., 2013). These may be common “cross- cutting” features that appear 
across disorders, such as suicide risk and anxiety, or they may describe 
dimensional severity of particular symptoms within a disorder, such as the 
frequency of panic attacks in panic disorder. In so doing, DSM-5 appears 
to embrace many of the same principles that distinguish transdiagnostic 
research. It retains a value in conceptualizing distinct disorders while also 
promoting the research and treatment of symptoms that cross diagnos-
tic boundaries. Likewise, DSM-5 eliminated the DSM-IV-TR (APA, 2000) 
chapter, “Disorders Usually First Diagnosed in Infancy, Childhood, or 
Adolescence,” and, instead, incorporated aspects of early-onset and devel-
opmental factors to each disorder.

The reader of the current volume will notice that many of the 
dimensional and developmental features championed by transdiagnostic 
researchers are reflected in, and supported by, the new DSM-5. Still, it is 
important to note that a transdiagnostic approach to research and treat-
ment transcends individual classification systems. The term transdiagnosis 
implies a grounding in the study of diagnoses, but we cannot emphasize 
enough the primary focus on the underlying mechanisms and processes. 
Even without specific diagnoses (certainly as they are currently defined), 
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the study of those underlying processes and mechanisms would still per-
severe.

overview of chapters in This Book

This volume presents current knowledge across the three aforemen-
tioned dimensions of transdiagnostic research: transdiagnostic mecha-
nisms, theory, and treatment. Following this overview chapter, Harvey 
(Chapter 2) provides an overview of the impetus, benefits, and challenges 
confronting transdiagnostic research and treatment. In particular, she 
presents the case for the unique challenges and opportunities for transdi-
agnostic research in child and adolescent populations. Taking a develop-
mental framework, Harvey suggests that a transdiagnostic approach may 
be uniquely suited to account for developmental differences in typical 
and atypical development (which may be easier to achieve by consider-
ing dimensional constructs), the presence of multiple reporters, and the 
high rate of comorbidity. She points to a number of general advantages of 
taking a transdiagnostic approach, including rapid transfer of treatment 
breakthroughs, an increased attention to basic science in developing our 
treatments, and an integration of our disciplines.

Part II highlights research on basic intra- and interpersonal processes 
that influence the development and maintenance of psycho- emotional- 
behavioral problems across disorder classes. Authors took care to explain 
how basic mechanisms account for problem development within a trans-
diagnostic framework. Authors were asked to (1) define their basic pro-
cess of interest, (2) describe what makes this process transdiagnostic, (3) 
review the empirical literature describing the relation of the process to 
multiple diagnostic classes, problem sets, or clinical profiles in youth, and 
(4) outline future directions for continued research within a transdiag-
nostic framework.

Compas, Watson, Reising, and Dunbar (Chapter 3) use a develop-
mental framework to explore how stress, coping, and emotion regulations 
serve as transdiagnostic risk factors to explain diagnostic co- occurrence. 
They present research on exposure to stressful events and chronic adver-
sity as transdiagnostic sources of risk and the ways that children and ado-
lescents regulate their emotions and cope with stress as transdiagnostic 
protective factors. Using terms familiar to the developmental psychopa-
thology literature (e.g., multifinality, equifinality), they encourage a new 
way of envisioning transdiagnostic work, including an emphasis on devel-
opmental trajectories and multiple causality.

Arditte and Joormann (Chapter 4) review the literature on cognitive 
processes and the critical roles they play in the experience and regulation 
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of emotion. They distinguish between the multiple levels of cognition 
(attention, memory, interpretation) and illustrate how each level of cogni-
tive process may universally or distinctively contribute to the onset and 
maintenance of mood and anxiety disorders.

Chu, Skriner, and Staples (Chapter 5) review evidence for the mecha-
nistic role of behavioral avoidance in promoting and maintaining psy-
chological distress across four major youth diagnostic classes (anxiety, 
depression, conduct, and impulse disorders). Although research on avoid-
ance predominantly centers on anxiety and mood disorders, the authors 
make the case that avoidance may play a critical role in maintaining dis-
ruptive disorders (e.g., ADHD, oppositional defiant disorder [ODD]), too. 
Their model proposes that avoidance serves different functions depend-
ing on when it manifests itself in the sequence of pathological events.

La Greca and Lai (Chapter 6) provide a comprehensive review of 
peer relations and interpersonal stressors as transdiagnostic processes. 
Peer rejection and victimization can serve as universal risk factors for 
multiple forms of future disorders, and peer acceptance and close friend-
ships can serve as protective factors. This developmental perspective on 
risk and protective factors creates a road map for examining initial devel-
opment of problem behavior and also provides direct targets for treat-
ment intervention.

Smith and Dishion (Chapter 7) focus their review on how parent– 
child interactions might interact with youth problem behavior. The 
authors make a specific case for mindful parenting as an antidote to the 
coercive cycle that often builds conflict in the home. They review the 
evidence for mindful parenting factors, such as positive behavior sup-
port, healthy limit setting, and family relationship building, as a universal 
mechanism for supporting healthy family functioning.

Part III offers a reexamination of traditional therapy models and 
theories within a transdiagnostic framework. In each chapter, the authors 
describe how a focus on common processes that underlie disparate diag-
nostic classes can offer unique insight into client problems and contribute 
to innovative treatment applications. Authors were asked (1) to describe 
the “traditional” version of the treatment model, (2) to discuss whether 
the treatment model was initially designed to be transdiagnostic, and if 
not, (3) to say what aspects of the treatment merit consideration as a trans-
diagnostic approach, (4) to review effectiveness data for the treatment 
model across multiple disorders, and (5) to describe the limits and future 
directions of the treatment model in transdiagnostic use. Four groups of 
experts across four major treatment modalities weighed in on this topic.

Kendall, O’Neil, Villabø, Martinsen, Stark, and Banneyer (Chapter 8) 
review the history and evidence for cognitive- behavioral therapy (CBT) as 
an integrative treatment model that has broad applicability across numer-
ous disorders. Despite the fact that most evaluations of CBT have been 
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applied to specific identified disorders, the authors make the case that 
CBT is designed to have broad applicability: the basis of the model is a 
diathesis– stress model, intervention packages for specific disorders share 
many common interventions, and aspects of the therapeutic structure are 
transdiagnostic (therapeutic posture, directiveness, goal orientation).

Young, Mufson, and Benas (Chapter 9) build the case that interper-
sonal therapy for adolescents (IPT-A) has great promise as a transdiagnos-
tic treatment because the treatment focuses on the universal process of 
interpersonal relationships. Problems arise and are perpetuated by prob-
lematic patterns in interpersonal interactions, whereas quality relations 
can buffer against problems such as depression and anxiety. The authors 
review the basic relational mechanisms that explain the onset of mood 
and anxiety disorders, the critical therapeutic techniques that could be 
effective across disorder sets, and the outcomes that one would expect to 
see change.

Dialectical behavior therapy (DBT) was a trendsetter in multiprob-
lem treatments. Ritschel, Miller, and Taylor (Chapter 10) describe how 
DBT was developed as a principles- based treatment to address the severe 
and complex presenting problems associated with suicidal behavior and 
borderline personality disorder. Since its initial development, DBT has 
been adapted and used for other clinical populations, but because DBT 
simultaneously drew from multiple theories and implemented diverse 
therapeutic strategies, it set itself up uniquely as a potential transdiagnos-
tic intervention. In particular, DBT addresses several core mechanisms 
common to many disorders, including emotion dysregulation, distress 
tolerance, mindful awareness, social effectiveness, and balanced family 
interactions.

Coyne, Birtwell, McHugh, and Wilson (Chapter 11) make the case 
that acceptance and commitment therapy (ACT) is also uniquely suited 
as a transdiagnostic therapy because it is concerned not with the elimi-
nation of syndromes but rather with building broad, flexible behavioral 
repertoires. Rather than focusing on symptom reduction, ACT promotes 
acceptance of aversive private experiences in the service of commitment 
to freely chosen values. Their mechanism of choice is the broader “func-
tional context” of language and behaviors in human experience. To the 
extent that one can change how one relates to his or her own thoughts, 
feelings, and actions (i.e., change the relational frame), one can learn 
to tolerate emotional barriers that interfere with quality living. To the 
extent that this process is universal to any kind of suffering, this treat-
ment model is inherently transdiagnostic.

Part IV spotlights exemplar treatment protocols that have applied 
transdiagnostic therapy across diverse clinical settings and client popula-
tions. Authors describe the theory underlying their respective approaches, 
highlight the universal processes that are targeted in the treatment 
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protocol, and report empirical evidence supporting the therapy. Authors 
were asked to (1) describe the targeted clinical population and treatment 
intervention, (2) illustrate what makes the treatment explicitly transdiag-
nostic, (3) discuss distinct developmental considerations in the develop-
ment or delivery of the treatment, and (4) review the available empirical 
evidence for the treatment. As this area represents a large domain of 
future growth, these chapters also highlight future directions in treat-
ment development.

Ehrenreich- May, Queen, Bilek, Remmes, and Marciel (Chapter 12) 
describe the rationale and subsequent development of two unified pro-
tocols, for children and for adolescents, respectively. These protocols fol-
low solidly from the theoretical principles first outlined by Barlow and 
colleagues (2004; Barlow et al., 2010) in their descriptions of a unified 
approach to “emotional disorders” but also reflect a lengthy process of 
iterative treatment development to tailor such work for youth. The proto-
cols are described in detail and, although only open trial and case series 
results have been published to date, randomized controlled trials (RCTs) 
of the adolescent (UP-A) and child (UP-C: Emotion Detectives) protocols 
are nearing completion. These RCT data are viewed as a needed next step 
to supporting the feasibility and comparative utility of transdiagnostic 
treatments for anxiety and depressive disorders in youth.

Following this, a fascinating chapter by Lochman, Powell, Boxmeyer, 
Ford, and Minney (Chapter 13) details the evolution of a treatment, Cop-
ing Power, that truly targets a singular mechanism, anger and its regu-
lation, and suggests far- reaching implications for its utility as a transdi-
agnostic approach. Lochman and colleagues make the case that Coping 
Power is flexible and comprehensive enough in its structure to accommo-
date a number of co- occurring problems, beyond the disruptive behavior 
concerns alone that the intervention was originally designed to influence. 
Lochman and colleagues illustrate this point throughout their discussion 
of Coping Power’s components, pointedly tying its processes and strate-
gies to their impact on related behavioral and emotional domains.

Much like DBT, multisystemic therapy (MST) is a comprehensive 
approach somewhat born of the necessity that a highly impaired popula-
tion, in this case juvenile offenders, requires a variety of flexible and over-
lapping intervention strategies, guided by an overarching theoretical and 
systemic view. Helpfully distinguishing the related classes of transdiag-
nostic, modular, and principle- based interventions for the reader, Schoen-
wald (Chapter 14) does a masterful job of describing MST as a “principle- 
based, measurement- based, and flexible” intervention that guides case 
conceptualization and treatment selection for a variety of target popula-
tions. Schoenwald further illustrates how MST provides guidance when 
a population is sufficiently novel to warrant the inclusion of additional 
techniques and gives examples of such extensions.
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Suárez, Ellis, and Saxe (Chapter 15) provide an example of a treat-
ment, trauma systems therapy for adolescent substance abuse (TST-SA), 
that started with an existing treatment complexity— youth trauma and its 
aftermath— then extended its reach to be inclusive of a commonly comor-
bid problem area, adolescent substance abuse. Rather than simply adding 
new treatment components to address a related concern, Suárez and col-
leagues describe how their approach views both youth trauma and sub-
stance abuse singularly as “dysregulated emotional and behavioral states 
that occur in the context of a potentially unstable, and at times threaten-
ing, environment” and uses central principles of change to address these 
challenging problems.

Looking through the lens of eating disorders in youth, Le Grange 
and Loeb (Chapter 16) then describe how individual eating disorders 
are fundamentally intertwined with one another, both in terms of cur-
rent symptom presentations and over the longitudinal course of illness. 
Although it was originally designed for treatment of anorexia nervosa, 
Le Grange and Loeb convincingly describe the transdiagnostic applica-
tions of family- based treatment (FBT) across eating disorder categories in 
youth. They support this position through both empirical findings across 
relevant diagnoses and succinct description of how FBT strategies apply 
both broadly across dysregulated eating patterns and more specifically 
within the context of varying clinical presentations.

Chapter 17, by Payne, Tsao, and Zeltzer, discusses a focal applica-
tion of the unified protocol to a new systemic and intrapersonal context: 
that of a pediatric population with pain. Payne and colleagues note the 
high incidence of emotional disorders in pediatric samples, along with 
the potential common mechanisms of change across emotional disorders 
and pain management. The authors describe the unified model in fur-
ther detail, along with the substantive adaptations and revisions they have 
made to better suit the unique challenges faced by children with chronic 
pain.

In Part V, following the previous sections’ review of contemporary 
transdiagnostic science and treatment, we were fortunate to have Ollen-
dick, Fraire, and Spence, in Chapter 18, provide commentary on the cur-
rent state of the research. They critically evaluate the current literature 
base and acknowledge the promise of current efforts but caution the field 
to wait until further evidence accumulates.

Returning to the simultaneous excitement and confusion that we 
sought to address, Chu and Ehrenreich- May (Chapter 19) conclude this 
book with an endeavor to identify the challenges ahead for the trans-
diagnotic movement in youth psychopathology. We address the con-
cerns raised by Ollendick and colleagues and look to even further chal-
lenges ahead to fully establish the meaning and reach of transdiagnostic 
research. Although transdiagnostic research and treatment are in their 
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infancy, the current volume demonstrates that they are in a rapid period 
of development and empirical evaluation. The road ahead is filled with 
both promise for efficiency in our youth treatments and caution about the 
need for further research to see this promise fulfilled.
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c h a P t e r  2

Transdiagnostic Mechanisms 
and Treatments for Youth 
with Psychiatric Disorders

An Opportunity to Catapult Progress?

Allison G. Harvey

Psychopathology in Youth: The scope of the challenge

The prevalence of mental illness is staggeringly high, affecting almost 
30% of the general population over a 12-month period (Kessler et al., 
1994; Regier, Rae, Narrow, Kaelber, & Schatzberg, 1998). The most severe 
forms (involving psychosis, active suicidality, substance use that threatens 
jobs and relationships, etc.) have a 12-month prevalence of about 6% (Kes-
sler, Chiu, Demler, Merikangas, & Walters, 2005b), with another 20% or 
more of the population exhibiting moderate to serious forms, producing 
substantial impairment. The disability and functional impairments asso-
ciated with mental illness are serious and wide ranging. Several forms of 
mental illness are among the “top 10” forms of illness leading to impair-
ment and burden worldwide. Another way of putting this is that among 
the 20 leading causes of disability worldwide, mental disorders account 
for 26% of disability (World Health Organization, 2004).

Alarming as this all is, two facts are even more horrifying, and these 
facts are the reason for this book. First, mental illness begins relatively 
early in the lifespan, with half of all lifetime disorders starting by 14 years of 
age (Kessler et al., 2008). Second, there are high rates of comorbidity, 
or the co- occurrence of multiple disorders, with the vast majority of the 



16 INTRODUCTION 

lifetime disorders showing comorbidity with other disorders (Kessler et 
al., 1994). Hence, it is quite bizarre that the mechanism and treatment 
research literature (1) typically focuses on adults (although this has been 
slowly changing) and (2) takes a “disorder- focused” approach in which 
researchers and clinicians target one specific disorder, trying to under-
stand its etiology and maintenance and attempting to develop or modify 
effective treatments for that one disorder (Fairburn, Cooper, & Shaf-
ran, 2003; Harvey, Watkins, Mansell, & Shafran, 2004). Indeed, there is 
minimal knowledge about treating comorbidity, or even why comorbid-
ity is the rule rather than the exception. Accordingly, there is a need 
for serious consideration of ways to understand and derive innovative 
approaches for effectively treating the co- occurrence of psychiatric disor-
ders in youth. The challenges ahead include carefully examining dimen-
sions that underlie mental illness and gaining insight into mechanisms 
that underpin the development and maintenance of multiple forms of 
psychopathology. This pursuit will inevitably require the identification 
of underlying transdiagnostic processes that cut across traditional categories 
of specific single disorders (Barlow, Allen, & Choate, 2004; Fairburn et al., 
2003; Harvey et al., 2004).

What is a Transdiagnostic Perspective and could it catapult Progress?

Research on mental illness is typically dominated by a “disorder focus.” 
That is, researchers have tended to target one specific disorder and tried 
to understand its etiology and maintenance so as to develop more effec-
tive strategies to treat that disorder. There is no doubt that this approach 
has greatly advanced our understanding of, and ability to treat, several 
psychiatric disorders (Clark & Fairburn, 1997). Would there be any utility 
in shifting perspective away from a “disorder focus” toward an “across- 
disorder,” or transdiagnostic, perspective? Three colleagues and I (Har-
vey et al., 2004), along with several other research groups (e.g., Barlow et 
al., 2004; Fairburn et al., 2003; Hayes, Wilson, Gifford, Follette, & Stro-
sahl, 1996; Persons, 1989), have been interested in the possibility that 
studying the processes relevant across disorders may catapult progress in 
at least three domains.

Classification

The main classification systems for psychiatric disorders are the Diagnos-
tic and Statistical Manual of Mental Disorders (DSM-5; American Psychiatric 
Association, 2013) and the International Classification of Diseases (ICD-10; 
World Health Organization, 1992). Classification systems are attractive 
because they provide a common language that aids clear communication 
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among clinicians and researchers. Classification systems also facilitate 
research because studying a reasonably homogeneous group of people 
with a common set of symptoms assists in developing a picture of what 
might be contributing to the disorder and how a disorder can best be 
treated (Adams, Doster, & Calhoun, 1977). However, a categorical con-
ceptualization of psychiatric disorders does not reflect the clinical real-
ity; most of the basic processes and treatments occur on a continuum 
(Hyman, 2007). This dimensional view assumes that “individuals assigned 
a [DSM] diagnosis differ from ‘normal’ persons only in the frequency 
and/or severity with which they experience the features that form the 
diagnostic criteria” (Brown, 1996). A dimensional view may also include 
and/or facilitate the process of identifying, studying, and treating trans-
diagnostic processes (Harvey et al., 2004). The inclusion of a dimensional 
approach may well become a reality in the future (Insel et al., 2010; Regier, 
2007; Rutter, 2011), a direction that is very much in line with a transdiag-
nostic perspective.

Importantly for youth, although dimensional approaches are com-
monly used in child psychiatry and psychology, it is critical to more fully 
develop and integrate dimensional approaches because the mismatch 
between the DSM categories and clinical presentation is perhaps great-
est for youth (Hyman, 2007). Hudziak, Achenbach, Althoff, and Pine 
(2007) highlight three additional reasons for the importance of develop-
ing dimensional approaches for youth. First, “developmental neurobiol-
ogy research shows that the connections, anatomy and physiology of the 
human brain change dramatically across development” (p. S18). There 
is thus a need to account for differences in typical and atypical develop-
ment, which is easier to achieve by considering dimensions. Second, there 
are gender differences in the manifestation and prevalence of various 
psychiatric disorders in youth. Third, there are nearly always multiple 
informants (the youth, father, mother, teacher, coach, doctor, etc.) whose 
reports do not always agree. Whether an average across reports or the 
most severe problem reported by any informant is ultimately selected as 
the highest priority for treatment planning and research, the inclusion of 
a dimensional approach may facilitate both.

Comorbidity

Comorbidity is the coexistence of two or more disorders, either simulta-
neously or sequentially (de Graaf, Bijl, Smit, Vollebergh, & Spijker, 2002). 
Comorbidity is the norm, not the exception. A staggering 50% of peo-
ple who meet diagnostic criteria for a psychiatric disorder in a specific 
year will meet criteria for more than one disorder (Kessler, Chiu, Dem-
ler, Merikangas, & Walters, 2005a). Several accounts of the high rate of 
comorbidity among the psychiatric disorders have been proposed.
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First, comorbidity may reflect poor discriminant validity in that the 
DSM may distinguish between disorders that would be better combined 
(Andrews, 1996; Blashfield, 1990; Brown & Barlow, 1992). Another con-
tributor to comorbidity may be the symptom overlap across disorders 
(Garber & Weersing, 2010).

Second, features of one disorder may act as risk factors for other 
psychiatric disorders. To give an example, insomnia is a well- established 
risk factor for the development of first-onset depression (e.g., Ford & 
Kamerow, 1989), anxiety disorder (Breslau, Roth, Rosenthal, & Andreski, 
1996) and substance abuse (Weissman, Greenwald, German, & Dement, 
1997), so it is not surprising that insomnia is highly comorbid with these 
disorders (Harvey, 2001). Anxiety symptoms and disorders in childhood 
precede the onset of depressive disorders in adolescence and young adult-
hood, particularly in girls (Garber & Weersing, 2010). Moreover, depres-
sion during adolescence is known to predict a fivefold increase in the risk 
of generalized anxiety disorder in young adulthood (Pine, Cohen, Gurley, 
Brook, & Ma, 1998).

Third, comorbidity may reflect one or more common vulnerabilities. 
Examples of factors implicated in the vulnerability to develop a range of 
psychiatric disorders include genetics (Cerdá, Sagdeo, Johnson, & Galea, 
2010), anxiety sensitivity (Reiss & McNally, 1985), information- processing 
biases and negative cognitions (Ernst, Pine, & Hardin, 2005; Pine, 2007), 
neuroticism (Eysenck, 1973), positive and negative affectivity, as well as 
somatic tension (Clark & Watson, 1991; Laurent & Ettelson, 2001), high 
trait anxiety and poor coping skills (Andrews, 1996), trait impulsivity 
(Beauchaine, Hinshaw, & Pang, 2010), a tendency toward internalizing or 
externalizing (Kessler et al., 2011), certain parenting behaviors (McLeod, 
Wood, & Weisz, 2007), and social factors such as childhood adversity and 
stress, family and peer support, and socioeconomic and academic diffi-
culties (Cerdá et al., 2010).

A final possibility, and the one that is most relevant to the aim of this 
book, is that perhaps psychiatric disorders co-occur because they share 
maintaining processes. This possibility is not necessarily inconsistent with 
the other accounts of comorbidity presented, but it provides an additional 
explanation.

Garber and Weersing (2010) highlight the critical point that comor-
bidity varies by age and developmental stage. For example, anxiety is more 
prevalent in children, rates of depression increase in teens, and comorbid 
anxiety and depression tend to be more prevalent in older than younger 
teens. Interestingly, anxiety and depression are not distinguishable in 
young children (third graders), but they become distinguishable after just 
a few years more of development (Cole, Truglio, & Peeke, 1997). This 
change from a unified- construct model to a dual- factor model highlights 
the challenge and complexity ahead for developmental researchers. To 
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add even more complexity, Pine (2010) points out the importance of con-
text: “behavior changes quite dramatically in the short-term, through the 
influence of context, and in the long-term, through the influence of devel-
opment” (p. 533). The youth and their social context dynamically and 
bidirectionally influence each other, the context surrounding the youth 
broadens and deepens with age, and the meaning (to the young person) 
of each social context in which he or she is engaged will determine the 
potential impact of that context (Boyce et al., 1998). Clearly, a transdi-
agnostic approach to psychopathology in youth will need to include a 
crystal- clear focus on age, developmental stage (including pubertal sta-
tus), and social context.

rapid transfer of treatment Breakthroughs

A third advantage is that a transdiagnostic perspective would encourage 
greater transfer of theoretical and treatment advances between the dis-
orders. This already happens to some extent. For example, in one of my 
own fields of research, and as depicted in Figure 2.1, breakthroughs in 
the treatment of insomnia occurred in the late 1970s. Insomnia is com-
monly comorbid with a range of other psychiatric disorders, but it took 
several decades for the advances in the treatment of insomnia to be applied 
to insomnia that is comorbid with other psychiatric disorders (see the 
dates, in bold, in Figure 2.1). Seeing the success of these treatments in 

FIGUrE 2.1. Transfer of breakthroughs in the treatment of insomnia has been 
slow (notice the publication dates in bold)!
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improving not only sleep but also the symptoms associated with the other 
comorbid disorder, and after considering biological plausibility (Harvey, 
Murray, Chandler, & Soehner, 2011), we have proposed that sleep dis-
turbance is a plausible transdiagnostic process (Harvey, 2008). We then 
highlighted the potential of testing a transdiagnostic treatment for sleep 
disturbance (Harvey, 2009b), including a version that is developmentally 
adapted for youth (Harvey, 2009a). The main point here is that explicitly 
taking a transdiagnostic perspective almost ensures more rapid transfer 
of advances to a broader range of disorders. Moreover, a transdiagnostic 
approach might lead the field to the ability to specify a single treatment 
or treatment components that are effective across a wide range of disor-
ders (Harvey et al., 2004). We see examples across several chapters of this 
book.

What other ingredients are needed for a Transdiagnostic Perspective 
to catapult Progress?

Although progress has been made in developing and disseminating 
evidence- based treatments for most forms of mental illness across the 
past few decades, there are gaping holes in our knowledge base. Here, I 
list a number of issues and facts linked to such barriers.

Lack of attention to Childhood and Adolescence

As already mentioned, given the early age of onset of most mental illness, 
there has been insufficient emphasis on developing and testing interven-
tions that build resilience and prevent the development of mental illness 
in children and adolescents. Also, treatments for mental illnesses com-
monly make the mistake of trying to “downsize” adult treatments (Sil-
verman & Hinshaw, 2008). Targeting this early phase of the lifespan is 
essential for minimizing the adverse effects of psychiatric illness on the 
expected developmental trajectory. Moreover, there may be specific peri-
ods of development that represent unique opportunities for early inter-
vention that change developmental trajectories and prevent a wide range 
of adverse behavioral and emotional outcomes (Silk et al., 2009). Clearly, 
the emphasis within this book on developmental psychopathology per-
spectives is crucial (e.g., Cicchetti & Toth, 2006).

Lack of Knowledge about and attention to Basic Processes

Although evidence- based treatments for most mental illnesses have been 
developed (Aronson, 2005; Chambless et al., 1996; Silverman & Hinshaw, 
2008), there is substantial room for improvement. The effect sizes of most 
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available treatments are small to moderate, gains may not persist, and 
there are too many patients who derive little or no benefit (Harvey & 
Tang, 2003; Insel, 2007, 2009; Lambert, 2004; Nathan & Gorman, 2002). 
Even under optimal conditions, treatment failure is alarmingly common 
(Lieberman et al., 2005; Thase, 2007; Warden, Rush, Trivedi, Fava, & Wis-
niewski, 2007).

Traditionally, the development of psychological treatments has involved 
consensus between groups of skilled clinician researchers, and many 
medication treatments have been discovered by serendipity. Hence there 
have been calls for “increased attention to science” as the optimal path 
toward developing more highly efficient and effective treatments (Aron-
son, 2005; Insel, 2009; Salkovskis, 2002). More specifically, whereas 
knowledge of the basic processes that cause and maintain mental illness 
has expanded enormously over the past two decades, this knowledge has 
been minimally leveraged in the service of developing highly efficacious 
and effective treatments.

As is evident in Part II of this book, transdiagnostic basic processes 
are identifiable, and the work of defining transdiagnostic processes is 
leading to novel insights, breakthroughs, and perhaps even transdiagnos-
tic treatments that will reduce the burden on therapists who have to mas-
ter a wide range of disorder- specific protocols. Furthermore, it is becom-
ing clear that transdiagnostic processes are evident at various levels of 
explanation. There is already evidence that various cognitive- behavioral 
processes (Harvey et al., 2004) and emotional processes (Kring & Sloan, 
2010) are transdiagnostic. Readers familiar with the neuroscience litera-
ture will know that similar brain circuits, structures, neurotransmitters, 
and genes have been implicated across the disorders (Ellis & Boyce, 2011; 
Ernst et al., 2006; Shonkoff, Boyce, & McEwen, 2009). The same is true 
for other levels of explanation, such as personality, temperament, culture, 
family, and so forth.

I would like to acknowledge that, in many ways, the field of develop-
mental psychopathology has been a guiding light in producing interdis-
ciplinary research on mechanisms that cut across the multiple levels of 
explanation relevant to youth with psychopathology (Cicchetti & Daw-
son, 2002; Pellmar & Eisenberg, 2000), including the potential contrib-
uting processes of communities, culture, families, schools, and peers. 
These approaches recognize and embrace the fact that events during 
development lay the root systems for the development of adult psychiat-
ric conditions (Pine, 2007) and that some problems in childhood predict 
widespread difficulties in adulthood, whereas others do not (Masten & 
Cicchetti, 2010). Research groups are even taking on the task of modeling 
the developmental cascades or the “cumulative consequences for develop-
ment of the many interactions and transactions occurring in developing 
systems that result in spreading effects across levels, among domains at 
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the same level and across different systems or generations” (Masten & Cic-
chetti, 2010). Challenging and exciting!

Lack of attention to Commonalities across traditional 
therapy Models

Some treatments are explicitly content- focused. For example, some 
cognitive- behavioral treatments seek to identify and challenge the content 
of negative thoughts and unhelpful assumptions. It seems likely that there 
will be utility in continuing to incorporate a process- focused approach to 
treatment that seeks to target and reverse the transdiagnostic processes 
that cause and/or maintain disorders, particularly for patients who do 
not get better with the current evidence- based treatments and for com-
plex cases in which comorbidity is present (Harvey et al., 2004). These 
are the patients for whom it may be difficult to determine which dis-
order is “primary,” which disorder to focus on treating, and/or which 
treatment model to adopt as a guide to treatment. As many randomized 
controlled trials have excluded patients with comorbid disorders, there 
may be no evidence base for the particular combination of psychiatric 
disorders with which the patient presents. Accordingly, targeting transdi-
agnostic processes as part of a process- based approach may be one way 
to resolve the tricky question of how to structure therapy in these cases 
(Harvey et al., 2004). This would contrast with the typical approach of 
sequentially treating the various comorbid disorders, an approach that 
invites treatment failure if the disorders are mutually maintaining (e.g., 
Harvey, 2008).

As is evident across Parts III and IV of this book, even though tradi-
tional therapy models such as cognitive- behavioral therapy, interpersonal 
therapy, dialectical behavior therapy, and acceptance and commitment 
therapy offer disorder- specific protocols, there is much potential to draw 
out transdiagnostic versions of these treatments. As these are all multi-
component treatments, let’s not forget the problem that we do not know 
which elements are truly contributing. As highlighted by Clark (1999, 
2004), we may be on a path to more efficient and effective psychosocial 
treatments if we conduct tests of single treatment elements to ensure that 
each is contributing (e.g., Harvey, Clark, Ehlers, & Rapee, 2000; Tang & 
Harvey, 2006).

Insularity and Fragmentation across Disciplines

It is essential to acknowledge the complex nature of mental health prob-
lems. Rather than debating the relative contribution of biological ver-
sus psychological risk factors or the relative benefits of biological versus 
psychosocial treatments (Miller, 2010), we are surely better off focusing 
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on research that provides new insights into how interacting levels of bio-
logical, psychosocial, and cultural factors can be targeted in multimodal 
treatments (Hinshaw et al., 2000) and treatments that reach across indi-
viduals, schools, families, and communities. Although this book focuses 
on psychological processes and treatments, there is much potential for 
future contributions that crosscut levels of explanations transdiagnosti-
cally.

caveats of a Transdiagnostic Perspective

First, there are ways in which the approach to psychopathology in youth 
has always been more “transdiagnostic” relative to the adult literature. For 
example, Coping Cat (Kendall & Hedtke, 2006) is a treatment designed 
for children ages 8–13 who have generalized anxiety disorder, separation 
anxiety disorder, or social anxiety disorder. In other words, this treat-
ment cuts across anxiety disorders. In adults, there are different protocols 
for each anxiety disorder.

Second, as we have previously highlighted (Harvey et al., 2004), the 
proposal to take a transdiagnostic perspective is not new. The importance 
of cognitive and behavioral processes in psychiatric disorders has long 
been recognized by clinicians and researchers. For example, research on 
behavioral processes, such as conditioning and reinforcement contingen-
cies, led to a range of treatments and techniques that were largely trans-
diagnostic and came to be known collectively as behavior therapy (Pavlov, 
1928; Skinner, 1959; Watson & Rayner, 1920; Wolpe, 1958). The recog-
nition of behavior therapy’s limitations in treating certain client groups 
(Rachman, 1997) left the field open and receptive to the novel ideas of 
clinician researchers such as Beck (1967) and Ellis (1958). Beck and Ellis 
had a common proposal that they recognized as relevant across the disor-
ders: that cognitive processes, including unhelpful beliefs, illogical think-
ing, and distorted perception, were crucial to understanding and treating 
psychiatric disorders. These ideas led to the birth of cognitive therapy 
and cognitive- behavioral therapy.

Third, my colleagues and I (Harvey et al., 2004) have raised the 
important limitation of a transdiagnostic perspective: It cannot explain 
why people with different psychiatric disorders can present so differently. 
For example, a young person who meets diagnostic criteria for attention- 
deficit/hyperactivity disorder will, at one level, seem so completely differ-
ent from a young person diagnosed with obsessive– compulsive disorder 
(recurrent obsessions experienced as intrusive and inappropriate and 
compulsions such as hand washing and repeating words silently). Why 
is this? We have suggested that there are at least three possible explana-
tions.
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Current Concerns

One possibility is that the differences between psychiatric disorders may 
be, at least partly, accounted for by the different concerns inherent to each 
disorder. The idea of current concerns has been most developed within 
Eric Klinger’s (1996) current concerns theory. Klinger defines a current 
concern as a nonconscious (latent) processing state initiated when a per-
son commits to pursue a specific goal, which lasts until the goal is either 
achieved or discarded, and which underpins the goal pursuit by sensitiz-
ing emotional responses to and cognitive processing of cues associated 
with that goal (Klinger, 1996). For example, a teen with anorexia nervosa 
is concerned about weight and shape, whereas a teen with insomnia is 
concerned about his or her sleep and a teen with obsessive– compulsive 
disorder may be concerned with fear of contamination. The follow- up 
question is: Why do people with different disorders have different current 
concerns? We have suggested a range of influences on the target of the 
concern, such as biology (e.g., genes, circuits), personality, learning his-
tory, traumatic experiences, and culture (Harvey et al., 2004).

Balance of Common Processes

Perhaps a person with a psychiatric disorder could show any one basic 
process at any point along a continuum. Accordingly, perhaps the dif-
ferent disorders may be, at least partly, distinguished by their relative 
balance of the basic transdiagnostic processes. For example, Ernst and 
colleagues (2006) demonstrate that three systems may contribute to anxi-
ety and depression: the reward system (nucleus accumbens), the harm- 
avoidance system (amygdala), and the supervisory system (medial/ventral 
prefrontal cortex). Perhaps the relative strength and efficiency of each 
system might contribute to explanations of psychiatric disorders that are 
even broader than anxiety and depression. In other words, perhaps dif-
ferent disorders lie at different points on each continuum. Thus, in prin-
ciple, differences in the relative balance of these processes may contribute 
to the differences between the disorders.

Distinct Processes

In our review of the adult literature on cognitive and behavioral pro-
cesses relevant to Axis 1 disorders, we found some evidence of disorder- 
specific processes (Harvey et al., 2004). That is, distinct processes appear 
to be specific to certain disorders or groups of disorders, and the pres-
ence of a distinct process may contribute to the differences between 
disorders. Psychotic disorders were the most prominent example. The 
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empirical evidence we reviewed suggested that psychotic disorders are 
associated with a data- gathering bias and a bias toward making external 
attributions for internally generated thoughts and sensations (Harvey 
et al., 2004). These processing biases have not been found in the other 
psychiatric disorders. However, it is important to note that comparisons 
between individuals with psychotic disorders and nonclinical populations 
may be made along a continuum such that some individuals without 
psychotic disorders may show the same processing biases under certain 
conditions. Furthermore, we also found good evidence that psychotic 
symptoms may be maintained by the processes that we have identified 
to be common across disorders (e.g., internally focused attention, safety 
behaviors, worry). Nonetheless, this example raises the possible contri-
bution of distinct processes.

summary

The potential advantages of a transdiagnostic perspective are that it may 
contribute to progress in classification and comorbidity and that it may 
encourage rapid transfer of advances made in the context of one disorder 
to other disorders. However, there have been several barriers to progress, 
including the lack of attention to research on children and adolescents, 
the lack of knowledge about basic processes and commonalities across 
traditional therapy models, and insularity and fragmentation across dis-
ciplines. As is evident throughout this book, in many ways developmental 
psychopathologists have been leading the way in studying basic processes, 
reaching across disciplines, and developing treatments that cut across dis-
orders. This progress is perhaps necessitated by the complexity of the 
questions inherent to the study of youth development, which inevitably 
require a focus on moving targets such as age, pubertal development, and 
context. Grappling with these and other complexities is the heart and 
soul of this book, as is the knowledge that half of all lifetime disorders start 
by 14 years of age and have the potential to seriously unravel the health and 
most basic well-being of individuals and prevent them from thriving in 
relationships, family life, and career.
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c h a P t e r  3

Stress and Coping  
in Child and Adolescent Psychopathology

Bruce E. Compas, Kelly H. Watson, Michelle M. Reising, 
and Jennifer P. Dunbar

Psychological symptoms and disorders during childhood and adolescence 
are characterized by several important features that shape the develop-
ment of preventive interventions and treatments. First, symptoms and 
disorders are best characterized both on dimensions and as discrete cat-
egories. Second, symptom covariation and diagnostic comorbidity are the 
rule rather than the exception. Third, emerging models of risk and pro-
tective factors reflect processes of multifinality in which a wide range of 
factors are associated with increased or decreased risk for multiple rather 
than single problems or disorders. And fourth, regulation and dysregula-
tion of emotional, behavioral, cognitive, and physiological processes are 
important protective and risk factors for most forms of psychopathology. 
Taken together, these characteristics of psychopathology in young people 
have contributed to an increasing focus on transdiagnostic models of psy-
chopathology. In this chapter we first briefly consider several aspects of 
child and adolescent psychopathology that have led to the current interest 
in transdiagnostic approaches. We then describe evidence for exposure to 
stress and adversity as a broad, transdiagnostic risk factor and discuss the 
ways that children and adolescents cope with stress, including the regu-
lation of emotions in response to stress, as a transdiagnostic protective 
factor. Finally, we present recent evidence from research on children of 
depressed parents as an example of the translation of research on stress 
and coping processes into preventive interventions to reduce risk for a 
wide range of problems and disorders in this high-risk group.
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dimensional and categorical approaches to Psychopathology 
in childhood and adolescence

The evolution of models for diagnosing and classifying psychiatric dis-
orders in children and adolescents has followed two rather separate 
paths. On the one hand, discrete categorical diagnoses, including spe-
cific disorders that are hypothesized to emerge in childhood or adoles-
cence, have been represented in the Diagnostic and Statistical Manual of 
Mental Disorders (DSM) from its inception to the current version, DSM-5 
(American Psychiatric Association, 2013). In contrast, empirical models 
that take a dimensional and quantitative approach first identified the two 
broad dimensions of internalizing and externalizing problems at least 45 
years ago (Achenbach, 1966) and have continued to be refined and tested 
across multiple cultures and age groups (e.g., Achenbach & Rescorla, 
2001; Ivanova, Achenbach, Dumenci, et al., 2007; Ivanova, Achenbach, 
Rescorla, et al., 2007). Until recently, however, categorical and dimen-
sional approaches have developed relatively independently.

A significant shift has occurred with the recognition of substan-
tial problems with the categories and criteria in the DSM-IV (and more 
recently DSM-5) that has led to pointed calls for the integration of categor-
ical and dimensional approaches. For example, Rutter (2011, p. 647) notes 
that, “At present, there are far too many diagnoses, and a ridiculously 
high rate of supposed comorbidity. . . . The overall number of diagnoses 
should be drastically reduced. Categorical and dimensional approaches 
to diagnosis should be combined.” Similarly, Hyman (2010, p. 167) asserts 
that “comorbidity is so extensive among DSM-IV diagnoses . . . as to force-
fully raise questions about the underlying structure and assumptions of 
the classification.” As part of his call for changes to the DSM, Hyman 
recommends the use of quantitative scales as alternatives or supplements 
to current diagnostic criteria and a reclustering of disorders based on 
findings from research about underlying neural circuitry and genetics.

Along with increasing concerns about DSM categorical approach 
to diagnoses, continued evidence in support of the broadband factors 
of internalizing and externalizing psychopathology described by Achen-
bach (1966) is noteworthy and provides a useful framework for research 
on transdiagnostic processes (e.g., Krueger & Markon, 2006; Lahey, 
VanHulle, Singh, Waldman, & Rathouz, 2011; Seeley, Kosty, Farmer, & 
Lewinsohn, 2011). Diagnostic comorbidity and symptom covariation is 
most likely to occur within the broad syndromes of internalizing and 
externalizing problems. For example, anxiety disorders and mood dis-
orders are highly comorbid, both concurrently and sequentially (e.g., 
Moffitt et al., 2007), and studies based on dimensional models using fac-
tor analytic methods have found that symptoms of anxiety and depres-
sion load onto a single syndrome (e.g., Ivanova, Achenbach, Dumenci, 
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et al., 2007; Ivanova, Achenbach, Rescorla, et al., 2007). Furthermore, 
although somewhat less pronounced, there is also considerable comorbid-
ity and covariation across internalizing and externalizing disorders and 
syndromes. For example, mood disorders and disruptive behavior disor-
ders have high rates of co- occurrence during adolescence (e.g., Costello, 
Mustillo, Erkanli, Keeler, & Angold, 2003). Moreover, the broadband 
internalizing and externalizing syndromes are highly correlated (Achen-
bach & Rescorla, 2001).

If psychopathology is characterized by high levels of symptom covari-
ation and high diagnostic co- occurrence, then a major task for research-
ers is the identification of transdiagnostic risk factors that can account for 
this co- occurrence (i.e., individual and environmental factors that predict 
multiple symptoms and disorders). Similarly, it is important to identify 
transdiagnostic protective factors that can reduce the risk for multiple 
problem outcomes. Both of these processes reflect the process of multifi-
nality in which the same etiological processes may lead to multiple disor-
ders (e.g., Cicchetti & Rogosch, 1996).

A useful heuristic for developing transdiagnostic models of psycho-
pathology has been presented by Nolen- Hoeksema and Watkins (2011). 
They distinguish among distal risk factors, proximal risk factors, and 
possible mechanisms and moderators of the association between these 
levels of risk and co- occurring disorders. Distal risk factors are defined 
as environmental or individual characteristics that do not directly cause 
symptoms but rather influence symptoms through mediating processes 
that are more temporally or causally proximal to symptoms. Nolen- 
Hoeksema and Watkins propose that proximal risk factors directly influ-
ence or cause symptoms, follow distal risk factors in time, temporally 
precede symptoms, and mediate the relations between distal risk factors 
and symptoms.

Drawing on this heuristic model and perspectives on risk and protec-
tive factors in psychopathology, we present research on exposure to stress-
ful events and chronic adversity as transdiagnostic sources of risk and 
discuss the ways that children and adolescents regulate their emotions 
and cope with stress as transdiagnostic protective factors. Stressful events 
and chronic adversity lead to dysregulation of core biological, emotional, 
cognitive, and behavioral processes (e.g., Cole & Deater- Deckard, 2009; 
Guerry & Hastings, 2011; Mansell, 2011; Vasilev, Crowell, Beauchaine, 
Mead, & Gatzke-Kopp, 2009). Conversely, efforts to cope with stress are 
characterized by conscious and volitional efforts to regulate emotion, cog-
nition, behavior, physiology, and the environment in response to stressful 
events or circumstances (Compas, Langrock, Keller, Merchant, & Cope-
land, 2001). We highlight evidence for the role of stress and coping as risk 
and protective factors, respectively, across multiple types of symptoms 
and disorders.



38 TRANSDIAGNOSTIC PROCESSES 

stressful events and chronic adversity as Broad sources of risk

In a series of reviews, Grant and colleagues (Grant, Compas, Stuhlm-
acher, Thurm, & McMahon, 2003; Grant, Compas, Thurm, McMahon, & 
Gipson, 2004; Grant et al., 2006; McMahon, Grant, Compas, Thurm, & 
Ey, 2003) identified several overarching findings from research on stress 
and psychopathology in children and adolescents that are relevant to a 
transdiagnostic perspective on child and adolescent psychopathology. 
First, Grant and colleagues (2003) suggest that stress is best conceptual-
ized in terms of the occurrence of acute events or chronic conditions 
or circumstances (referred to as stressors) that threaten the physical or 
mental health of the child or adolescent. The nature of events (e.g., paren-
tal divorce, family move) and chronic conditions (e.g., poverty, chronic 
parental conflict and discord) that constitute sources of stress vary as a 
function of children’s development and social context. Second, more than 
50 prospective longitudinal studies have provided evidence that exposure 
to stressful events and chronic adversity predicts increases in both inter-
nalizing and externalizing symptoms over time (Grant et al., 2004). Most 
important, there is substantial evidence that stressful events and adversi-
ties at one time point predict increases in both internalizing and external-
izing symptoms at a later time point, suggesting that stressors may play 
a causal role in the development of both types of symptoms. Third, con-
sistent with the heuristic model of Nolen- Hoeksema and Watkins (2011), 
exposure to stressful life events functions as a distal risk factor whose 
association with internalizing and externalizing symptoms is mediated 
by family characteristics, including disrupted parenting and parent– child 
relationships (Grant et al., 2003, 2006). The evidence is particularly strong 
for poverty and economic disadvantage as distal risk factors that affect 
child and adolescent internalizing and externalizing symptoms through 
their effects on positive and negative parenting (Grant et al., 2003).

Finally, and most germane to understanding transdiagnostic risk fac-
tors, McMahon and colleagues (2003) concluded that exposure to stress-
ful events and chronic sources of adversity appears to operate as a non-
specific risk factor that places children and adolescents at risk for the 
full range of internalizing and externalizing forms of psychopathology. 
These authors reviewed studies of the effects of a wide range of stressors 
in childhood and adolescence, including exposure to violence, physical 
and sexual abuse, divorce or marital conflict, poverty, physical illness, 
and cumulative life events across multiple domains. Exposure to stressful 
events and adversity plays a role in virtually all types of psychopathol-
ogy, including total internalizing and externalizing problems, as well as 
symptoms of depression, anxiety, eating disorders, aggressive behavior 
problems, conduct problems, substance use and abuse, and somatization.

One of the central challenges for stress researchers has been to deter-
mine whether there are unique relations between some specific types of 
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stressors and specific disorders. McMahon and colleagues (2003) note 
that across the various stressors examined, the most consistent evidence 
for specificity was found in the association of sexual abuse with inter-
nalizing symptoms, posttraumatic stress disorder (PTSD), and sexual 
acting- out symptoms across several studies. Subsequent research has 
shown some evidence for specificity among a wider set of psychosocial 
risk factors that include but are not limited to stressful events (Shanahan, 
Copeland, Costello, & Angold, 2008). On the other hand, recent evidence 
from the National Comorbidity Survey Replication (Green et al., 2010) 
found that childhood adversities, including interpersonal loss (parental 
death, parental divorce, and other separation from parents or caregivers), 
parental maladjustment (mental illness, substance abuse, criminality, and 
violence), maltreatment (physical abuse, sexual abuse, and neglect), life- 
threatening childhood physical illness, and extreme childhood family 
economic adversity, were associated with all types of psychopathology in 
adulthood.

In summary, stressful events and conditions of chronic adversity 
exert demands on the regulatory capacities of children and adolescents 
that contribute to both internalizing and externalizing psychopathology. 
The comorbidity of disorders and the co- occurrence of symptoms may be 
the result of dysregulation in processes that are shared by multiple disor-
ders and symptoms; alternatively, stress and adversity may simultaneously 
trigger the dysregulation of multiple processes that independently lead to 
separate but co- occurring disorders and symptoms. Based on research to 
date, there is very little evidence for links between specific types of stress 
and specific disorders.

coping as a Broad Protective factor

Given the importance of exposure to stress and adversity as a major source 
of risk for psychopathology, it follows that the ways that individuals react 
to and cope with stress, including but not limited to the regulation of 
emotions under stress, may play an important role in protecting against 
the development of psychological symptoms and disorder. In an earlier 
review of the literature on coping with stress during childhood and ado-
lescence, Compas and colleagues (2001) found evidence that several sub-
types of coping were significantly related to both internalizing and exter-
nalizing symptoms. For example, the findings generally suggested that 
engagement forms of coping (i.e., coping efforts directed at the source 
of stress or one’s reactions to the stressor) were related to lower levels of 
both internalizing and externalizing symptoms, whereas disengagement 
forms of coping (i.e., coping efforts oriented away from the source of 
stress or one’s reactions to the stressor) were related to higher levels of 
both types of problems. However, the review by Compas and colleagues 
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was constrained by limitations in the conceptualization and measurement 
of coping in children and youth up to that time.

A clearer pattern of findings from research on coping in childhood 
and adolescence can be found in more recent studies guided by a control- 
based model of coping with stress (Compas, Jaser, Dunn, & Rodriguez, 
2012). Within this model, responses to stress are first distinguished along 
the dimension of automatic versus controlled processes. Coping responses 
are considered controlled, volitional efforts to regulate cognition, behav-
ior, emotion, and physiological processes, as well as aspects of the environ-
ment, in response to stress. Coping responses are further distinguished 
as primary control engagement (problem solving, emotional modulation, 
emotional expression), secondary control engagement (acceptance, cog-
nitive reappraisal, positive thinking, distraction), or disengagement (cog-
nitive and behavioral avoidance, denial, wishful thinking). This model 
has been supported in seven confirmatory factor analytic studies with 
children, adolescents, and adults coping with a wide range of stressors 
(e.g., peer stressors, war- related stressors, family stressors, economic 
stressors, chronic pain, cancer), from diverse socioeconomic and cultural 
backgrounds and international samples (e.g., European American, Native 
American Indian, Spanish, Bosnian, Chinese), using multiple informants 
(Benson et al., 2011; Compas, Beckjord, et al., 2006; Compas, Boyer, et 
al., 2006; Connor-Smith & Calvete, 2004; Connor-Smith, Compas, Wad-
sworth, Thomsen, & Saltzman, 2000; Wadsworth, Raviv, Compas, & Con-
nor-Smith, 2005; Yao et al., 2010).

Given the focus on processes of emotion regulation in some current 
research on transdiagnostic processes (e.g., Nolen- Hoeksema & Watkins, 
2011), it is important to note the relation between current conceptualiza-
tions of coping and emotion regulation. Coping is at once both broader 
and more specific than emotion regulation (Compas, Jaser, & Benson, 
2009). Specifically, coping refers to the regulation of emotions and other 
important psychological and biological processes; as such, emotion regu-
lation can be seen as a subset of coping. For example, emotion modu-
lation (e.g., “I keep my feelings under control when I have to, then let 
them out when they won’t make things worse”) is part of primary control 
coping. On the other hand, coping refers to emotion regulation under a 
specific set of circumstances; that is, in response to stress. Because emo-
tion regulation is an ongoing process that occurs under both stressful and 
nonstressful circumstances, coping is a special case of emotion regulation 
under stress (e.g., Eisenberg et al., 2001).

Primary control, secondary control, and disengagement coping have 
been tested in relation to internalizing and externalizing symptoms in 
three ways (see Figure 3.1). In Model 1 in Figure 3.1, primary control, 
secondary control, and disengagement coping are examined in relation 
to a single disorder. Studies using this design cannot address the role of 
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Model 1:

Primary Control 
Coping

Secondary Control 
Coping

Disengagement 
Coping

Disorder A

Disorder A

Disorder C

Disorder BSecondary Control 
Coping

Primary Control 
Coping

Secondary Control 
Coping

Disengagement 
Coping

Disorder A

Disorder B

Disorder C

Model 2:

Model 3:

FIGUrE 3.1. Models testing the role of coping as a transdiagnostic process in 
internalizing and externalizing psychopathology.
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coping as a transdiagnostic process by virtue of their inclusion of only 
one type of disorder or problem. Model 2 studies examine one type of 
coping in relation to multiple disorders or problems. These studies pro-
vide potentially important evidence for the role of coping in relation to 
different disorders and therefore provide transdiagnostic information 
that is specific to one type of coping. The optimal design for purposes of 
identifying transdiagnostic processes is represented in Model 3, in which 
multiple types of coping are examined in relation to multiple types of 
disorders and problems. This design allows for a complete analysis of the 
role of each type of coping in relation to multiple problems and disorders 
and can account for comorbidity among problems and disorders and cor-
relations among the three types of coping. Such an analysis would also 
permit identifying coping processes that have unique effects for single 
disorders.

There is considerable evidence that primary control, secondary con-
trol, and disengagement coping are all related to a range of internalizing 
and externalizing symptoms. We have summarized examples of studies 
with findings bearing on this question in Table 3.1. We have included 
studies that reflect each of the three models of coping and psychopa-
thology presented in Figure 3.1. For example, a study by Rhoades and 
colleagues (2007) reflects Model 1, as these investigators examined the 
association of all three types of coping with a composite measure of inter-
nalizing symptoms. Jaser and colleagues (2011) also provides an example 
of a Model 1 study in their investigation of affective symptoms in children 
of depressed parents. They found significant associations between pri-
mary control, secondary control, and disengagement coping and symp-
toms of depression. Flynn and Rudolph (2007) found that adolescents’ 
self- reported depressive symptoms were negatively correlated with their 
use of primary control and secondary control coping but that depressive 
symptoms were unrelated to disengagement coping strategies. However, 
none of these studies provides evidence for transdiagnostic processes 
because only one type of symptom was measured. Although Model 1 
studies are useful in understanding relations between coping and specific 
types of psychopathology, studies using this design may overlook rela-
tionships between coping and a wider range of disorders or symptoms 
because other types of disorders/symptoms are not measured.

An example of Model 2 is found in a study by Jaser and colleagues 
(2007) in which secondary control coping was examined in relation to 
affective symptoms and oppositional– defiant problems in children of 
depressed parents. Children’s use of secondary control coping was related 
to lower levels of both affective symptoms and oppositional– defiant 
behavior problems. However, neither primary control nor disengagement 
coping was examined in this study. Thus, although Model 2 studies can 
provide some evidence about the role of specific subtypes of coping as 
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taBLE 3.1. Examples of Empirical Studies of relations between Coping and Psychopathology

Authors
Study 
design Sample Stressor

Symptoms or 
disorders

Internalizing 
problems

Externalizing 
problems

Fear et al. 
(2009)

Model 3 152 parents with a 
history of depression 
and their 204 children 
(ages 9–15 years, 
M = 11.5)

Parental 
depression

Anxiety/depression 
symptoms (composite 
YSR and CBCL)

Aggression symptoms 
(composite CBCL and 
YSR)

Primary control 
coping: r = –.19

Secondary control 
coping: r = –.38

Disengagement 
coping: ns

Primary control 
coping: r = –.26

Secondary control 
coping: r = –.36

Disengagement 
coping: ns

Flynn & 
Rudolph 
(2007)

Model 1 510 adolescents (ages 
9–15 years, M = 11.7)

Calculated 
correlations based on 
level of stress reported 
(low vs. high)

Peer stress Children’s Depression 
Inventory (CDI)

Primary control 
coping: r’s ranging 
from –.18 to –.32

Secondary control 
coping: r’s ranging 
from –.48 to –.60

Disengagement 
coping: ns

Not tested

Jaser et al. 
(2005)

Model 3 57 parents with history 
of depression and 
their 78 children (ages 
10–16 years, M = 12.8)

Parental 
depression

Anxiety/depression 
symptoms (composite 
YSR and CBCL)

Aggression symptoms 
(composite YSR and 
CBCL)

Primary control 
coping: ns/ns

Secondary 
control coping: 
r = –.53/r = –.26

Disengagement 
coping: ns/ns

Primary control 
coping: ns/r = –.32

Secondary control 
coping: r = –.32/ns

Disengagement 
coping: ns/r = .26

(continued)
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taBLE 3.1. (continued)

Authors
Study 
design Sample Stressor

Symptoms or 
disorders

Internalizing 
problems

Externalizing 
problems

Jaser et al. 
(2007)

Model 3 50 parents with history 
of depression and 
their 73 children (ages 
10–16 years, M = 12.7)

Family stress Anxiety/depression 
symptoms (composite 
YSR and CBCL)

Aggression symptoms 
(composite YSR and 
CBCL)

Primary control 
coping: ns/ns

Secondary control 
coping: r = –.51/ns

Disengagement 
coping: ns/ns

Primary control 
coping: –.24/ns

Secondary control 
coping: r = –.27/ns

Disengagement 
coping: ns/ns

Jaser et al. 
(2008)

Model 2 34 mothers with 
history of depression, 
38 mothers with no 
history of depression, 
and their 72 children 
(ages 11–14 years, 
M = 12.2)

Parental 
depression

Affective symptoms 
(composite YSR and 
CBCL)

Oppositional– defiant 
problems (composite 
YSR and CBCL)

Depression symptoms 
(CDI)

Primary control 
coping: not tested

Secondary control 
coping and affective 
symptoms: r = –.44

Secondary control 
coping and 
depression symptoms: 
r = –.46

Disengagement 
coping: not tested

Primary control 
coping: not tested

Secondary control 
coping: r = –.57

Disengagement 
coping: not tested

Jaser et al. 
(2011)

Model 1 34 mothers with 
history of depression, 
38 mothers with no 
history of depression, 
and their 72 children 
(ages 11–14 years, 
M = 12.2)

Parental 
depression

Affective problems 
(composite CBCL and 
YSR)

Primary control 
coping: r = –.53

Secondary control 
coping: r = –.59

Disengagement 
coping: r = .50

Not tested
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taBLE 3.1. (continued)

Authors
Study 
design Sample Stressor

Symptoms or 
disorders

Internalizing 
problems

Externalizing 
problems

Wadsworth 
& Berger 
(2006) 
(continued)

Primary control 
coping: anxious/
depressed behavior 
at Time 1 (YSR) 
and primary 
control coping at 
Time 2 (8 months 
later): r = –.22; 
Secondary control 
coping: anxious/
depressed behavior 
at Time 1 (YSR) and 
secondary control 
coping at Time 2: 
ns; Disengagement 
coping: anxious/
depressed behavior 
at Time 1 and 
disengagement 
coping at Time 2: ns

Primary control 
coping: aggressive 
behavior at Time 1 
(YSR) and primary 
control coping at Time 
2 (8 months later): 
r = –.25; Secondary 
control coping: 
aggressive behavior at 
Time 1 and secondary 
control coping at 
Time 2: r = –.27; 
Disengagement 
coping: aggressive 
behavior at Time 1 
and disengagement 
coping at Time 2: ns

Wadsworth 
& Compas 
(2002)

Model 3 364 7th- to 12th-grade 
students (M = 14.7 
years)

Economic 
strain

Anxiety/depression 
symptoms (YSR)

Aggression symptoms 
(YSR)

Primary control 
coping: r = –.18

Secondary control 
coping: r = –.28

Disengagement 
coping: r = .29

Primary control 
coping: r = –.20

Secondary control 
coping: r = –.28

Disengagement 
coping: r = .32
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Family 
conflict

Anxiety/depression 
symptoms (YSR)

Aggression symptoms 
(YSR)

Primary control 
coping: r = –.27

Secondary control 
coping: r = –.38

Disengagement 
coping: r = .27

Primary control 
coping: r = –.32

Secondary control 
coping: r = –.41

Disengagement 
coping: r = .29

Wadsworth 
& Santiago 
(2008)

Model 3 164 children (n = 82 
6–10 years, n = 82 
11–18 years)

Economic 
strain

Primary control 
coping: anxious/
depressed (CBCL 
& YSR composite): 
r = –.29

Secondary control 
coping: anxious/
depressed: r = –.50

Disengagement 
coping: anxious/
depressed: ns

Primary control 
coping: withdrawn/
depressed (CBCL 
& YSR composite): 
r = –.30

Secondary control 
coping: withdrawn/
depressed: r = –.36

Disengagement 
coping: withdrawn/
depressed: r = .13

Primary control 
coping: delinquent 
problems (CBCL 
& YSR composite): 
r = –.18)

Secondary control 
coping: delinquent 
problems: r = –.36

Disengagement 
coping: delinquent 
problems: r = .13

Primary control 
coping: aggressive 
behavior (CBCL & 
YSR composite): 
r = –.18

Secondary control 
coping: aggressive 
behavior: r = –.20

Disengagement 
coping: aggressive 
behavior: r = .15-

Note. All correlations statistically significant at p < .05. We focused on adolescent self-reports of coping. The r’s that appear before the slash represent child self-
reports of problems; those that appear after the slash represent parent reports of child problems. CBCL, Child Behavior Checklist; YSR, Youth Self-Report; PTSD, 
posttraumatic stress disorder.



48 TRANSDIAGNOSTIC PROCESSES 

transdiagnostic factors, these studies also may mistakenly lead to conclu-
sions about the role of a specific type of coping because other coping 
strategies are not measured.

In several studies, representing Model 3, multiple subtypes of coping 
were tested in relation to multiple types of internalizing and externalizing 
symptoms (Fear et al., 2009; Jaser et al., 2005, 2007; Langrock, Compas, 
Keller, Merchant, & Copeland, 2002; Raviv & Wadsworth, 2010; Rhoades 
et al., 2007; Wadsworth & Berger, 2006; Wadsworth & Compas, 2002; 
Wadsworth & Santiago, 2008). These studies are the strongest in testing 
the role of coping as a general (transdiagnostic) versus disorder- specific 
process. For example, in two studies of adolescents coping with economic 
stressors, Wadsworth and Compas (2002) and Wadsworth and Santiago 
(2008) found significant relationships between primary control and sec-
ondary control coping and subtypes of both internalizing (depression, 
anxiety) and externalizing (aggression, delinquent) symptoms and prob-
lems. Specifically, greater use of both types of coping was related to lower 
levels of all types of symptoms. In contrast, disengagement coping was 
associated with higher levels of internalizing and externalizing symptoms 
(Wadsworth & Compas, 2002; Wadsworth & Santiago, 2008).

The significant associations between coping and both internalizing 
and externalizing disorders and symptoms suggest that coping plays a 
role in regulating a range of emotions, behaviors, and physiological pro-
cesses. If coping is involved with the regulation of anxiety, sadness, and 
anger, this would lead to associations with symptoms of anxiety disor-
ders, mood disorders, and disruptive behavior problems. Furthermore, 
some types of coping may resolve or reduce sources of stress that drive 
the development of both internalizing and externalizing symptoms and 
disorders. It is noteworthy that most of the prior research has examined 
symptoms of internalizing and externalizing problems and has not exam-
ined the relations between coping and categorical diagnoses. However, 
given the recent emphasis on the importance of dimensional approaches 
to psychopathology (e.g., Hyman, 2010; Rutter, 2011), this is not inher-
ently a liability of this research.

children of depressed Parents: an example of Transdiagnostic 
Processes in risk, Protection, and intervention

We now turn our attention to a high-risk group, children whose parents 
suffer from depression, to exemplify the role of stress and coping pro-
cesses in the development of a wide range of disorders and how these pro-
cesses can inform the development of preventive interventions to reduce 
risk and promote resilience. Children of depressed parents are at high 
risk for both internalizing and externalizing psychopathology, including a 
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two- to threefold increased risk of developing depressive disorders (Eng-
land & Sim, 2009). As much as 50–80% of offspring of depressed parents 
(i.e., 7.5–12 million children) will likely meet criteria for a psychiatric dis-
order by young adulthood (England & Sim, 2009). Adolescence marks 
a particularly important developmental period for increased depression 
risk, as rates are relatively low during childhood and increase signifi-
cantly by mid- adolescence (e.g., Hankin et al., 1998). Thus offspring of 
depressed parents in early to middle adolescence (10–15 years old) are 
an ideal target for prevention, given their high risk for the development 
of depression, anxiety, and externalizing behavior problems (England & 
Sim, 2009). Risk and protective factors for children of depressed parents 
include biological, psychological, and interpersonal processes (Good-
man & Gotlib, 1999). Exposure to chronic stress within the family and 
the ways in which children and adolescents cope with this stress are two 
important sources of risk and protection for internalizing and external-
izing psychopathology in offspring of depressed parents.

Stress and Parental Depression

Depressive symptoms and episodes of major depression in parents con-
tribute to three types of stressors within the family— parental withdrawal, 
parental intrusiveness, and marital conflict (e.g., Fear et al., 2009; Jaser 
et al., 2005; Langrock et al., 2002). Many or most depressed parents vac-
illate between being emotionally and physically withdrawn from and 
unavailable to their children and being irritable and overly intrusive in 
their interactions with their children. These types of parental behaviors 
most likely lead to low levels of both warmth and structure and create an 
unpredictable environment for children. Stressors related to both paren-
tal withdrawal and parental intrusiveness are related to internalizing and 
externalizing symptoms in children of depressed parents (e.g., Langrock 
et al., 2002). Furthermore, exposure to these stressors is associated with 
heightened levels of stress reactivity, including physiological and emo-
tional arousal (Jaser et al., 2005; Langrock et al., 2002).

Coping with Parental Depression

Several studies have examined children’s use of primary control, second-
ary control, and disengagement coping to manage the stress related to liv-
ing with a depressed parent (Fear et al., 2009; Jaser et al., 2005, 2007, 2008, 
2011; Langrock et al., 2002). There is consistent evidence for relations 
between secondary control coping and subtypes of both internalizing 
and externalizing problems, as all of the studies that tested these associa-
tions found that secondary control coping was related to subtypes of both 
internalizing problems (r’s ranging from –.26 to –.53) and externalizing 
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problems (r’s ranging from –.27 to –.57; Fear et al., 2009; Jaser et al. 2005, 
2007, 2008; Langrock et al., 2002). In contrast, less consistent evidence 
has been reported for relations between primary control coping and psy-
chological outcomes in response to this stressor. For example, evidence 
for associations between externalizing problems and primary control cop-
ing was either significant (r’s ranging from –.20 to –.32; Fear et al., 2009; 
Jaser et al. 2005, 2007; Langrock et al., 2002) or the relations were not 
tested (Jaser et al., 2008, 2011). Evidence for associations between inter-
nalizing problems and primary control coping was more limited in that 
only two of the five studies found a significant relation (r’s ranging from 
–.19 to –.53; Fear et al., 2009; Jaser et al., 2011). Overall, evidence for rela-
tions between disengagement coping and subtypes of internalizing and 
externalizing problems is less consistent. On the one hand, a number of 
studies found no evidence for associations between disengagement cop-
ing and subtypes of internalizing or externalizing problems (Fear et al., 
2009; Jaser et al., 2007; Langrock et al., 2002). On the other hand, Jaser 
and colleagues (2005) found that disengagement coping was related to 
higher levels of parent- reported aggressive symptoms in their children 
(r = .26), although not significantly related to internalizing problems. Fur-
thermore, Jaser and colleagues (2011) found that disengagement coping 
was related to higher levels of affective symptoms (r = .50) but did not test 
its relation to subtypes of externalizing problems. Taken as a whole, there 
is considerable evidence that the ways in which children and adolescents 
cope in families with a history of depression are related to both internal-
izing and externalizing problems; however, the findings suggest that the 
associations depend on the specific subtype of coping used and who is 
reporting psychological symptoms (i.e., parent or child).

Prevention of Internalizing and Externalizing Symptoms 
and Disorders in Children of Depressed Parents

Drawing on evidence for the importance of stress and coping in families 
of depressed parents, Compas, Forehand, Keller, and colleagues devel-
oped and tested the initial efficacy of a family group cognitive- behavioral 
(FGCB) preventive intervention for parents with a history of depression 
and their children (Compas, Keller, & Forehand, 2011; Compas et al., 
2001). The preventive intervention is designed to reduce stressful parent– 
child interactions that are associated with parental withdrawal and irri-
tability or intrusiveness and to enhance children’s and parents’ use of 
secondary control engagement coping strategies to reduce the risk for 
symptoms and disorder in these children.

The FGCB intervention is a manualized 12-session program (8 
weekly and 4 monthly follow- up sessions) that is designed to teach coping 
skills to families with a parent who has a history of a depressive disorder 
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in a small- family- group format. Each family group includes four fami-
lies and is led by both a mental health professional with extensive train-
ing in group facilitation and a doctoral student in clinical psychology. 
The program is designed for participation by both parents and children. 
Goals are to educate families about depressive disorders, to increase fam-
ily awareness of the impact of stress and depression on functioning, to 
help families recognize and monitor stress, to facilitate the development 
of children’s adaptive coping responses to stress, and to improve parent-
ing skills. Information is presented to group members during 8 weekly 
sessions, practice and discussion of skills are facilitated during the ses-
sions, and all members are given weekly at-home practice exercises. Four 
monthly follow- up booster sessions are included to provide additional 
practice and support in continued development and refinement of the 
skills learned in the initial weekly sessions.

The intervention is designed to address the hypothesized media-
tors of the effects of parental depression on children: parental depres-
sive symptoms and negative affect, stressful parent– child interactions, 
and children’s coping with these stressors. The intervention sessions 
include separate modules targeting parenting skills and children’s coping 
skills. Specifically, the parenting component of the intervention includes 
building skills to increase parental warmth and involvement with their 
children, as well as increasing structure and consequences for children’s 
problem behavior. Children are taught skills to cope with their parents’ 
depression, including the use of acceptance, distraction, and cognitive 
reappraisal.

The coping skills that are taught and practiced as part of the pro-
gram are designed to enhance the development of secondary control 
coping strategies (cognitive restructuring, acceptance, distraction) in 
participants. The research previously summarized has shown that these 
strategies are effective in coping with stressful parent– child interactions 
associated with parental depression. One goal of the FGCB intervention 
is to increase these skills in the children and adolescents coping with 
depression in their families. Parents are taught to support their children’s 
use of these skills, and they also are encouraged to practice these skills 
themselves.

The parenting modules of this intervention are drawn from well- 
established, empirically supported programs for parent training designed 
to address issues of oppositional behavior in children and adolescents 
(e.g., Forehand & McMahon, 1981; McMahon & Forehand, 2003) and are 
similar to modules used in parenting interventions for the treatment of 
childhood anxiety (e.g., Barrett, Dadds, & Rapee, 1996; Dadds, Spence, 
Holland, Barrett, & Laurens, 1997; Dadds et al., 1999). The parenting 
sessions focus on the teaching of basic parenting skills, with an emphasis 
on areas that are likely to be affected by depression, such as consistency, 
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structure, parental responsiveness, parent– child communication, and 
involvement in family activities.

The initial efficacy of the intervention has been tested in a clini-
cal trial in which families were randomized to the FGCB intervention 
or to a written information (WI) comparison condition in which parents 
and children received information about the nature of depression and 
its effects on families but did not participate in the group intervention 
and were not taught coping or parenting skills. Significant effects on 
children’s (ages 9–15 years) mental health favoring the FGCB interven-
tion were found at 2-, 6-, and 12-month follow- ups (Compas, Forehand, 
et al., 2009), and these effects were generally maintained at 18 months, 
whereas some effects were found to dissipate at 24 months (Compas, Fore-
hand, et al., 2011). Most pertinent to transdiagnostic processes, the FGCB 
intervention led to significantly lower levels of Youth Self- Report (YSR) 
internalizing symptoms at 2, 6, 12, and 18 months and significantly lower 
externalizing symptoms at 12, 18, and 24 months. There was also an effect 
for the intervention on a specific YSR measure of depressive symptoms at 
12 months and mixed anxiety and depression symptoms at 2, 6, 12, and 
18 months. Effects on parents’ reports of their children’s symptoms were 
quite limited, with the only significant effect occurring for externalizing 
symptoms on the Child Behavior Checklist (CBCL) at 12 months. Finally, 
the FGCB intervention had a significant effect on children’s episodes of 
major depression as measured by diagnostic interviews with the parents 
and children. Over the 24 months from baseline, fewer children in the 
FGCB intervention experienced a major depressive episode (14.3%) than 
children in the WI comparison condition (32.7%); odds ratio = 2.91 (95% 
CI = 1.12 to 7.58, p = .025).

Mediational analyses examined whether changes in children’s cop-
ing and changes in parenting behaviors accounted for the effects of the 
FGCB on children’s mental health outcomes. Specifically, changes in cop-
ing from baseline to the 6-month follow- up were examined as mediators 
of the effects of the intervention on children’s internalizing and external-
izing symptoms at 12 months (Compas et al., 2010). This design allowed 
for a test of the temporal precedence of changes in coping and parenting 
in relation to children’s mental health. Significant effects were found for 
changes in children’s coping as a mediator of the intervention, as changes 
in secondary control coping from baseline to 6 months mediated inter-
vention effects on changes in children’s depression, mixed anxiety and 
depression, internalizing, and externalizing symptoms from baseline to 
12-month follow- up. Anecdotally, we also tested for possible effects of 
the intervention on children’s primary control coping, and there were no 
significant effects; that is, the intervention was specific in its effects on 
secondary control coping. Thus strong evidence was found for secondary 
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control coping as a transdiagnostic protective factor for both internaliz-
ing and externalizing symptoms.

summary and future directions

There is now considerable support for the role of stress and coping as 
important transdiagnostic processes in internalizing and externalizing 
psychopathology in children and adolescents. Several areas are of high 
priority for future research.

Stress as a transdiagnostic risk Factor

At a broad level, exposure to stressful events and circumstances that are 
characterized by chronic levels of adversity (e.g., poverty) are associated 
with all subtypes of internalizing and externalizing psychopathology dur-
ing childhood and adolescence. The strongest evidence for these asso-
ciations comes from prospective studies in which stressful events and 
adversity predict increases in symptoms over a period of months or years 
(Grant et al., 2004). Furthermore, chronic adversities in childhood are 
associated with all types of psychopathology in adulthood, suggesting 
lasting, long-term nonspecific effects of exposure to stress early in devel-
opment (Green et al., 2010).

Coping as a transdiagnostic Protective Factor

Support has been found for the association between three subtypes of cop-
ing (primary control, secondary control, disengagement) within a control- 
based model of coping and symptoms of internalizing and externalizing 
psychopathology. The evidence is strongest for the role of primary control 
and secondary control coping as protective factors in coping with several 
different types of stressors and chronic conditions. The evidence is less 
clear with regard to disengagement coping, but some studies have shown 
that this subtype of coping is associated with increased risk for both inter-
nalizing and externalizing symptoms. Furthermore, there is now evidence 
that interventions to enhance at least secondary control coping can lead 
to reductions in both internalizing and externalizing symptoms.

Directions for Future research

First, research is needed that provides a closer examination of speci-
ficity in relations between types of stressor and types of psychopathol-
ogy. Second, further delineation of the mechanisms linking stress to 
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psychopathology is a high priority. For example, research is needed on 
the links between distal risk factors (e.g., chronic adversity due to pov-
erty), proximal risk mediators and moderators (e.g., parenting), and types 
of psychopathology. Third, although there is considerable evidence for 
the association between coping and internalizing and externalizing symp-
toms in cross- sectional studies, prospective studies of coping and psycho-
pathology are needed. Moreover, the vast majority of stress and coping 
research has used dimensional measures of psychopathology; future 
research using categorical diagnostic measures is needed. We anticipate 
that similar effects will be found with categorical measures, but this needs 
to be tested. Fourth, similar to the need for studies of the mechanisms 
of stress, further research is needed to understand how coping affects 
diverse disorders and symptoms. And finally, continued development and 
testing of interventions to reduce exposure to stress and enhance coping 
skills on a wide range of types of psychopathology are needed.
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c h a P t e r  4

Cognitive Biases in Child Psychopathology

Kimberly A. Arditte and Jutta Joormann

Individual differences in cognitive processes, such as attention, memory, 
and interpretation, are known to play a critical role in the experience 
and regulation of emotion (Gross, 2007; Lazarus, 1994). Indeed, cogni-
tive theories of emotion propose that one’s cognitive appraisal, or inter-
pretation, of a situation determines one’s emotional response (Lazarus & 
Folkman, 1984). Consequently, modifying cognition is a primary route 
through which emotion is regulated. Imagine a child standing alone at 
the playground, watching a game of pickup basketball, and hoping to join 
in with his peers. What this child attends to (Is he watching the bully on the 
court or his three other friends who are playing?), how he remembers simi-
lar past experiences (Is he thinking of that time he successfully joined in last 
week?), and the way he interprets ambiguous environmental cues (“What 
did that kid mean when he asked if I was good at basketball?”) may directly 
relate to this child’s emotional response to the situation.

Transdiagnostic theory looks to explain disparate psychological con-
ditions via common mechanisms (Taylor & Clark, 2009). Biases in cogni-
tive processing have been documented within a number of clinical disor-
ders, including anxiety, mood, substance use, and eating disorders (Benas 
& Gibb, 2011; Bowler, Bowler, & James, 2011; Mathews & MacLeod, 2005). 
Also central to these disorders is an inability to effectively regulate emo-
tions and mood states (Kring & Sloan, 2010). Recent accounts of emo-
tional disorders have proposed that the presence of cognitive biases 
contributes to difficulties in emotion regulation, which then leads to the 
onset, maintenance, and/or recurrence of psychological disorders (Joor-
mann & D’Avanzato, 2010). Experimental research has supported this 
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hypothesis, demonstrating, for example, that the induction of a bias in 
attention toward negative material leads to increased emotional reactivity 
in response to an acute stressor (e.g., MacLeod, Rutherford, Campbell, 
Ebsworthy, & Holker, 2002).

The goal of this chapter is to examine the evidence for the existence 
of cognitive biases among children and adolescents across a range of psy-
chological disorders. Relative to the adult literature, little attention has 
been paid to this area of research. Yet understanding the role of cognitive 
biases within these younger populations may have important implications 
for both theory and treatment. For example, elucidating the develop-
mental trajectory of cognitive biases, particularly in conjunction with the 
onset of other symptoms, may allow us to better understand the causal 
mechanisms underlying the development of psychological disorders. In 
addition, the identification of biased cognitive processes across disorders 
may allow a point of entry for transdiagnostic treatments for children and 
adolescents.

Unfortunately, given the confines of this chapter, it would be impos-
sible to adequately cover the existing theory and research on every cogni-
tive bias for every psychological disorder. Given this, we do not intend 
this chapter to be an exhaustive review. Rather, we have chosen to focus 
on three of the most commonly studied cognitive processes (attention, 
memory, and the interpretation of ambiguous stimuli) as they relate to 
mood and anxiety disorders. These processes have all been previously 
identified as transdiagnostic (Harvey, Watkins, Mansell, & Shafran, 2004) 
and may be particularly so among mood and anxiety disorders, which 
have been shown to be highly comorbid and to share a number of vul-
nerability factors (Dozois, Seeds, & Collins, 2009). According to cogni-
tive accounts, maladaptive schemata, or core beliefs about oneself, the 
world, or the future, underlie anxiety and mood disorders (e.g., Beck & 
Clark, 1997; Beck, Rush, Shaw, & Emery, 1979). Individuals experiencing 
depression or anxiety are more likely to attend to, remember, or interpret 
ambiguous stimuli or situations in a manner that is congruent with these 
schemata. For example, individuals with anxiety disorders may maintain 
a hyperoperative danger schema (Beck, Emery, & Greenberg, 1985). Fil-
tering information through such a schema is thought to lead individuals 
with anxiety to interpret ambiguous information in a threatening man-
ner, even in cases in which threat is not present. However, the interpreta-
tion of ambiguous situations as threatening will likely exacerbate symp-
toms of anxiety and may maintain them by eliciting avoidance behavior, 
thereby reinforcing threat- related cognitions (Creswell, Schniering, & 
Rapee, 2005). Similarly, people may attend to, encode, or recall informa-
tion in a manner congruent with negative schemata, feeding into a cycle 
of exacerbated psychological symptoms, further activated schemata, and 
increasingly biased cognitive processes. In this way, biases in attention, 
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memory, and interpretation are each proposed to play an important role 
in the onset, maintenance, and recurrence of emotional disorders.

In the following sections, we provide summaries of the extant child 
and adolescent literature for each of the three above- mentioned cognitive 
biases. Within these summaries, we have used the labels child and ado-
lescent as authors of specific studies have used them. Generally, research 
examining cognitive biases has focused on children ranging from 8 to 12 
years of age and adolescents ranging from 13 to 18 years of age.

attentional Biases

Conceptually, biased attention involves a preference to visually attend to 
emotion- relevant stimuli in one’s environment. Theory suggests that indi-
viduals with emotional disorders will display attentional biases congruent 
with their moods and/or activated schemata, and research on attention 
within clinical samples of adults has largely confirmed this. Anxiety dis-
orders are often found to be associated with an initial orienting toward 
threat- related stimuli (e.g., Mogg, Bradley, Miles, & Dixon, 2004). Yet stud-
ies examining attention to stimuli presented for longer durations has pro-
duced mixed results, with some evidence for maintained attention toward 
threat (Weierich, Treat, & Hollingworth, 2008) and other evidence sug-
gesting avoidance of threat over time (Mogg et al., 2004). Finally, rather 
than demonstrating an initial orientation to negative stimuli, adults with 
depression appear to demonstrate an inability to disengage from dys-
phoric content presented for an extended period of time (Caseras, Gar-
ner, Bradley, & Mogg, 2007; Kellough, Beevers, Ellis, & Wells, 2008).

Research on attentional biases has relied primarily on versions of the 
Stroop (Stroop, 1935) and dot-probe tasks (MacLeod, Mathews, & Tata, 
1986). In the Stroop task, individuals are presented with a series of words 
printed in inks of various colors. They are then instructed to identify the 
color of the ink the word is printed in as quickly as possible while ignoring 
the content of the word. Attentional orienting toward word content will 
lead to increased color- naming latencies on the task, and biased attention 
is identified when individuals take longer to respond to words associated 
with a particular theme. For example, Taghavi, Dalgleish, Moradi, Neshat-
Doost, and Yule (2003) demonstrated that, in contrast to healthy controls, 
children and adolescents diagnosed with generalized anxiety disorder 
(GAD) took significantly longer to respond to threat- relevant (i.e., wor-
ried) than neutral words.

In the dot-probe task, participants are simultaneously presented with 
two stimuli (e.g., words or images). One stimulus is neutral in content, 
whereas the other is emotionally valenced. Once the stimuli disappear 
from the screen, a probe appears in the same spatial location as one of the 
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two stimuli. The participants are instructed to respond to the probe by 
indicating whether it appeared on the left or the right side of the screen. 
Congruent trials occur when the probe appears in the spatial location 
of the previously displayed emotionally valenced stimulus, and incongru-
ent trials occur when the probe appears in the spatial location of the 
previously displayed neutral stimulus. If participants maintain an atten-
tional bias for emotional content, it is expected that they will demonstrate 
decreased latencies on congruent trials, as their attention will already be 
oriented to that side of the screen. Using this task, children and adoles-
cents diagnosed with anxiety disorders (i.e., separation anxiety disorder 
[SAD], social phobia [SP], or GAD), have been found to demonstrate an 
attentional bias for angry facial expressions (Roy et al., 2008).

As seen in Table 4.1, research on attentional biases among children 
and adolescents with emotional disorders has produced variable findings. 
In keeping with the adult literature, results from a number of studies have 
confirmed the existence of biased attention toward negative stimuli using 
the modified Stroop (Moradi, Taghavi, Neshat-Doost, Yule, & Dalgleish, 
1999; Taghavi et al., 2003) and dot-probe tasks (Brotman et al., 2007; 
Dalgleish, Moradi, Taghavi, Neshat-Doost, & Yule, 2001; Dalgleish et al., 
2003; Roy et al., 2008; Taghavi, Neshat-Doost, Moradi, Yule, & Dalgleish, 
1999; Waters, Mogg, Bradley, & Pine, 2008). For example, using the 
Stroop task, Moradi and colleagues (1999) examined attentional biases 
for trauma- related words (e.g., terrified) among children and adolescents 
with a primary diagnosis of posttraumatic stress disorder (PTSD) and 
nonpsychiatric controls matched on age, sex, verbal IQ, and reading abil-
ity. A significant group-by-word-type interaction was reported such that 
children and adolescents with PTSD had longer color- naming latencies 
for trauma- related as compared with neutral words. Similarly, using the 
dot-probe task, children and adolescents diagnosed with either PTSD or 
GAD, as compared with their nonpsychiatric peers, have demonstrated 
an attentional preference for threat- related words (Dalgleish et al., 2003).

However, other studies have found little to no evidence for attentional 
biases among children and adolescents with anxiety (Benoit, McNally, 
Rapee, Gamble, & Wiseman, 2007; Vervoort et al., 2011; Waters, Lipp, & 
Cobham, 2000; Waters, Lipp, & Spence, 2004), and, indeed, some have 
even reported evidence of orienting attention away from threatening stim-
uli (Benoit et al., 2007; Gamble & Rapee, 2009; Monk et al., 2006; Pine 
et al., 2005). Using the Stroop task with images of children and adults 
displaying angry, disgusted, happy, or neutral expressions, Benoit and 
colleagues (2007) found that children with anxiety, like control partici-
pants, did not display an attentional preference for emotional faces. Fur-
thermore, adolescents with anxiety demonstrated longer color- naming 
latencies for neutral rather than angry or disgusted faces. This latter 
result was interpreted as an attentional avoidance of negative emotional 
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taBLE 4.1. Studies on attentional Biases and their Corresponding Characteristics, Including Sample, Methodology Used, and Summary 
of Primary results

Authors Sample Assessment of attentional biases Summary of results

Benoit et al. 
(2007)

n = 52 children/adolescents with 
diagnosis of at least one anxiety 
disorder; n = 46 child/adolescent 
nonpsychiatric controls

Modified Stroop task utilizing child 
and adult faces displaying one of 
four expressions: anger, disgust, 
happiness, or neutral

No evidence for attentional biases was found 
among children with anxiety. However, 
adolescents with anxiety demonstrated a bias 
for neutral rather than angry or happy faces.

Brotman et 
al. (2007)

n = 20 children/adolescents with BD 
and a comorbid anxiety disorder (BD 
+ ANX); n = 11 children/adolescents 
with BD and no anxiety disorder 
(BD – ANX); n = 14 nonpsychiatric 
controls

Attentional dot-probe paradigm with 
500-millisecond display of angry, 
happy, or neutral faces

Only the BD + ANX group demonstrated 
biased attention toward threat. The BD – 
ANX and control groups did not differ from 
each other and showed no preference for 
angry over neutral faces.

Dalgleish et 
al. (2001)

n = 24 children/adolescents with 
PTSD; n = 24 children/adolescent 
healthy controls

Attentional dot-probe paradigm with 
1,500-millisecond display of physical 
threat, social threat, depression, and 
neutral words

Compared with healthy controls, children/
adolescents with PTSD demonstrated bias 
toward social threat words and away from 
depression-related words.

Dalgleish et 
al. (2003)

n = 19 adolescents with MDD; 
n = 24 adolescents with PTSD; 
n = 24 adolescents with GAD; n = 26 
nonpsychiatric controls

Attentional dot-probe paradigm with 
1,500-millisecond display of threat-
related, depression-related, and 
neutral words; modified Stroop task 
utilizing threat-related, depression-
related, and neutral words

On the attentional dot-probe task, 
adolescents with anxiety (i.e., the PTSD and 
GAD groups) demonstrated an attentional 
bias toward threat-related words not seen 
among adolescents with depression or 
controls. The Stroop task did not yield 
significant results.

(continued)
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expressions. Likewise, children with PTSD and adolescents with GAD 
have demonstrated attentional avoidance of angry facial expressions on 
the dot-probe task (Monk et al., 2006; Pine et al., 2005).

Studies examining attentional biases among samples of children 
and adolescents with depression or mixed anxiety and depression have 
found no evidence of attentional biases (Dalgleish et al., 2003; Neshat-
Doost, Moradi, Taghavi, Yule, & Dalgleish, 2000; Taghavi et al., 1999). 
These results may indicate that children and adolescents with depressive 
symptoms differ from adults in their attentional preference for mood- 
congruent stimuli. Alternatively, as studies have failed to directly examine 
attentional disengagement among depressed youth, further research is 
needed to confidently draw conclusions about the presence of attentional 
biases within these populations.

Moreover, though research has relied heavily on the Stroop and dot-
probe paradigms, neither is without its methodological weaknesses. Some 
researchers have been critical of the emotional Stroop task, arguing that 
it is unclear whether color- naming latencies are reflective of interference 
due to attention allocation (e.g., MacLeod et al., 2002; Roy et al., 2008). 
Likewise, critics of the dot-probe task argue that this paradigm provides 
only cross- sectional data on attention allocation, missing potentially 
important information on how attention to emotional stimuli changes 
over time (e.g., Caseras et al., 2007). To further elucidate the time course 
of attentional biases, emerging research has turned to the tracking of nat-
ural gaze patterns. Eye- tracking provides a richer and more ecologically 
valid understanding of biased attention because it allows for the continu-
ous evaluation of focal attention. However, to date, only one known study 
has examined attentional biases among children and adolescents using 
eye- tracking technology (Gamble & Rapee, 2009).

In their study, Gamble and Rapee (2009) found evidence for an 
early-stage attentional bias among adolescents with a primary diagnosis 
of anxiety (i.e., GAD, SP, specific phobia, SAD, or obsessive– compulsive 
disorder [OCD]). Specifically, they found that adolescents with anxiety 
were more likely to initially orient toward angry faces than their counter-
parts without anxiety. However, when the negative emotional expressions 
were presented for longer durations (i.e., 3000 ms), the tracking of eye 
movements yielded no significant evidence for attentional biases toward 
threat. Results from this study highlight the fact that eye- tracking pro-
vides a more comprehensive assessment of attentional biases as compared 
with the Stroop and dot-probe paradigms, and employing eye- tracking in 
future research may elucidate inconsistent findings.

Selective attention to external stimuli has been previously identified 
as a transdiagnostic cognitive process (Harvey et al., 2004). Review of the 
child and adolescent literature provides some support for the presence of 
a negative attentional bias common across a range of anxiety disorders. 
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However, evidence of such biases in children and adolescents with depres-
sion has yet to be found, indicating that attention is, perhaps, more criti-
cal to the onset or maintenance of the anxiety disorders than it is to 
major depression. Continued examination of attention as a transdiagnos-
tic mechanism should focus on issues yet to be addressed in the child 
and adolescent literature. Research should look to investigate attentional 
biases as a function of the stimuli used. Documentation of attentional 
biases within specific disorders may require the use of disorder- specific 
stimuli. In addition, employing emotionally valenced words, rather than 
images, may yield different results, particularly when examining biases 
from a developmental perspective.

memory Biases

As with attentional biases, it has been theorized that individuals with acti-
vated depression- or anxiety- related schemata will demonstrate enhanced 
encoding and recall of material congruent with such schemata (Beck et 
al., 1979). Furthermore, certain thought processes, including an overly 
narrow or analytical self-focus common to many of the emotional dis-
orders, may lead to deficits in the recall of autobiographical memories 
(Mathews & MacLeod, 2005).

Within the adult literature, there is strong evidence for the exis-
tence of depression- related memory biases (for a review, see Mathews & 
MacLeod, 2005). Research also suggests that depressed individuals will 
tend to remember autobiographical memories in an overgeneralized fash-
ion. It has been hypothesized that these biases relate to separate memory 
processes; overgeneral memory is thought to relate to poorly employed 
retrieval tactics, whereas mood- congruent memory biases may relate to 
the selective processing or ruminative elaboration of schema- congruent 
material.

Less consistent support has been found for anxiety- related memory 
biases. Researchers have often failed to find evidence for enhanced mem-
ory for threat- relevant stimuli (see Coles & Heimberg, 2002) and have 
proposed that anxiety disorders may be characterized by avoidance of 
semantic processing or the perceptual encoding of threat information 
(e.g., Brewin, 2001a). However, some studies report enhanced recall of 
threat- related words among individuals with panic disorder, particularly 
when words have been deeply encoded (e.g., Cloitre, Shear, Cancienne, & 
Zeitlin, 1994). Similarly, adults diagnosed with PTSD exhibit enhanced 
recall of details central to trauma- related autobiographical memories 
(Brewin, 2001b) and in some studies have demonstrated better recall of 
trauma- related, as compared with neutral, words (e.g., Vrana, Roodman, 
& Beckham, 1995).
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Memory biases have been most commonly assessed in one of two 
ways: via the free recall or recognition of emotionally valenced words or 
by using the Autobiographical Memory Test (AMT; Williams & Broad-
bent, 1986). In the free- recall task, participants are instructed to remem-
ber a series of positive, negative, and neutral words and are later asked 
to recall as many words as possible. Free recall is sometimes followed up 
with a recognition test in which participants are instructed to respond 
“yes” or “no” to whether a word had been previously included in the learn-
ing phase.

In the AMT, participants are given a series of positive and nega-
tive emotional cue words. For each cue, participants are given a short 
period of time (e.g., 30–60 seconds) to recall a detailed autobiographi-
cal memory. Specifically, they are instructed to think of a time and place 
when something happened to them occurring on one day. Latency to the 
first word of the recalled memory is recorded. If no memory is recalled 
within the allotted time, the cue is coded as an omission. Researchers 
have varied in how they have opted to code memories, with some choos-
ing to dichotomously code variables as “specific” versus “overgeneral” 
(e.g., Kuyken, Howell, & Dalgleish, 2006) and others opting for a more 
complex coding system assessing multiple facets of the recalled memory 
(e.g., Park, Goodyer, & Teasdale, 2002). Other paradigms, including self- 
referent encoding tasks and tests of implicit memory, have also been used 
to examine emotional memory biases, but rarely within the child and 
adolescent literature. Because of this, detailed descriptions of these para-
digms are beyond the scope of this chapter.

Given the pattern of findings within the adult literature, it is unsur-
prising that research on memory biases among children and adolescents 
has primarily focused on depressed and trauma- exposed populations. 
However, unlike the adult literature, evidence for emotional memory 
biases among children and adolescents has been equivocal (Table 4.2). 
Some studies using free recall/recognition paradigms have found evi-
dence for a negative memory bias, but only on the free- recall task. For 
example, Neshat-Doost, Taghavi, Moradi, Yule, and Dalgleish (1998) 
found that the proportion of negative to positive or neutral words recalled 
by children and adolescents with diagnoses of major depressive disorder 
(MDD) was significantly higher than that recalled by child and adoles-
cent controls. The same pattern was revealed when examining children 
and adolescents with and without a diagnosis of PTSD (Moradi, Taghavi, 
Neshat-Doost, Yule, & Dalgleish, 2000). In contrast, Dalgleish and col-
leagues (2003) did not find evidence for a negative memory bias, though 
their analyses compared children and adolescents with depression with 
those with anxiety and mixed anxiety and depression and did not include 
positive word recall. Similarly, when comparing children and adolescents 
who formerly had depression with their peers who currently have or never 
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had depression on the proportion of negative to neutral words, no signifi-
cant evidence of a negative memory bias emerged (Timbremont, Braet, 
Bosmans, & Vlierberghe, 2008).

Research employing the AMT has produced strong evidence for an 
overgeneral memory bias within clinical samples (Arie, Apter, Orbach, 
Yefet, & Zalzman, 2008; de Decker, Hermans, Raes, & Eelen, 2003; 
Kuyken et al., 2006; Park et al., 2002; Swales, Williams, & Wood, 2001; 
Vrielynck, Deplus, & Philippot, 2007). Children and adolescents with 
emotional disorders have repeatedly exhibited difficulty detailing specific 
autobiographical memories, instead recalling memories in a categorical 
(i.e., memory is a general class of events), extended (i.e., memory extends 
over the period of multiple days), or repeated (i.e., the same memory is 
recalled for multiple cues) fashion. At the time of publication, only one 
study has failed to find evidence for this general memory deficit using the 
AMT (Kuyken & Howell, 2000). However, when the authors of this study 
employed the Self- Defining Memory Test (SDMT; Singer & Moffitt, 1991-
1992), a task in which participants are asked to recall any memory they 
believe to be self- defining in some way, they found that adolescents with 
depression were more likely than nonpsychiatric controls to recall recent 
memories from an observer’s perspective, perhaps indicating some sort 
of specificity deficit.

Still, it remains unclear whether this overgeneral memory bias applies 
to autobiographical memories associated with a particular valence. 
Whereas de Decker and colleagues (2003) found that teenage psychiatric 
inpatients with severe trauma history were more likely to recall positive 
memories overgenerally, Park and colleagues (2002) found that adoles-
cents with depression were more likely to recall negative autobiographical 
memories in an overgeneralized manner. Most studies have found that, 
across disorders, positive and negative memories are equally as likely to 
be remembered in an overgeneral way (Arie et al., 2008; Kuyken et al., 
2006; Swales et al., 2001; Vrielynck et al., 2007). Importantly, the AMT 
does not include neutral cues, and, as such, it remains unknown whether 
this lack of memory specificity relates to all or only emotionally valenced 
memories.

Finally, one study has examined emotional memory biases among 
children and adolescents with a history of MDD using emotionally 
valenced and neutral facial expressions (Pine et al., 2004). The memory 
task used in this study consisted of both an encoding and a recognition 
phase. In the encoding phase, participants were presented with images of 
24 actors portraying one of three emotional expressions (angry, happy, or 
fearful). Thirty minutes later, participants completed a recognition phase 
in which they were presented with 48 actors, all portraying a neutral face. 
Participants were asked whether or not they recognized the actor from 
the encoding portion of the task. Results indicated that participants with 
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a history of MDD were less able to recognize actors who had portrayed 
fearful expressions during the encoding phase. Findings appear to be in 
contrast with the majority of the adult literature but are consistent with 
Park and colleagues’ (2002) finding that children and adolescents vulner-
able to depression display deficits in negative memory recall. Because this 
is the first and only study of its kind, future research on biased emotional 
memory for facial expressions is necessary to replicate findings.

As with attention, explicit selective memory has been identified as a 
transdiagnostic cognitive mechanism (Harvey et al., 2004). Indeed, find-
ings suggest that across the emotional disorders, children and adolescents 
display overgeneral recall of both positive and negative autobiographi-
cal memories. Evidence for enhanced recall of mood- congruent memory 
among children and adolescents is less robust than in adult populations 
and appears to be most pronounced in individuals with depression. One 
possible explanation for this is that memory biases are disorder- specific. 
Emotion regulation strategies frequently used in depression (e.g., rumi-
nation) may lead to increased elaboration and encoding of negative 
material, whereas strategies associated with anxiety (e.g., distraction or 
avoidance) may lead to reduced encoding of threat material. In addition, 
differences in the use of emotion regulation strategies among children, 
adolescents, and adults may account for discrepancies in memory biases 
across age groups. However, little work has been done to explore reliance 
on emotion regulation strategies from a developmental perspective, and 
such hypotheses require empirical examination.

interpretation Biases

In their review of the adult literature, Mathews and MacLeod (2005) state 
that interpretation biases have been documented in most, if not all, of 
the emotional disorders. Consistent with theoretical models, findings 
from experimental research with adults have shown that individuals with 
anxiety are more likely to interpret ambiguous information in a negative 
manner (e.g., Richards, Austin, & Alvarenga, 2001). This bias may be par-
ticularly pronounced when possible interpretations of ambiguous stimuli 
correspond to the threats relevant to a particular disorder. For example, 
Stopa and Clark (2000) found that adults with social phobia were most 
likely to predict negative outcomes for ambiguous social situations. Using 
self- report measures, adults with depression also demonstrate negative 
interpretation biases (e.g., Carver, Ganellen, & Behar- Mitrani, 1985), 
though experimental research has rarely been able to replicate these 
results. It has been argued, however, that the lack of experimental find-
ings to support a depression- related bias may be a function of the stimuli 
employed (as they often do not correspond with depression- based sche-
mata; Wisco, 2009).
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As with other cognitive biases, multiple methods have been used to 
assess biased interpretation. Within the child and adolescent literature, 
research has primarily relied on two experimental paradigms, which 
involve making interpretations of ambiguous scenarios or determining 
the meaning of a homophone or homograph. In paradigms using ambigu-
ous situations, participants are presented with a series of situations, each 
of which could be interpreted in either a neutral or a threatening manner. 
Situations are typically designed to elicit possible feelings of separation 
anxiety, social anxiety, general worry, or physical threat. For example, a 
scenario that may elicit general worry could be “You are busy doing your 
school work in class when your teacher walks up beside your desk and says 
that he wants to talk to you after class today” (Waters, Craske, Bergman, 
& Treanor, 2008). Outcome measures for studies using ambiguous sce-
narios have been variable and have included open-ended questions (e.g., 
“How would you feel if you were in this situation?”; Bögels & Zigterman, 
2000), multiple- choice responses (e.g., “Which of these interpretations 
[two neutral and two threat- related] do you think is most likely?”; Barrett, 
Rapee, Dadds, & Ryan, 1996), and judgment ratings using Likert scales 
(e.g., “Do you think this situation is dangerous?”; Waters, Craske, Berg-
man, & Treanor, 2008).

Homophone and homograph tasks rely on children and adolescents 
to derive a meaning from an ambiguous word. Homophones are words 
that sound alike but may have multiple spellings (e.g., bury vs. berry). 
Within these tasks, one variant of the presented homophone has a threat- 
relevant meaning, and the other has a neutral meaning. Homographs 
are words that have multiple meanings, even though they are spelled the 
same way (e.g., sink as in a kitchen vs. sink as a boat might). Again, when 
homographs have been used within interpretation bias tasks, one variant 
of the word has a threat- relevant interpretation, and the other is neutral. 
Homophones and homographs have been presented aurally and/or visu-
ally. For example, Gifford, Reynolds, Bell, and Wilson (2008) opted to 
present homophones aurally while displaying images of both threat and 
neutral interpretations of the words. Children were then asked to select 
which image was representative of the word. In contrast, Taghavi, Moradi, 
Neshat-Doost, Yule, and Dalgleish (2000) visually presented a homograph 
to children and adolescents and asked them to construct a sentence with 
it.

Research indicates that children and adolescents with anxiety dis-
orders consistently demonstrate biases in favor of threat- related inter-
pretations (Table 4.3). When asked open-ended questions, children with 
anxiety report more negative cognitions in response to the ambiguous 
scenarios than children without anxiety do (Bögels & Zigterman, 2000; 
Chorpita, Albano, & Barlow, 1996). In addition, children with a primary 
diagnosis of an anxiety disorder (e.g., SP, SAD, GAD, or overanxious 
disorder) are more likely than their peers without anxiety to choose a 
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threatening interpretation of an ambiguous situation (Barrett et al., 
1996; Creswell et al., 2005). Interestingly, when Barrett and colleagues 
(1996) examined biases as a function of anxiety diagnosis, no differences 
in threat interpretations were found. Finally, evidence suggests that chil-
dren with anxiety make more anxiety- related judgments of ambiguous 
situations. For example, Bögels and Zigterman (2000) found that children 
with anxiety were more likely to rate ambiguous situations as danger-
ous and to perceive themselves as having less influence over the situation 
than their counterparts without anxiety. Similarly, Waters, Craske, and 
colleagues (2008) found that anxious and nonanxious groups differed 
with respect to their perceived influence over the situations, as well as 
their predicted emotional reactions to them (i.e., children with anxiety 
were more likely to respond that they would experience “a lot” of negative 
emotion in response to the situation).

Findings from homophone and homograph tasks have confirmed the 
existence of anxiety- related interpretation biases in children and adoles-
cents. In one study, children and adolescents meeting criteria for a pri-
mary diagnosis of GAD were more likely than healthy controls to make 
threat- related interpretations of a series of visually presented homographs 
(Taghavi et al., 2000). In a second study, children with anxiety disorders 
were significantly more likely to select the threatening interpretations of 
ambiguous homophones or homographs than were children with no his-
tory of psychological disorders (Gifford et al., 2008).

Overall, studies examining interpretation biases in children and ado-
lescents have found strong evidence for the existence of negative biases, 
similar to those found among adults. Threat interpretations are present 
across anxiety disorders, including GAD, SAD, and SP. Moreover, research 
suggests that similarities across disorders may outweigh differences 
between them, as Barrett and colleagues (1996) found no significant dif-
ferences as a function of diagnosis. These results suggest that interpreta-
tion biases are one of the most robust transdiagnostic cognitive processes. 
Given this, research has begun to examine the nature of interpretation 
biases in children with externalizing disorders but has produced mixed 
results (Barrett et al., 1996, but also see Bögels & Zigterman, 2000; Gif-
ford et al., 2008). Further research is needed to elucidate the nature of 
interpretation biases in externalizing populations and to extend research 
to children and adolescents with MDD.

conclusion

In this chapter, we examined the role of cognitive biases across a range 
of diagnoses, reviewing the extant research on attention, memory, and 
interpretation biases as they relate to anxiety and depression. Though 
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a great deal of work has been done to document the existence of such 
biases among adults, relatively little work has been done to investigate 
the presence of biases among children and adolescents. Cognitive theory 
implicates these biases in the etiology and maintenance of emotional dis-
orders, and therefore identifying biases in child and adolescent popu-
lations may provide insight into common mechanisms underlying these 
disorders and could provide a target for transdiagnostic interventions for 
these age groups.

However, to date, results from research on attentional and memory 
biases in children and adolescents have been mixed at best. Though a 
number of studies have found support for biased attention similar to what 
has been documented in the adult literature, others have not found evi-
dence for such biases and have sometimes found evidence for a preference 
to avoid emotional stimuli. Similarly, though children and adolescents 
with disorders such as MDD or PTSD appear to demonstrate overgeneral 
recall of autobiographical material, the evidence for enhanced memory 
for schema- related content remains equivocal.

In contrast, the literature on interpretation biases has consistently 
demonstrated that children and adolescents with clinical levels of anx-
iety are more likely to interpret ambiguous information in a threaten-
ing manner. Interestingly, most of the studies examining interpretation 
biases have not differentiated among anxiety disorders. In fact, when Bar-
rett and her colleagues (1996) examined biases as a function of specific 
disorders, no significant differences were found. Threat interpretations 
appear to be common to multiple childhood anxiety disorders and, as a 
result, may be especially important to consider from a transdiagnostic 
framework.

Given that research on cognitive biases among children and adoles-
cents is still in its nascency, we believe that there are a number of limita-
tions to the existing body of literature and, subsequently, areas of future 
inquiry that are worth noting. For one thing, there has been a large 
amount of heterogeneity with regard to the methodology and stimuli 
used to assess cognitive biases. This may have important implications, 
particularly from a developmental perspective. For example, within the 
literature on attentional bias, many studies have relied on word stimuli 
(e.g., Dalgleish et al., 2001; Moradi et al., 2000; Taghavi et al., 2003). How-
ever, it is likely that children’s ability to understand and/or process such 
semantic information may change over time. Instead, studies may want 
to examine attentional biases using such stimuli as emotional images or 
facial expressions. However, even here researchers are urged to be aware 
of methodological issues. Would we expect children to respond in the 
same manner to an emotion expressed by a same-age peer as to one by 
an adolescent or adult? Little research has been devoted to addressing 
such methodological questions, yet adequately adapting tasks for children 
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and adolescents will be essential to understanding biased processes with 
these populations. Moreover, some researchers have questioned whether 
children and adolescents demonstrate more marked variability in the pre-
sentation of attentional biases due to developmental changes that occur 
over time, such as the ability to react quickly to stimuli (Van Damme & 
Crombez, 2009). Eye- tracking technology should be used in future stud-
ies on attentional biases, as this methodology relies on the monitoring of 
natural gaze patterns rather than on such factors as executive functioning 
or fine motor coordination that may affect a child’s reaction times.

Research has been similarly inconsistent with regard to how clini-
cal samples are selected or how comorbid diagnoses are accounted for. 
For example, a number of studies examining memory biases relied on 
samples of psychiatric inpatients with unspecified diagnoses (Arie et al., 
2008; de Decker et al., 2003; Swales et al., 2001). Rarely do studies report 
whether participants were diagnosed with more than one disorder. In 
addition, given the proposition that cognitive biases underlie a range of 
disorders, more studies are needed that extend research on these biases 
to disorders other than depression and anxiety, including disorders pri-
marily diagnosed in childhood and that may predispose for the onset 
of adult psychopathology, such as attention- deficit/hyperactivity disor-
der (ADHD). Although some studies have begun to examine interpreta-
tion biases in children with externalizing disorders (Barrett et al., 1996; 
Bögels & Zigterman, 2000; Gifford et al., 2008), this research remains 
absent from the attention and memory literature.

Additionally, more work is needed to identify how specific biases 
operate in different psychological disorders. The adult literature has dem-
onstrated, for example, that attentional biases characterize both anxiety 
and depression. Yet, whereas participants with anxiety quickly orient to 
threat- relevant material, those with depression demonstrate difficultly 
disengaging from depression- relevant stimuli (Caseras et al., 2007). Con-
ducting studies that differentiate early- and late-stage attentional process-
ing in children with anxiety and depression could lend further support 
for attention as an important transdiagnostic process. In this way, it will 
also be important to identify how transdiagnostic cognitive processes 
causally relate to the development of specific disorders. For example, it 
has been proposed that biases in attention, memory, and interpretation 
may differentially relate to the etiology or maintenance of disorders in 
three ways (Mansell, Harvey, Watkins, & Shafran, 2009). First, if biases 
are mood- or schema- congruent, then the content of an individual’s con-
cerns will affect his or her manifest symptoms. Children and adolescents 
demonstrating a preference for dysphoric content will be more likely to 
experience depressive symptoms, whereas those exhibiting attentional 
vigilance for threat may be more likely to experience symptoms of anxi-
ety. Additionally, specific biases may be more or less pronounced among 
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certain disorders. Extant research suggests that, among children and 
adolescents, attentional biases may be more closely related to the devel-
opment of anxiety disorders, whereas emotional memory biases may be 
more strongly associated with depression. Finally, it remains possible that 
certain processes are disorder- specific and should not be considered from 
a transdiagnostic perspective. Given the relatively small literature that 
exists on cognitive processes in children and adolescents, more research 
is needed to determine whether, and in what capacity, attention, memory, 
and interpretation should be considered transdiagnostic mechanisms 
within these populations.

Beyond documenting the existence of cognitive biases in psychologi-
cal disorders, it will be important to examine how cognitive processes 
and disorders causally relate to each other. It remains unclear, for exam-
ple, whether cognitive biases among children and adolescents are sim-
ply correlates of their depression or anxiety symptoms or whether such 
biases contribute to the onset or maintenance of emotional disorders. 
One method of examining this question will be to identify the point of 
onset for cognitive biases, both clinically and developmentally, as implica-
tions of such research may be far reaching. Studies examining cognitive 
biases in high-risk samples, such as the biological offspring of mothers 
with depression, will greatly help to elucidate the temporal presentation 
of cognitive biases and psychological symptoms (Joormann, Talbot, & 
Gotlib, 2007).

In addition, emerging research on cognitive bias modification (CBM) 
in adults has looked to uncover the causal relations between these vari-
ables by modifying biases and examining the subsequent change in psy-
chological symptoms (see Koster, Fox, & MacLeod, 2009). For example, 
Amir, Beard, Burns and Bomyea (2009) conducted an eight- session 
attention training with a sample of adults diagnosed with GAD. Find-
ings of this study revealed that participants trained to deploy attention 
away from threat- related words reported fewer symptoms of anxiety and 
depression and were significantly less likely to meet diagnostic criteria 
for GAD (50%) as compared with participants in a no- training control 
group (13%). These results also indicate that biases may be effective tar-
gets of intervention. Though studies have begun to investigate the effects 
of these trainings in child and adolescent samples (e.g., Bar-Haim, Morag, 
& Glickman, 2011), much more research in this area is needed.

Finally, studies examining the proposition that cognitive biases in 
children and adolescents impair emotion regulation, thereby setting the 
stage for the onset and maintenance of psychological disorders, are still 
missing. Studies on CBM in adults have found that modifying attention 
or interpretation bias alters their ability to regulate negative affect and 
respond to stress (Schartau, Dalgleish, & Dunn, 2009; Tran, Siemer, & 
Joormann, 2011). As the relation between cognitive processes and emotion 
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regulation seems a particularly important area of study from a transdi-
agnostic perspective, and given the promising nature of these results in 
the adult literature, it is essential that research continue to explore the 
relation between cognitive biases, emotion regulation, and psychological 
disorders within children and adolescents.
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c h a P t e r  5

Behavioral Avoidance across Child 
and Adolescent Psychopathology

Brian C. Chu, Laura C. Skriner, and Alison M. Staples

Avoidance and escape are well- documented etiological behavioral pro-
cesses in the development and maintenance of anxiety. But what roles do 
they play in other childhood disorders? In this chapter, we define avoid-
ance/escape and its related constructs. We then review evidence for the 
mechanistic role of avoidance in promoting and maintaining psychologi-
cal distress across four major youth diagnostic classes (anxiety, depres-
sion, conduct, and impulse disorders) to identify its potential as a trans-
diagnostic mechanism. Various study designs are reviewed, including 
longitudinal, observational, experimental, and clinical trial research, to 
understand how different methodologies contribute to our understand-
ing of avoidance. The chapter concludes by proposing a model that pin-
points the different functions of avoidance along a continuum of time. 
That is, dysfunctional avoidance in various psychological disorders may 
be differentiated depending on when it manifests itself in the sequence 
of pathological events. This model will provide direction for future study 
of avoidance in youth, including recommendations for common terminol-
ogy and assessment methods across disorders.

defining avoidance and related constructs

The terms behavioral escape and avoidance refer to situations in which 
an individual does not enter, or prematurely leaves, a fear- evoking or 
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distressing situation (henceforth shortened to avoidance unless otherwise 
specified). Cognitive and emotional processes can be invoked during 
avoidance (e.g., distraction, experiential avoidance); however, this chap-
ter primarily focuses on behavioral forms. We touch on cognitive and 
emotional avoidance, which are important areas for research growth, but 
the majority of existing research focuses on behaviors.

Why is avoidance bad? Several theories try to explain how avoidance 
maintains psychological distress. As summarized by Harvey, Watkins, 
Mansell, and Shafran (2004), most suggest that avoidance interferes with 
proper emotional processing and learning. According to the habituation 
model of anxiety, prolonged exposure is required to decrease physiologi-
cal aspects of anxiety (brief exposure periods may “sensitize” patients 
to feared stimuli). According to the emotion processing model of anxi-
ety (Foa, Huppert, & Cahill, 2006), pathological fear structures contain 
associations among a stimulus, a response, and meaning representations 
that distort reality. Repeated avoidance prevents sufficient activation of 
the fear network, precluding new, anti- anxiety information from being 
learned. In both the habituation and emotion processing models, avoid-
ance prevents prolonged exposure. Learning theory assigns a number of 
impairing functions to avoidance. First, avoidance behavior is often neg-
atively reinforced because it provides immediate relief through escape. 
Second, avoidance denies the person opportunities for positive reinforce-
ment and contributes to a deprived environment (Ferster, 1973; Jacob-
son, Martell, & Dimidjian, 2001). Third, it may exacerbate self- focused 
attention and ruminative thinking because avoidance narrows the per-
son’s interests and reduces his or her exposure to external stimuli. From 
a cognitive perspective, avoidance removes the opportunity to disconfirm 
negative beliefs (Salkovskis, 1991). Finally, avoidance behavior is intrinsi-
cally problematic because sheer absence from school, play, or social envi-
ronments interferes with socio- occupational functioning. By contrast, 
preventing avoidance can increase a sense of self- control and self- efficacy 
that promotes approach behavior. No matter the theory, behavioral, emo-
tional, and cognitive processes are affected when avoidance is used as a 
solution to a stressful trigger.

But doesn’t avoidance work sometimes? Research in adult depression 
suggests that avoidance strategies such as distraction can attenuate dys-
phoric mood (e.g., Morrow & Nolen- Hoeksema, 1990; Nolen- Hoeksema, 
Morrow, & Fredrickson, 1993). However, in these circumstances, dis-
traction is defined as an active response that prevents cognitive rumina-
tion and encourages pursuit of pleasurable activities. Thus “avoidance” 
of a pathological process may be desirable to the extent that it encour-
ages approach behavior in other domains of life (cf., “pragmatic truth 
criterion”; Jacobson et al., 2001). A second line of research presents the 
possible beneficial effect of thought suppression. When individuals use 
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thought suppression techniques to distract from intrusive thoughts and 
worry, distressing thoughts do tend to abate—but only in the short term. 
Distraction and suppression of intrusive thoughts and worry are subject to 
“rebound effects” wherein suppressed thoughts often return with greater 
frequency and intensity after the suppression ceases (Abramowitz, Tolin, 
& Street, 2001; Wegner, Schneider, Carter, & White, 1987).

Figure 5.1 illustrates the short- and long-term impact of avoidance in 
the case of a school- refusing youth. Following the habituation model, psy-
chological distress should naturally spike in anticipation of, or following 
exposure to, a fearful stimulus. Claims of sickness, dread, and physical 
resistance increase as the youth’s parents prompt the youth to prepare for 
school. Complaints and resistance increase during bathroom time, break-
fast, the car ride to school, and finally school and classroom entry. At any 
point in time, the youth could choose to escape as his distress increases. 
He could resist rising from bed, refuse to get in the car, or refuse to enter 
school. Choosing to avoid/escape has two effects. First, distress immedi-
ately drops. Resisting a parent’s prompts to rise from bed until the parent 
stops leads to almost instantaneous relief (“I get to stay home!”). Over 
time, the youth draws the eminently logical conclusion that, “Escaping 
a distressing situation makes me feel better.” Although this conclusion 
makes logical sense, a second consequence results. The youth never learns 
that distress would naturally lessen or abate with sufficient perseverance. 
With time, natural habituation would decrease distress, prompting the 
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that distress would 
have abated 
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out of bed (escapes 
demand to go to 
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FIGUrE 5.1. Effect of escape on learning in the case of a school- refusing youth. 
Escape is negatively reinforced by its immediate impact on distress reduction.
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conclusion, “Things get better with time.” Escape prevents the second 
lesson from occurring but reinforces the first. This illustration highlights 
the interactive roles that behavioral avoidance, emotional habituation, 
and cognitive beliefs play in reinforcing future avoidance behavior.

Figure 5.1 provides a straightforward example. Some notes: First, the 
habituation curve is rarely “smooth.” Distress levels often follow smaller 
peaks and valleys as parent and child negotiate and bargain and alternate 
between resistance and concession. For example, a child might refuse to 
dress, leading the parent to relent momentarily to attend to other chil-
dren. This momentary success alleviates distress until the parent returns 
to resume the fight, reescalating distress. Any habituation curve could 
reflect this “scalloped” form of mini-peaks and valleys. Second, avoidance 
can be complete or partial. Ineffective safety behaviors (e.g., relying on 
presence of parent, medication, food, drink, or talisman) are ways the 
youth can “remove” oneself from a situation behaviorally, cognitively, or 
emotionally to reduce distress. Such behaviors prevent full exposure to the 
stimulus and prevent access to contradictory information. Finally, extinc-
tion bursts should be expected. A dutiful parent may execute “planned 
ignoring” to help the child habituate, but one should expect a sharp peak 
of distress (and outwardly expressed opposition!) as the parent ignores the 
oppositional behavior without positive reinforcement.

avoidance in Youth anxiety disorders

The remainder of the chapter reviews the research on the various pro-
cesses described in Figure 5.1, including escape, avoidance, safety behav-
iors, and ineffective coping strategies. We start with reviewing anxiety 
disorders, as substantial research has established the etiological and 
maintaining role of avoidance.

Experimental Studies of avoidance in anxiety

Experimental studies have explored both the causal role of avoidance 
in triggering anxiety and avoidance as a consequence of teaching fear- 
valenced information. For example, Huijding and colleagues (2009) com-
pleted an experiment with 95 nonclinical youth (ages 9–13 years) to show 
that behavioral training of approach– avoidance behaviors without any 
additional information could lead to changes in evaluations of novel stim-
uli, differences in fear beliefs, and further behavioral avoidance. Using a 
computer approach– avoidance task, youth participants were instructed to 
repeatedly push away (avoid) or pull closer (approach) pictures of novel 
animals using a joystick. Trait anxiety and fear ratings of the novel ani-
mal were measured with self- report questionnaires and global evaluations 
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with a visual analogue scale (e.g., “Do you think this [animal] is posi-
tive?”). Implicit attitudes were assessed with an Implicit Association Test 
(IAT). Avoidance tendencies (posttraining) were measured using a “nature 
reserve task,” in which the child was asked to place himself or herself 
at varying distances from the approached or avoided animal in a series 
of pictorial scenarios. The computer approach– avoidance training pro-
duced greater positive evaluations toward the pulled animals and more 
negative evaluations to the pushed animals for all children. Both fear 
and avoidance tendencies (nature reserve task) toward avoided animals 
increased for girls, but not for boys. Implicit attitudes were not affected 
by the experiment. Stronger prior trait anxiety was related to stronger 
changes in self- reported attitudes and, in boys, also produced stronger 
fear beliefs, suggesting that trait vulnerability may be required to produce 
avoidance effects in boys. The results suggest that behavioral avoidance 
can have emotional and attitudinal consequences, as well as produce fur-
ther avoidance, even when the child is presented with minimal verbal 
information.

Likewise, ample evidence has demonstrated that negative verbal and 
visual information about a novel animal can prospectively drive avoid-
ance behaviors. In a series of experiments, Field and colleagues recruited 
nonclinical youth (ages 6–9) to demonstrate how information about novel 
animals would produce emotional, attitudinal, and behavioral avoidance. 
Field and Lawson (2003) reported that 59 children received negative and 
positive information (short stories) about novel animals. The children 
were evaluated for self- reported fear beliefs, behavioral avoidance (latency 
to approach three touch boxes that contained an animal), and implicit 
attitudes (response latencies on an IAT). Fear beliefs grew more intense 
after negative information and less intense after positive information (no 
change after no information). Data from the IAT demonstrated that fear 
beliefs could be trained at the implicit semantic level. On the behavioral 
avoidance task, children took a longer than average time to approach the 
box if negative information had been given and a significantly shorter 
than average time to approach the box if positive information had been 
given. These results are several steps away from linking fear beliefs to 
diagnosable disorders, but findings demonstrate that fear information 
can produce behavioral avoidance in youth without dispositional anxiety.

Follow-up studies using this paradigm have demonstrated several 
additional facts about the learning process. Elevated fear beliefs and 
behavioral avoidance can be taught using nonverbal pairings of fearful 
faces with an animal (compared with happy and unpaired), and these 
fear beliefs can last over a 3-month period (Askew & Field, 2007). Fur-
thermore, when threat information (e.g., “an animal might bite you”) is 
paired with a compatible experience (e.g., a mechanical animal “leaps 
out” and surprises the child when they reach into a touch box), fear beliefs 
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and avoidance tendencies are greater than when either receiving threat 
information or experiencing a surprise alone (Field & Storksen- Coulson, 
2007). Also, fear beliefs held by children prior to the negative experience 
exacerbated the effect of the negative experience, suggesting that prior 
cognitive conditions make some youth more vulnerable to fear experi-
ences. Together, this series of studies confirms the reciprocal relations 
among behavioral, cognitive, and emotional learning, demonstrating that 
learned avoidance can promote attitudinal and emotional deficits and 
that behavioral avoidance can be a consequence of learned fear.

Experimental and Observational Family Studies of Youth anxiety

A complementary experimental literature illustrates how parent mes-
sages and modeling of avoidance can foster anxiety. An early experimen-
tal study coined a phenomenon, the “FEAR effect” (Family Enhancement 
of Avoidant Responses; Barrett, Rapee, Dadds, & Ryan, 1996), to describe 
how parents foster children’s selection of avoidant choices when manag-
ing ambiguous situations. Youth (ages 7–14) read ambiguous situations 
with potential social or physical threat and then provided responses 
coded for threat interpretations and avoidant solutions. Youth with anxi-
ety, compared with oppositional and nonclinical youth, offered a greater 
number of threat interpretations than nonclinical youth (though less than 
oppositional youth) and more avoidant plans than either group. After 
a subsequent 5-minute conversation with their parents, twice as many 
anxious youth chose an avoidant solution than had done so before the 
family discussion. Follow-up analysis indicated that parents were more 
likely to discourage nonavoidant responses and reciprocate their child’s 
avoidant communication during discussions (Dadds, Barrett, Rapee, & 
Ryan, 1996). A later replication found that maternal distress also pre-
dicted increases in anxious– avoidant responding after family discussion 
(Shortt, Barrett, Dadds, & Fox, 2001).

Since the FEAR effect was identified, a number of observational and 
semiexperimental studies have illustrated how parents communicate fear 
and avoidance through modeling fears and threat information (Fisak & 
Grills- Taquechel, 2007). Questionnaire studies show that youth notice 
a parent’s anxious parenting and avoidant behavior, and that this has 
been associated with higher internalizing symptoms. Observational stud-
ies show that mothers with anxiety tend to model more catastrophizing 
than mothers without anxiety (Moore, Whaley, & Sigman, 2004; Whaley, 
Pinto, & Sigman, 1999). Experimental data show that mothers of youth 
with anxiety exhibit greater anxious parenting (focus on negatives/dan-
gers, expression of doubt that child could succeed) than parents without 
anxiety for children both with and without anxiety (Barrett, Fox, & Far-
rell, 2005) and that communication of fears and negative information is 
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influential in shaping child fear beliefs and subsequent avoidant behav-
ior (Field & Lawson, 2003). Other studies carefully demonstrate that the 
arrow can point in both directions, such that there can be an interaction 
between mother’s and child’s anxiety in predicting maternal catastroph-
izing (Moore et al., 2004; Schrock & Woodruff- Borden, 2010); in some 
cases, it is the child’s anxiety status that predicts parenting style, regard-
less of parent anxiety (Hudson, Doyle, & Gar, 2009). In sum, youth with 
anxiety transmit messages of distress and desires to avoid, and parents 
often respond by permitting avoidance or escalating fear and catastroph-
izing. In this way, not only is avoidance reinforced by its natural reinforc-
ing properties but it also may become a fixed pattern through modeling 
and social learning.

Youth Self-report of avoidant Coping Strategies

In cross- sectional studies, youth- reported avoidant strategies have been 
linked to internalizing and externalizing symptoms. In a series of com-
munity and clinical studies, Compas, Connor-Smith, and colleagues 
identified three broad stress- response styles: engagement coping, disen-
gagement coping, and involuntary responding (Compas, Connor-Smith, 
Saltzman, Thomsen, & Wadsworth, 2001; Connor-Smith, Compas, Wad-
sworth, Thomsen, & Saltzman, 2000). Engagement coping is conscious 
effort directed toward a stressor (e.g., problem solving, emotional regula-
tion, cognitive restructuring) that is consistent with approach behavior. 
Disengagement (or avoidant) coping includes most mental and behavioral 
conscious efforts to avoid stressors (e.g., denial, wishful thinking, behav-
ioral avoidance). Involuntary responding includes conditioned reactions 
that are not under volitional control (e.g., rumination, intrusive think-
ing, emotional arousal, cognitive interference, inaction). In community 
samples (Compas et al., 2001), engagement coping has shown correlations 
with lower internalizing symptoms (r = –.39 to –.52) and lower external-
izing problems (r = –.27 to –.37). Disengagement coping has been cor-
related with higher internalizing and externalizing symptoms (r = .18 to 
.29). Involuntary responding also proves strongly correlated with inter-
nalizing symptoms (r = .36 to .53).

In clinical samples, structural equation models (Compas et al., 2006) 
have demonstrated that specific anxiety and depression symptoms can 
be differentially predicted by engagement and disengagement coping. In 
a sample of adolescents with recurrent abdominal pain, disengagement 
coping strongly predicted higher levels of anxiety, depression, and somatic 
complaints. Secondary control engagement coping (acceptance, distrac-
tion, positive thinking, cognitive restructuring) predicted lower levels of 
anxiety and depression symptoms and somatic complaints. Primary con-
trol engagement (problem solving, emotion regulation, emotional expres-
sion), surprisingly, did not. A series of studies with offspring of depressed 
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parents (Jaser et al., 2005, 2007; Langrock, Compas, Keller, & Merchant, 
2002) did not find significant relations between disengagement coping 
and anxiety or depression symptoms, but secondary control engagement 
coping was again significantly related to better health. Likewise, in a treat-
ment study (Compas et al., 2010), mediation analysis demonstrated that 
increases in secondary control coping strategies led to subsequent change 
in internalizing symptoms during preventive family treatment directed 
at families with a parent with past depression. Coping change accounted 
for approximately half of the intervention effect. The differences in out-
comes across these studies may reflect differences in samples (identified 
pediatric youth vs. offspring of depressed parents) and reporter differ-
ences (youth vs. parent report). The mixed findings for the relationship 
between disengagement coping and anxious and depressed symptoms 
may reflect the fact that the subscale entails multiple forms of disengage-
ment, including mental and behavioral avoidance. Isolating behavioral 
avoidance from denial and wishful thinking may produce more consistent 
findings.

Behavioral avoidance tasks in treatment Studies

Observing avoidant behavior may be the most direct way to identify forms 
of avoidance in youth with anxiety, but observational studies are relatively 
rare except when used as outcome measures in clinical trials (Silverman 
& Ollendick, 2005). Such procedures traditionally cover three main types 
of tasks: (1) social evaluative tasks, (2) behavioral avoidance tasks, and 
(3) parent– youth interaction tasks (as presented earlier). Social evaluative 
tasks ask the child to perform an anxiety- provoking task (e.g., reading a 
story aloud), after which researchers code for inhibited behaviors (e.g., 
speaking softly). Behavioral avoidance tasks (BATs) expose children to 
feared stimuli under relatively controlled and replicable conditions (e.g., 
approaching a container with a snake and holding it for 10 seconds). This 
method has primarily been used with youth with specific phobias or to 
assess parent– youth interactions. There is a notable lack of standardiza-
tion across these tasks, and no one paradigm has been developed to trans-
late across different kinds of fears (e.g., specific fear vs. general worry) 
and contexts (e.g., fear of specific object vs. social evaluation). This makes 
it difficult to identify general themes in this literature.

The use of behavioral observations as outcome measures in clinical 
trials has demonstrated support for the effectiveness of current treat-
ments in reducing avoidant behaviors. Chu and Harrison (2007) con-
ducted a meta- analysis of clinical trials for youth anxiety and depression 
that also measured behavioral processes. The majority of anxiety studies 
assessed some behavioral process, including avoidance. Behavioral obser-
vations were typically coded for general behavioral and social inhibition, 
but some included approach tasks that assessed change in specific skills 
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targeted in treatment (e.g., social skills, avoidant solutions, speech- giving 
skills). Other behavioral measures included parent- or youth- report ques-
tionnaires assessing youth behavioral traits or idiographic fear ratings 
(e.g., fear thermometer). In these trials, cognitive and behavioral treat-
ments (CBT) reliably produced large treatment effects (ES = 1.02) across 
behavioral outcomes, including BATs.

anxiety Disorders Summary

Together, avoidance plays an identifiable and substantial role in promoting 
and maintaining anxiety in youth. Experimental data demonstrates that 
in nonclinical youth, fears and threat attitudes can be enhanced through 
behavioral avoidance. Likewise, behavioral avoidance is a consistent con-
sequence of fear and threat information. How youth cope with threats 
and stress also determines the distress they experience: purposeful dis-
engagement promotes internalizing distress; active approach strategies 
and cognitive restructuring reduce risk for distress. The family context 
plays a role by encouraging avoidance and accommodating youth fears. 
Finally, preliminary evidence suggests that successful treatment following 
CBT helps reduce avoidant behaviors as anxiety symptoms diminish. This 
suggests a potential mediating role for avoidance in alleviating anxiety.

avoidance in Youth depressive disorders

The role of avoidance in depression has received much attention in adult 
populations but less in youth. The symptom profile of depression itself 
highlights the stark lack of behaviors during a depressive episode and 
implies a potential role for avoidance in the withdrawal, isolation, and 
anhedonia typical of this disorder. Initial behavioral theories of depres-
sion focused on the individual’s inability to access or appreciate positive 
reinforcement (Ferster, 1973; Lewinsohn & Graf, 1973). Daily tasks or 
interactions with others are perceived as difficult by the depressed indi-
vidual and are therefore avoided, limiting access to potentially reinforc-
ing environments. Moreover, an individual with depression often with-
draws from the social realm, simultaneously isolating and alienating 
him- or herself from others. Unfortunately, this avoidance and isolation 
only deepens depression.

Recent conceptualizations of behavioral activation therapy for 
depression have highlighted the role of avoidance as a response to inter-
nal distress states (Jacobson et al., 2001). In this model, avoidance is 
maintained in depression much like it is in anxiety: avoidant behavior is 
triggered by a distressing event and then is negatively reinforced by the 
subsequent reduction in distress even as it contributes to a number of 
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secondary problems. Continued avoidance perpetuates a cycle of inactiv-
ity, withdrawal, and inertia that denies the child access or opportunity 
to contact antidepressant sources of reinforcement (Jacobson et al. 2001; 
Manos, Kanter, & Busch, 2010). Research directly examining avoidance 
processes in depression is less common than that found in the study of 
anxiety, but a variety of research designs have explored the role of behav-
ioral activity, goal setting, social withdrawal and isolation, and cognitive 
rumination in depression.

activity Level, Goal Striving, and Depression

Early studies of behavioral activation in adults found support for the posi-
tive relationship between activity level and mood (Lewinsohn & Graf, 1973; 
Lewinsohn & Libet, 1972). This research was correlational and tracked 
individuals’ levels of activities, as well as self- reported mood, across time. 
A meta- analysis conducted by Cuijpers, van Straten, and Warmerdam 
(2007) examined 16 studies of activity scheduling in depressed adults. 
They found no difference in posttreatment depression measures when 
comparing activity scheduling (e.g., behavioral activation) to other psy-
chological treatments (pooled d = 0.13). Similar investigations of mood 
and activity level have been conducted with youth, replicating results 
found with adults. Wierzbicki and Sayler (1991) found a significant, posi-
tive relationship between children’s depressed mood and their amount of 
unpleasant activities when examining both parent and child reports of 
children’s depression and activities in a sample of nonclinical youth. How-
ever, when exploring the relationship between children’s depressed mood 
and pleasant activities, a significant negative correlation was found only 
when examining parents’, not children’s, reports of children’s depression. 
Although the role of avoidance in depression was not examined directly, 
these findings suggest that amounts of pleasant and unpleasant activi-
ties in an individual’s repertoire are related to depression. One could 
hypothesize that those individuals with greater depression were avoiding 
activities once considered pleasant or positively reinforcing, which would 
contribute to, if not trigger, depressive mood.

Hopko and colleagues (Hopko, Armento, Cantu, Chambers, & 
Lejuez, 2003) have conducted an updated replication of this research 
with adults using a diary-based approach to data collection, in which 
activities were measured in half-hour intervals for 1 week. Similar find-
ings resulted, with a negative relationship between the amount of experi-
enced pleasure or reward and depressive symptoms, and activity level and 
depressive symptoms. More recent research has explored additional mea-
sures of activity level, such as the Behavioral Activation for Depression 
Scale (BADS; Kanter, Mulick, Busch, Berlin, & Martell, 2007). The BADS, 
which assesses the frequency of activity initiation, escape, and avoidance 
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behaviors, has been found to correlate significantly with depression symp-
toms in adults (Manos et al., 2010) but is only now being studied with 
youth samples.

A small body of research has explored motivational goals underlying 
both anxiety and depression in youth (Dickson & MacLeod, 2004, 2006). 
Goals prompting approach behaviors tend to be focused on positive out-
comes in which the individual moves toward or attempts to maintain a 
desirable result. In comparison, goals prompting avoidance behaviors 
tend to be focused on negative outcomes in which the individual moves 
away from or inhibits an undesirable end state (Elliot, Sheldon, & Church, 
1997). Dickson and MacLeod (2004) administered self- report question-
naires to adolescents, prompting them to record as many approach and 
avoidance goals and plans as they could generate. Prompts to assess idio-
graphic goals included: “In the future it will be important for me to…” and 
“In the future it will be important for me to avoid. . .”. Plans were assessed 
with prompts such as, “How can I accomplish this?” and “How can I avoid 
this?” (Dickson & MacLeod, 2004, pp. 420–421). Subsequently, partici-
pants were asked to choose their two most important approach and avoid-
ance goals and to record their strategies for achieving their goals. Results 
from the study indicated that youth in the high- depression group and 
youth with mixed anxiety and depression recorded significantly fewer 
approach goals and fewer approach plans compared with controls. Addi-
tionally, they generated significantly more avoidance plans—but not more 
avoidance goals—than controls. In conjunction with the cognitive theory 
of depression, Dickson and MacLeod suggest that this lack of approach 
motivation may perpetuate a “depressive motivational cycle” (p. 427) that 
contributes to anhedonia and a limited activity repertoire, thereby lim-
iting the youth’s opportunity for positive reinforcement. Furthermore, 
the adolescents with high anxiety generated significantly more avoidance 
goals compared with the depression and control groups. The authors sug-
gest that these differences may distinguish youth with depression from 
those with anxiety. The mechanism that explains why youth with depres-
sion use more avoidance plans even when they do not make it a goal to 
be avoidant. Further research should demonstrate direct links between 
avoidant goals and plans, subsequent avoidance actions, and ultimate 
depressed mood. Combining methodologies from this literature with 
the self- report and diary methods in the pleasant activities literature may 
allow research to progress.

Social Relations and Avoidance

Isolation, avoidance, and dysfunctional peer relations have a unique 
transactional relationship in youth with depression. Excessive reassurance 
seeking, complaining, and a negative attitude may disrupt and damage 
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social relationships by eliciting negative responses and avoidance from 
peers (see Rudolph, Flynn, & Abaied, 2008). Research has also found 
that youth with depression exhibit a decrease in adaptive interpersonal 
behaviors, such as problem- solving behavior and positive statements, dur-
ing interactions with family (Sheeber & Sorensen, 1998). Additionally, 
research exploring avoidance in the form of social withdrawal emphasizes 
its role in maintaining depression in youth.

Using factor analysis, Bell-Dolan, Reaven, and Peterson (1993) 
explored the relationship between depression in youth and various forms 
of social functioning. Previous research had suggested that youth with 
depression have a lower overall frequency of peer interactions, as well as 
a higher frequency of negative interactions (e.g., aggression; Altmann & 
Gotlib, 1988). Additional research suggested that the attempts of youth 
with depression to get social support might often result in rejection from 
peers (Peterson, Mullins, & Ridley- Johnson, 1985). Bell-Dolan and col-
leagues’ (1993) assessment using multiple reporters (child, peer, teacher, 
parent) revealed that ratings of aggressive social behavior and social with-
drawal were positively related to depression (R2 = .28 to .62). Similarly, 
Gazelle and Rudolph (2004) showed that adolescents with anxiety and 
their teachers who reported high levels of peer exclusion also exhibited 
social avoidance and depression. Without social exclusion, youth demon-
strated an increase in social approach and fewer depressive symptoms. 
This cross- sectional research suggests an important role of social with-
drawal and isolation in intensifying depression.

Several studies employed longitudinal designs to map trajectories of 
depressed affect and identify unique roles of individual avoidance (with-
drawal, isolation) and social exclusion from peers in predicting depres-
sion. Gazelle and Ladd (2003) established evidence for a “snowball effect” 
wherein initial social exclusion and isolation resulted in accelerating 
depressive affect and other maladjustment over time. A five-wave assess-
ment of children in kindergarten through fourth grade demonstrated that 
depressive affect increased among children who were initially withdrawn 
and those who were initially excluded. Children who were both isolative 
and socially excluded displayed the greatest increases in depressed affect 
over time. Comparable findings come from a study of early adolescents 
(Oh et al., 2008), in which a trajectory of increasing withdrawal, from 
grades 5 through 8, was marked by high degrees of friendlessness, friend-
ship instability, and peer exclusion.

Bukowski, Laursen, and Hoza (2010) studied the combined impact 
of accelerating social avoidance and peer exclusion with the moderating 
role of friendship as a buffer against depressed affect. Three-wave multi-
level modeling of children (in grades 3–5) identified multiple unique tra-
jectories using both sociometric (peer nomination) and peer- assessment 
measures. Initial social avoidance or exclusion was associated with 
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concurrent levels of depressed affect and was antecedent to escalating 
trajectories of depressed affect over time. Youth identified as both avoid-
ant and excluded showed the greatest accelerated trajectory. Interaction 
effects did demonstrate a buffering effect for youth who had at least one 
close friend or who developed a friendship over time. Future research 
will want to employ experimental or cross- lagged designs to establish 
causality, and depressed affect will need to be linked to depressive disor-
ders, but initial evidence points to predictive roles for individual avoid-
ance, withdrawal, and isolation in depressive symptoms. Of note, each 
study identified a buffering role of friendship, even among children who 
started as isolative or avoidant. This suggests that youth can overcome 
initial avoidance both with decreased individual avoidance and greater 
social exposure.

Cognitive avoidance

A cognitive process that is often discussed in terms of depressive avoid-
ance is rumination. Rumination serves to reduce an individual’s engage-
ment with his or her environment and therefore disrupts problem- solving 
and antidepressant activities (Jacobson et al., 2001). Moulds, Kandris, 
Starr, and Wong (2007) found that self- report measures of rumination 
and behavioral avoidance were significantly positively correlated in a sam-
ple of nonclinical undergraduate students. Behavioral activation therapy 
considers rumination a key treatment target and aims to clarify which 
emotions or stressors the individual is effectively avoiding when he or she 
spends time ruminating (Jacobson et al., 2001). That is, behavioral activa-
tion aims to identify the function of ruminative behavior for an individ-
ual (i.e., avoidance). Some researchers suggest that ruminating, or active 
complaining (a type of ruminative negative behavior), develops because 
it was likely successful at one point in removing the individual from an 
undesirable situation (Ferster, 1973). For example, rumination may help 
the individual feel prepared for the potential of undesired outcomes by 
anticipating worst-case scenarios. Moulds and colleagues propose that 
rumination may serve as a strategy for avoiding negative emotions asso-
ciated with aversive material. Watkins and Moulds (2007) suggest that, 
similar to theories of the function of worry in generalized anxiety disor-
der, rumination may allow the individual to avoid poignant imagery or 
emotions. Similarly, we propose that the central depressive symptom of 
anhedonia is closely related to avoidance. Anhedonia, defined as a lack of 
interest in the majority of activities once enjoyed by the individual, may 
be maintained by a fear that one’s own actions have no impact on poten-
tial outcomes— one’s fears motivate the avoidance that manifests itself as 
anhedonia.
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Behavioral Outcomes in Depression treatment Studies

Behavioral outcomes are infrequently assessed in youth depression trials, 
but innovative assessment techniques are currently being investigated, 
particularly with adults (Manos et al., 2010). When behavioral outcomes 
have been assessed in youth treatment studies, there is cause for concern. 
As described earlier, Chu and Harrison (2007) conducted a meta- analysis 
of depression clinical trials that assessed behavioral outcomes. Only half 
of the identified clinical trials included a measure of a behavioral process. 
Measures included the assessment of pleasant activities and social skills, 
but behavioral observations were not used. In contrast to anxiety trials, 
CBT for depression did not produce reliable change (ES = 0.01) in behav-
ioral outcomes across eight randomized clinical trials (RCTs). The results 
suggest that current evidence- based treatments may need to be developed 
further to successfully target critical behavioral processes that maintain 
depression in youth. Furthermore, the specific role of avoidance has not 
been isolated in most attempts to measure behaviors, either as a treat-
ment outcome or a mediator of outcomes.

Depression research Summary

A variety of design methods (youth and other report, daily diaries) have 
established consistent relations between depressed mood and avoid-
ant processes, including decreased activity, limited positive events and 
increased negative events, social withdrawal and isolation, and cognitive 
rumination. Youth with depression seem to have particular difficulties in 
generating both approach goals and plans. However, they only seem to 
have problems generating avoidance plans but not avoidance goals. Social 
isolation in the form of individual avoidance and peer exclusion has sig-
nificant concurrent and predictive power, as youth showing early signs of 
either have poor prognoses for future socialization and depressed mood. 
Still, friendship serves as a powerful buffer. Overall, behavioral variables 
are key to depressive mood, but avoidance processes need to be isolated 
in cross- sectional, longitudinal, and treatment studies.

avoidance in disruptive Behavior disorders

Disruptive behavior disorders (DBDs: oppositional defiance disorder 
[ODD], conduct disorder [CD], and attention- deficit/hyperactivity dis-
order [ADHD]) are heterogeneous disorders (Burke, Loeber, Lahey, & 
Rathouz, 2005; Frick & Ellis, 1999) that likely include subgroups charac-
terized by distinct patterns of behavior and etiologic mechanisms (Hin-
shaw, 2002). Although avoidance is not typically considered a key process 
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underlying the emergence and maintenance of DBDs, avoidance may play 
a role for certain youth presenting with DBDs. In order to draw inferences 
about the role of avoidance in DBDs, we review several literatures, includ-
ing the co- occurrence of DBDs with anxiety and depressive disorders, 
avoidance of task demands, and avoidant coping strategies.

DBDs and anxiety

Anxiety and DBDs commonly co-occur, where the presence of ODD, CD, 
or ADHD increases chances of an anxiety disorder two to three times 
(Angold, Costello, & Erkanli, 1999). Evaluating comorbidity among disor-
ders may be the best route to identifying common mechanisms (Hinshaw, 
2002). Research has focused on temperament, neurology, and social 
information processes (Drabick, Ollendick, & Bubier, 2010), but few have 
looked at behavioral avoidance. The temperament literature focuses on 
level of emotionality and effortful control (regulatory processes). Infor-
mation process research focuses on the similarity of cognitive biases 
among youth with anxiety and disruptive disorders as they interpret 
ambiguous social scenarios. However, findings from emotion regulation 
research may contain leads to identifying common behavioral processes 
in anxiety disorders and DBDs. For instance, youth showing high rates 
of co- occurring DBDs and anxiety tend to display reactive aggression as 
opposed to proactive aggression (Bubier & Drabick, 2009), where reactive 
aggression resembles features common to anxiety. Reactive aggression 
includes angry, explosive, and often emotionally dysregulated reactions 
to a perceived threat (Card & Little, 2006), but it is often accompanied by 
fear and is characterized by high levels of autonomic arousal and hyper-
vigilance to threatening stimuli (Crick & Dodge, 1996; Hubbard et al., 
2002). In a related line of research, Barry and colleagues (2000) reported 
that youth diagnosed with both ADHD and ODD/CD who are low on 
callous– unemotional (CU) personality traits show elevated levels of anxi-
ety compared with those high on CU traits. Researchers have offered a 
number of reasons to explain the association between DBDs and anxiety 
disorders; however, the specific role of avoidance has yet to be investi-
gated.

DBDs and Depression

High rates of comorbidity also typify depression and DBDs, such that 
having ODD, CD, or ADHD increases odds of depression by five to six 
times (Angold et al., 1999). DBDs and depression also follow a common 
developmental trajectory, wherein DBDs generally precede rather than 
follow the development of depression (Burke et al., 2005). Scant research 
has focused on common mechanisms, with negative affect identified as 
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playing an important role in distinguishing ODD, CD, and depression 
(Burke & Loeber, 2010). Evidence for avoidance as a maintaining mecha-
nism comes from conceptual work developed within the “failure model,” 
described by Capaldi and Patterson (Capaldi, 1992; Patterson & Capaldi, 
1990). Here, depression results from experiences of failure such as rejec-
tion by peers and aversive school experiences associated with antisocial 
behavior and the high levels of interpersonal conflict characteristic of 
DBDs. Youth with DBDs characterized by reactive aggression may be par-
ticularly likely to follow the failure model. It has been suggested that reac-
tively aggressive youth appear to be at higher risk for social isolation, peer 
rejection, and social withdrawal than proactively aggressive youth (Poulin 
& Boivin, 2000). As with depression, because peer rejection is associated 
with anxiety symptoms (Bell-Dolan, Foster, & Christopher, 1995), it is pos-
sible that reactive aggression may also lead to anxiety (Bubier & Drabick, 
2009). None of these authors directly imply avoidance as an etiological 
mechanism of DBDs, but most describe the spiraling nature of initial dis-
ruptive behavior preceding depressive disorders. In this way, avoidance 
may operate as a secondary process whereby avoidance of negative emo-
tions follows an aversive experience (e.g., rejection by or conflict with 
peers and parents) and increases the likelihood for comorbid depression 
and further aggressive tendencies.

avoidance of task Demands as a Function of Disruptive Behavior

Task demands are a common trigger among youth with DBDs, and exper-
imental research using functional behavioral assessment (FBA) provides 
evidence that escape from negative affect during task demands may main-
tain disruptive behavior (e.g., Hawkins & Axelrod, 2008; Moore, Ander-
son, & Kumar, 2005). Hawkins and Axelrod (2008) completed an experi-
ment using FBA methods to identify the function of off-task behaviors 
during homework and compared the relative effectiveness of interven-
tions to increase on-task behavior. Four teens (ages 11–16) with various 
DBDs in a residential treatment program participated in an alternating 
treatment with baseline design to assess the effects of three treatment 
conditions for on-task behavior, including noncontingent breaks (i.e., 
escape) and a differential reinforcement schedule. For three of the four 
participants, the most effective intervention in increasing on-task behav-
ior during homework was providing a noncontingent break in which the 
student could sit alone (as opposed to having access to a preferred activity 
or to edibles), indicating that escape was a powerful reinforcer for on-task 
behavior. For the fourth participant, escape from task demands did not 
increase on-task behaviors the most, but it was important. Thus, noncom-
pliant and off-task behavior were frequently maintained by escape from 
tasks.
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In examining ADHD specifically, DuPaul, McGoey, Eckert, and 
VanBrakle (2001) examined task avoidance in 94 preschool children (58 
with ADHD) using direct observations of four parent– child interactions 
in a clinic playroom, each with varying degrees of parent attention and 
task demand (e.g., cleaning up playroom). Youth with ADHD exhibited 
more than twice the level of noncompliance and more than five times the 
amount of inappropriate behavior than control youth when asked to com-
plete tasks by parents. Furthermore, the authors noted that these results, 
coupled with the minimal group differences in interactions during low-
adult- attention situations, suggest that for many youth with ADHD, escape 
from parent- directed tasks, assumed to be aversive to youth, is a prime 
motivation for noncompliant behavior.

Evidence for escape from task demands as an underlying causal 
mechanism of externalizing behavior also comes from research on the 
link between externalizing behavior and academic difficulty. For example, 
Arnold (1997) used direct observations of male youth in the classroom to 
demonstrate that youth exhibiting externalizing behaviors received less 
teaching than children without behavior problems and that the relation-
ship between externalizing behaviors and academic difficulties increased 
with age. Arnold notes that these findings are consistent with the hypoth-
esis that teachers may inadvertently reinforce disruptive behavior in chil-
dren with academic difficulties by removing the task demands follow-
ing disruptive behavior. This study focused mainly on the mediation of 
behavior and academic problems via attention difficulties, but escape of 
task demands played a prominent role. Still, future research is needed to 
connect emotionally motivated avoidance with escape of task demands. 
However, it seems plausible that youth with academic problems experi-
ence negative emotions as frustration around academic failures builds 
and that avoidance would seem an easier coping strategy than the alterna-
tives (e.g., seeking help, diligent study).

avoidant Coping, Externalizing Disorders, and Delinquency

Research on coping styles among youth with DBDs offers a more direct 
link between avoidance and disruptive behavior. The use of dysfunctional 
coping strategies, particularly avoidant coping, in response to negative 
emotions has been associated with engagement in risky and antisocial 
behaviors. As described earlier, avoidant (i.e. disengagement) coping 
includes most mental and behavioral efforts to remove, ignore, or distract 
oneself from a stressor.

In a community sample of adolescents (i.e., a sample not selected 
for delinquent behavior), use of avoidant coping strategies and low use 
of problem solving each related to delinquent behavior. Vassallo and col-
leagues (2002) used data from the longitudinal Australian Temperament 
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Project (ATP) to investigate the emergence and maintenance of antisocial 
behaviors between 13 and 18 years of age. Avoidant coping (e.g., drug and 
alcohol use) differentiated between antisocial youth and controls, with 
the difference becoming more pronounced over time.

Daughters and colleagues (2009) investigated the role of distress tol-
erance in internalizing and externalizing problems among 231 adoles-
cents (ages 9–13). Results showed that low distress tolerance was associ-
ated with an increase in past-year alcohol use and past-year delinquent 
behavior in specific subgroups of youth. Results from a study of incar-
cerated male adolescents demonstrated that incarcerated youth who 
used more avoidant coping strategies were more likely to use alcohol and 
marijuana as a means of alleviating distress (Eftekhari, Turner, & Lar-
imer, 2004) and that avoidant coping is used more often by adolescents 
in correctional facilities (Ruchkin, Eisemann, & Hägglöf, 1999) than by 
youth who do not engage in delinquent behaviors. Together, these studies 
suggest that negative reinforcement processes associated with avoidance 
of distressing emotions may play a role in the continued engagement in 
externalizing behaviors.

Avoidant coping has also been associated with reactive aggression 
and impulsivity (Lengua, Sandler, West, Wolchik, & Curran, 1999). Youth 
with DBDs who were characterized as reactively aggressive may include 
a subgroup of youth who engage in avoidant coping and who are at an 
increased risk of developing internalizing problems. Crick and Dodge 
(1996) investigated differences in information processing and reported 
that reactively aggressive children attribute hostile intent to peers and 
respond in an aggressive way. Such threat appraisals have been shown 
to predict the use of avoidant coping strategies (e.g., Lengua & Long, 
2002). In addition, youth with externalizing problems often show high 
levels of negative emotionality (Lengua & Long, 2002), which may pre-
dispose youth to a negative appraisal- coping process that exacerbates the 
impact of stress on adjustment. Using structural equation modeling, Len-
gua and Long (2002) demonstrated that negative emotionality predicted 
higher levels of threat appraisals, avoidant coping, and externalizing and 
internalizing problems beyond the effects of negative life events. Thus the 
attribution errors and negative emotionality that typify the reaction style 
of youth with DBDs may foster increased use of avoidant responses, such 
as drug use and social isolation.

Disruptive Behaviors Summary

The research on DBDs is mostly circumstantial with respect to avoid-
ance processes. Internalizing disorders typified by avoidant processes co-
occur frequently with DBDs, and specific emotion regulation subtypes 
(e.g., reactive aggression) may point to distress- based avoidance in some 
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disruptive youth. Escape from task demands is a consistent finding in 
the literature, and youth with attention and impulsivity difficulties find 
escape a highly reinforcing function. Coping styles also seem to indi-
cate that youth who engage in risky and antisocial behaviors (e.g., rule 
breaking, substance use) often do so as a means of coping with negative 
affect and internal distress. This type of coping more closely parallels the 
type of emotional avoidance seen in anxiety and depression. Perhaps the 
most promising link comes from conceptual models, such as the “failure 
model” described by Patterson and Capaldi (1990). This model suggests 
that avoidant processes may influence emotional distress in youth, but 
only after an initial disruptive episode. When a youth engages in antisocial 
or aggressive behavior, the subsequent peer rejection triggers a spiral of 
emotional distress and avoidance of future social interaction. Still, avoid-
ance processes need to be studied directly and need to be distinguished 
from alternative hypotheses (e.g., intentional behavioral avoidance distin-
guished from unintentional impulsive or inattentive behaviors) to clarify 
any role of avoidance in DBDs.

avoidance across the disorders: an integration

Finding common themes for avoidance processes across youth disorders 
requires effort. Research for each disorder follows its own methodology, 
measurement, and design features. Furthermore, the focus on avoidance 
changes depending on disorder. In anxiety disorders, avoidance and 
escape are studied to understand what prevents a child from entering or 
escaping a feared situation and what cues (safety behaviors) are used to 
distract from distress. For youth with depression, the initial emotional 
response after exposure to a stressor may not be fear but rather self-
doubt, negativity, or hopelessness. Still, avoidance plays a role in main-
taining depression in that avoiding distressing scenarios (prompted by 
negativity and self-doubt) confirms one’s poor self- efficacy and feelings 
of hopelessness. Reengagement becomes harder as avoidance takes hold. 
In both anxiety and depression, avoidance is a maladaptive behavioral 
response that follows an emotional response (fear, self-doubt) to a trig-
ger. When disruptive behaviors occur, it is not clear whether a single 
emotional response antecedes or follows avoidance. In the case of oppo-
sitional, aggressive, or antisocial behavior, anger, anxiety, self-doubt, and 
disappointment are all possible when a youth perceives threat. Impulsive 
and inattentive behavior may occur without any definable emotional 
response. In these cases, avoidance may still play a role, even if it is not the 
core maintaining process. As described in Patterson and Capaldi’s (1990) 
failure model, a youth may avoid situations in which he or she has failed 
in the past, or he or she may continue to act aggressively or impulsively 
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due to perceived low self- efficacy. A choice to avoid the failed situation 
prevents corrective experiences, such as receiving positive responses from 
others when acting appropriately.

To unify the research agenda for studying avoidance across disor-
ders, we propose that avoidance be investigated across a continuum of 
time. In discussing cognitive disturbance across pathology, Kendall (2012; 
see also Kendall et al., Chapter 8, this volume) proposed that psycho-
logical disorders could be differentiated across a continuum of time. For 
example, anxiety disorders are characterized by an expectation of future 
negative events, whereas depression is characterized by evaluations and 
attributions after an event occurs. We propose that avoidance plays vari-
ous roles in maintaining pathology depending on when it occurs along 
the sequence of events. Table 5.1 illustrates the various phases of expo-
sure to a distressing stimulus/scenario and the role that avoidance plays 
in maintaining pathology. For anxiety, avoidance occurs throughout the 
time continuum (at all phases of stressor exposure), including anticipa-
tory anxiety, procrastination and avoidance at onset, use of safety behav-
iors throughout exposure, and immediate relief following termination. 
Avoidance at any stage of exposure to the stressor can reinforce avoid-
ance in future exposures to the trigger. Secondary interference occurs as 
reinforced avoidance leads to enduring fear and anxiety and accommoda-
tions to prevent future exposures (e.g., a child receiving home schooling 
to prevent distress of going to school).

For youth prone to depression, avoidance also occurs throughout the 
continuum, but it is characterized by anhedonia, discouragement, nega-
tivity, and low self- efficacy. Avoidance is reinforced to the degree that it 
helps youth minimize or manage distress that is prompted by challenges. 
Thus avoidance in depression may be differentiated from anxiety in terms 
of the emotions that serve as the internal trigger for avoidance. Second-
ary interference surfaces as anhedonia, and withdrawal increases with 
“successful” avoidance.

For disruptive behaviors, avoidance may not serve maintaining func-
tions until late in the continuum. When a youth initially aggresses in 
response to ambiguous situations (usually social), avoidance may not be a 
problem. In fact, it may be preferable for a youth to avoid, or pause, instead 
of aggressing in response to perceived slights. However, after aggressing 
in an ambiguous scenario, aggressive youth may have a number of avoid-
ant responses that produce secondary interference. The youth may feel 
guilt over the aggression or may blame others. The youth may misinterpret 
negative outcomes as out of his or her control. Such interpretations may 
lead to avoidance of future similar situations. This avoidance may then 
maintain pathology because it prevents the youth from practicing adap-
tive behavioral responses (e.g., social problem solving, conflict resolution) 
and correcting distorted conclusions about him- or herself or the situation.
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For impulse/attention problems, avoidance may be perpetuated simi-
larly to anxiety. Initial failure in a task produces distress and worry that is 
relieved only when the youth escapes the demand. In this way, we might 
understand impulsive/inattentive behavior as a form of poor distress tol-
erance. As demands and challenges increase, the impulsive youth escapes 
to manage his or her distress over self- doubts and poor self- efficacy. The 
avoidance maintains pathology as the youth loses opportunities to prac-
tice necessary skills (e.g., sustained work and focus) and distress tolerance 
skills.

conclusion

Avoidance and its variants have been researched across youth disorders, 
but conclusions are difficult to draw because terminology and the specific 
aspects of avoidance differ across disorders. Avoidance has been stud-
ied in terms of behavioral avoidance and escape, safety behaviors, cogni-
tive rumination, social withdrawal and peer exclusion, avoidant coping 
responses, activity level, goal setting and planning, social skills, escape 
from task demands, and subtypes of emotional response styles (e.g., CU). 
Assessment approaches and study designs are equally diverse, including 
within- and between- participant experiments, family interaction tasks, 
direct observation, cross- sectional and longitudinal questionnaires, daily 
diaries, school observations, and peer- nomination assessments. The pre-
ceding review provides a summary of methods and research findings to 
encourage cross- fertilization of research across diagnostic categories. 
Awareness of such diversity may help inspire new approaches and ques-
tions as we adapt research methods from one disorder group to another. 
Furthermore, we offered a conceptual framework to help organize the 
pursuit of avoidance research across disorders. By envisioning avoidance 
across a continuum of time, we might pinpoint with more accuracy the 
specific function that avoidance plays in maintaining pathology and its 
specific context.
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c h a P t e r  6

The Role of Peer Relationships 
in Youth Psychopathology

Annette M. La Greca and Betty S. Lai

Peer relationships play an important role in youngsters’ emotional devel-
opment. From early childhood on, children spend a considerable amount 
of time with peers, and by age 7, children spend most of their daytime 
hours in school or play settings with classmates and friends (La Greca 
& Prinstein, 1999). During adolescence, the size and diversity of youths’ 
peer networks increase, and close friends begin to equal, and in some 
cases even surpass, parents as the primary source of social support (Fur-
man, McDunn, & Young, 2009). Dating relationships also emerge and 
become increasingly important; in fact, by age 16, most adolescents have 
had a romantic relationship (Carver, Joyner, & Udry, 2003).

Successful peer relationships contribute to youngsters’ emotional 
health, facilitate the development of social skills, and foster feelings of 
personal competence that are essential for adult interpersonal function-
ing (Hartup, 1996). Romantic relationships also have mental health bene-
fits, as they can provide social support, enhance self- esteem, and prepare 
youth for adult relationships and the development of intimacy (Connolly 
& Goldberg, 1999; see La Greca, Davila, Landoll, & Siegel, 2011; La Greca, 
Davila, & Siegel, 2009).

At the same time, problematic peer relations represent a significant 
stressor for children and adolescents. During the school years, children 
who experience interpersonal difficulties with peers are at substantial risk 
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for later emotional and behavioral problems (Kupersmidt & Coie, 1990). 
Among adolescents, problems with peers have been identified as strong 
predictors of internalizing problems, such as social anxiety (La Greca 
& Harrison, 2005; La Greca & Lopez, 1998; Siegel, La Greca, & Harri-
son, 2009) and depression (Hawker & Boulton, 2000; Prinstein, Boerg-
ers, & Vernberg 2001). Moreover, romantic relationships often contribute 
to strong emotions for older adolescents, including feelings of anxiety, 
anger, jealousy, and depression (Larson, Clore, & Wood, 1999). Even the 
presence of a romantic relationship has been associated with symptoms of 
depression among adolescent girls (see La Greca et al., 2009).

This chapter focuses on peer processes that contribute to the etiol-
ogy or maintenance of psychopathology in youth. To the extent that the 
current literature allows, we describe peer processes that have common 
influences across psychological disorders. In particular, we review litera-
ture that may help us to understand how peer processes are problematic 
across diagnostic categories and how such processes could be the target 
for transdiagnostic assessment and intervention.

The first main section of the chapter provides a brief overview of 
peer relations in youths’ development to provide a context for the remain-
der of the chapter. This is followed in the second section by a discussion 
of peer- focused interpersonal stressors and a review of their associations 
with psychopathology in youth. The third section focuses on socialization 
processes that have been linked with youths’ adjustment, and the final 
section provides a summary with recommendations for assessment and 
treatment.

Brief overview of Peer relations

A brief overview of developmental aspects of youths’ peer relations may 
provide a useful perspective for understanding the role of peer processes 
in youths’ psychopathology. The reader is also referred to several sources 
for further details (Furman et al., 2009; Kingery, Erdley, Marshall, Whita-
ker, & Reuter, 2010; La Greca & Landoll, 2011; La Greca & Prinstein, 
1999).

Peer acceptance/Peer rejection

The broader peer group is important for youths’1 social and emotional 
development, as it can provide a sense of belonging and acceptance (La 

1 Throughout the chapter, we use the term youth to refer to both children and adoles-
cents.
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Greca & Prinstein, 1999). In fact, peer relations have been evaluated 
along two distinct dimensions: acceptance and rejection.

Acceptance refers to the degree to which a child or adolescent is 
actively liked by peers, whereas rejection reflects peers’ active dislike (New-
comb, Bukowski, & Pattee, 1993).

Studies often use peer nominations to identify popular youth (those 
high on liking and low on disliking) and rejected youth (those low on liking 
and high on disliking; e.g., Coie, Dodge, & Kupersmidt, 1990; La Greca 
& Stone, 1993). Popular youth often have good social and academic skills 
(e.g., Estell et al., 2008). In contrast, rejected youth may display interper-
sonal, emotional, and academic difficulties, such as aggressive or disrup-
tive behaviors (Hartup, 1996) and internalizing problems, such as social 
anxiety (La Greca & Landoll, 2011; La Greca & Lopez, 1998; La Greca & 
Stone, 1993) and depression (see La Greca et al., 2009).

For adolescents, affiliating with a peer crowd also may represent a 
way of gaining peer acceptance and social status (Brown, 1990; Furman 
et al., 2009). Across studies, typical peer crowds include jocks, populars, 
brains, burnouts, and alternatives (Brown, 1990; La Greca, Prinstein, & 
Fetter, 2001). In addition to a sense of acceptance and belonging, peer 
crowds can provide opportunities for social activities, friendships, and 
romantic relationships (Brown, 1990; La Greca & Prinstein, 1999). Peer 
crowds’ importance peaks in mid- adolescence and then gradually declines 
as close friends and romantic relationships become prominent (Brown, 
1990).

Peer Victimization

Although relatively few youth are actively rejected, it is not uncommon 
for youth to report some degree of victimization by peers. Initially, peer 
victimization (PV) was examined in the context of understanding peer 
aggression and its impact on youth (Crick & Grotpeter, 1996). Recent 
work suggests that there are multiple types of PV: overt PV typically 
refers to obvious acts of physical aggression, such as hitting, pushing, 
or verbal threats; relational PV refers to social exclusion, social isolation, 
or other ways of manipulating friendships; and reputational PV reflects 
efforts to embarrass others or damage their reputation (Crick & Grotpe-
ter, 1996; De Los Reyes & Prinstein, 2004; Prinstein et al., 2001; Siegel 
et al., 2009).

Among children, girls report more relational and less overt PV than 
boys (Crick & Bigbee, 1998). Adolescent boys also report more overt PV 
than adolescent girls, although sex differences in relational and reputa-
tional PV are less clear for adolescents (De Los Reyes & Prinstein, 2004; 
La Greca & Harrison, 2005; Siegel et al., 2009).
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Studies have begun to examine victimization that occurs through 
technologies, such as social networking sites, instant messaging, or text 
messages (Landoll, La Greca, & Lai, 2013; Williams & Guerra, 2007). 
Although in its early stages, it appears that cyber victimization may be a 
particularly salient form of PV for adolescents (Williams & Guerra, 2007).

Close Friendships

Close friendships provide youth with intimacy, support, and companion-
ship and can enhance self- esteem (La Greca & Prinstein, 1999). Until 
adolescence, close friendships occur almost exclusively between same-sex 
peers; however, during adolescence, other-sex close friendships become 
common and set the stage for romantic relationships (Kuttler, La Greca, 
& Prinstein, 1999). At all ages, girls are more likely than boys to have a 
“best friend” and to have more close friends (Parker & Asher, 1993).

Common qualities of youths’ close friendships include companion-
ship, affection, receiving help, trust, and sharing. As children transition 
into adolescence, intimacy (e.g., sharing private thoughts and feelings) 
and emotional support become increasingly important (Furman et al., 
2009; La Greca & Prinstein, 1999). Friendships also can have negative 
aspects, such as conflict, pressure, and betrayal (Kuttler & La Greca, 
2004; La Greca & Harrison, 2005). Across development, youth with bet-
ter quality friendships have fewer behavioral and emotional problems and 
display greater social competence (see La Greca & Prinstein, 1999).

romantic relationships

Romantic relationships represent an important but relatively under-
studied aspect of adolescents’ peer relations. During early adolescence, 
mixed-sex peer groups emerge, followed by romantically involved couples 
in later adolescence (Connolly & Goldberg, 1999). Although adolescent 
girls are more likely than boys to be romantically involved (Glickman & 
La Greca, 2004), both boys and girls report more positive than negative 
qualities in their romantic relationships (La Greca & Harrison, 2005; La 
Greca & Mackey, 2007). The qualities of adolescents’ romantic relation-
ships are strikingly similar to those reported in close friendships, with an 
additional emphasis on intimacy and sexual involvement (Kuttler & La 
Greca, 2004).

The occurrence and progression of adolescents’ romantic relation-
ships appears to be substantially similar across different U.S. ethnic 
groups (Carver et al., 2003; O’Sullivan, Cheng, Harris, & Brooks-Gunn, 
2007). However, Asian and Hispanic adolescents who are involved in 
romantic relationships are less likely to report engaging in sexual events 
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(e.g., intimate touching, sexual intercourse) than white or black adoles-
cents (O’Sullivan et al., 2007).

Theoretical and empirical Perspectives on Peer relations’ role 
in Psychopathology

Several theoretical perspectives are consistent with the notion that prob-
lematic peer relations play a causal role in the development and/or main-
tenance of psychopathology. Relevant to this discussion are the concepts 
of multifinality (i.e., that a particular risk factor may lead to multiple psy-
chological outcomes or disorders) and equifinality (i.e., that any given 
psychological disorder may have multiple pathways that contribute to its 
development; Hinshaw, 2008).

Using this framework, problematic peer relationships can be viewed 
as a causal risk factor that is associated with multiple problematic out-
comes. In addition, problematic peer relationships may be one among a 
host of other causal factors, such as genetic makeup and parenting, that 
contribute to the development and maintenance of psychological disor-
ders.

Problematic Peer relationships as Significant Interpersonal Stressors

Theoretical Perspective

One way to conceptualize how peer relationships contribute to disorder in 
youth is to view problematic peer relationships, particularly as reflected 
by peer rejection and PV, as significant interpersonal stressors that lead 
to dysfunction. It has long been recognized that stressful life experiences 
pose a threat to youths’ psychological well-being and contribute to poor 
mental health outcomes (see Grant et al., 2003).

In fact, Grant, Compas, Thurm, McMahon, and Gipson (2004) 
reviewed 60 prospective studies that used a wide range of methodologies 
to examine stressful events’ association with symptoms of psychopathol-
ogy in youth. The overwhelming majority of studies (88%) found that 
stressful events predicted increases in symptoms over time. Stressful events 
predicted increases in both internalizing and externalizing symptoms 
across different informants, although the associations were stronger for 
internalizing versus externalizing problems, and youths’ reports of stress-
ors were more strongly associated with their own reports of symptoms 
than were parent- reported symptoms (Grant et al., 2004). Also of interest, 
among studies that examined the impact of both prior and recent stress-
ors, recent stressors appeared to have a greater impact on youths’ mental 
health than prior stressors.
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In the broad conceptual model of stress and psychopathology pro-
posed by Grant and colleagues (2003), the authors offer several proposi-
tions. These propositions include that: (1) there is specificity in the associa-
tions between particular stressors and psychological outcomes, as well as 
specificity in the mediators and moderators of these associations, and (2) 
relations among stressors, moderators, mediators, and psychopathology 
are reciprocal and dynamic.

Extending this line of reasoning to interpersonal stressors, such 
as peer rejection and PV, one might expect that interpersonal stressors 
would be linked with particular psychological problems (e.g., symptoms 
of social anxiety) via a particular mediating process (e.g., enhanced per-
ceptions of social threat; discomfort and avoidance of social situations) in 
the context of a particular moderating variable (e.g., female gender; see 
Grant et al., 2004). In turn, feelings of social anxiety might contribute to 
awkward or uncomfortable feelings around peers that might lead to fur-
ther victimization or rejection by peers. In other words, once anxious or 
distressed feelings develop, these feelings may exacerbate interpersonal 
problems and contribute to further victimization and dysfunctional emo-
tional adjustment.

Specifically, youth who experience PV may feel nervous or uncom-
fortable with peers, worry about peers’ reactions to them, and avoid peer- 
oriented social situations (La Greca, 2001; La Greca & Landoll, 2011). 
Once socially anxious feelings and behavioral patterns develop, they may 
interfere with interpersonal functioning. Youth who avoid peers may miss 
out on key socialization experiences that are necessary for normal social- 
emotional development (Coie et al., 1990); and youth who are uncom-
fortable around peers may be less desirable companions, making them 
targets for further social exclusion (Blöte & Westenberg, 2007).

Over time, these processes could also contribute to youths’ social 
withdrawal and depressive affect. Evidence suggests that anxiety disor-
ders, including social phobia and social anxiety disorder, are a potential 
gateway to psychological disorders such as depression (Grant, Beck, Far-
row, & Davila, 2007). In fact, social anxiety disorder shares a high degree 
of comorbidity with depression (Costello, Egger, & Angold, 2005). Inter-
personal aspects of socially anxious behaviors, especially social avoidance, 
have been prospectively associated with subsequent feelings of depression 
(see Grant et al., 2007).

Interpersonal stressors, such as PV, also contribute to externalizing 
behavioral problems in youth. For example, Rudolph, Troop- Gordon, 
Hessel, and Schmidt (2011) followed children from early to late elemen-
tary school, finding that PV in the second grade predicted children’s 
depressive symptoms and overt aggression in the fifth grade; moreover, 
girls who were victimized in the second grade were likely to engage in 
relational aggression later on. The findings suggest that PV leads to a 
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negative spiral wherein victimization prompts youth to retaliate, which in 
turn elicits negative responses from peers (e.g., rejection, further retalia-
tion), and thus leads to further increases in aggressive behavior and also 
in depressive affect (see Rudolph et al., 2011). This interpretation is con-
sistent with evidence that youth who are victimized by peers may retaliate 
and become aggressors (e.g., Nansel et al., 2001) and that aggression pre-
dicts subsequent peer rejection (e.g., Lansford, Malone, Dodge, Pettit, & 
Bates, 2010; Little & Garber, 1995) and increasing internalizing symptoms 
over time (Murray-Close, Ostrov, & Crick, 2007). Furthermore, a poten-
tial mechanism underlying this interplay of peer rejection/victimization 
and aggressive behavior is social information processing, problems with 
which have been strongly implicated in the development of both aggres-
sive behavior and peer rejection (Lansford et al., 2010).

In summary, consistent with the developmental psychopathology 
concept of multifinality, it may be useful to conceptualize aversive peer 
experiences, such as peer rejection and PV, as interpersonal stressors that 
contribute to and maintain both internalizing and externalizing prob-
lems in youth. Note that this conceptualization of aversive peer experi-
ences also fits well within the transdiagnostic approach to understand-
ing mechanisms and processes that contribute to disorder and that are 
important to address in treatment. Next we review studies of aversive peer 
experiences in the development of psychopathology in youth.

Empirical Support: Peer Rejection, PV, and Internalizing Problems

In this section, we integrate and discuss both peer rejection and PV 
experiences in relation to internalizing problems. Note, however, that 
PV differs from peer rejection in that victimization focuses on negative 
experiences that are specifically directed toward a child or adolescent, 
whereas peer rejection reflects the prevailing attitudes of peers toward 
an individual (Lopez & DuBois, 2005). Although rejected youth expe-
rience PV, accepted youth can also be the targets of PV (Prinstein & 
Cillessen, 2003). Nevertheless, PV and peer rejection both are aversive, 
are interpersonal stressors, and are associated with youths’ internalized 
distress.

Community Studies. Although there are multiple pathways to peer 
rejection (La Greca & Prinstein, 1999), peer- rejected youth are at high 
risk for current and future psychological difficulties (Coie et al., 1990; 
Parker & Asher, 1987). Community studies find that peer- rejected youth 
have substantial interpersonal and emotional difficulties (Coie et al., 
1990; La Greca & Prinstein, 1999) and report greater social anxiety than 
their peers (La Greca & Lopez, 1998; La Greca & Stone, 1993), as well 
more depressive symptoms (Prinstein & Aikins, 2004).
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Similarly, PV experiences also have an impact on youths’ anxious and 
depressive symptoms (see meta- analysis by Hawker & Boulton, 2000). In 
particular, overt and relational PV experiences are strongly associated 
with both anxiety (especially social anxiety) and depression (e.g., Crick & 
Grotpeter, 1996; La Greca & Harrison, 2005; Prinstein, Borelli, Cheah, 
Simon, & Aikins, 2005; Siegel et al., 2009; Vernberg, 1990; Wang, Iannotti, 
Luk, & Nansel, 2010). Among adolescents, relational PV is uniquely and 
strongly associated with social anxiety, even when controlling for other 
forms of PV (La Greca & Harrison, 2005; Siegel et al., 2009). Moreover, in 
a study of more than 3,000 adolescents ages 15–16, Ranta, Kaltiala- Heino, 
Pelkonen, and Marttunen (2009) demonstrated that PV is significantly 
associated with adolescents’ symptoms of social phobia/anxiety, regard-
less of their level of depressive symptoms.

Prospective Studies. Prospective studies find that peer rejection and 
other aversive PV experiences predict loneliness and depressive affect 
and, conversely, that symptoms of depression predict subsequent peer 
rejection and aversive peer experiences (Harrison, 2006; Little & Gar-
ber, 1995; Vernberg, 1990). For example, Little and Garber (1995) found 
that depressive symptoms among early adolescents predicted increases 
in peer rejection over a 3-month period. Vernberg (1990) evaluated early 
adolescents at two time points during the school year, finding that aver-
sive peer experiences predicted increases in depressive affect over time 
and that initial levels of depressive symptoms also predicted increases 
in aversive peer experiences. Similarly, Harrison (2006) found that PV 
predicted increases in depressive symptoms over a 2-month period, and 
this relationship was stronger for adolescents who were high in rejection 
sensitivity (the tendency to expect, perceive, and overreact to rejection).

Prospective studies also elucidate potential pathways between PV and 
anxiety in youth (Siegel et al., 2009; Storch, Brassard, & Masia- Warner, 
2003; Vernberg, Abwender, Ewell, & Beery, 1992). Vernberg and col-
leagues (1992) evaluated adolescents at three time points during a school 
year, assessing the quality of their peer relationships, PV experiences, and 
levels of social anxiety. They found that rejection and social exclusion 
(i.e., relational PV) predicted increases in adolescents’ social anxiety over 
a 2-month period and increases in social avoidance and distress over the 
school year. Other recent work shows that relational PV leads to increases 
in adolescents’ symptoms of social anxiety over time (Siegel et al., 2009) 
and in symptoms of social phobia (Storch et al., 2003).

In contrast, these same studies provide mixed evidence regarding 
the reverse pathway— whether social anxiety leads to subsequent PV. Two 
studies did not find that social anxiety led to increases in PV over the 
school year (Storch et al., 2003; Vernberg et al., 1992), although Siegel 
and colleagues (2009) did find that social anxiety predicted increases 
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in adolescents’ relational victimization over a two month period. Others 
have found evidence that youth who are socially anxious are treated more 
negatively by their classmates than are those who are not socially anxious 
(Blöte & Westenberg, 2007). One reason that it may be difficult to evalu-
ate whether social anxiety leads to increases in PV is that youth with social 
anxiety who are victimized may learn to avoid social situations in order 
to limit their opportunities for further victimization. Studies are needed 
that examine the bidirectional influences of PV and social anxiety, as well 
as mediating and moderating variables (e.g., presence of a close friend in 
school).

Clinical Samples. Among youth with clinical diagnoses, studies also 
support associations between peer rejection, PV, and internalizing disor-
ders. Strauss, Frame, and Forehand (1987) found that anxiety- disordered 
(AD) children were less well liked than non- anxiety- disordered (NAD) 
children. Ginsburg, La Greca, and Silverman (1998) evaluated children 
with simple phobia, finding that those with comorbid social phobia had 
significantly lower levels of peer acceptance and more negative peer inter-
actions than those without comorbid social phobia. Relatedly, Verduin 
and Kendall (2008) found that AD children were significantly less liked 
than were NAD children, and AD children with social phobia were sig-
nificantly less liked than those without social phobia; however, children 
with other anxiety disorders did not differ in peer liking compared with 
NAD youth. Clinical samples of adolescents also provide evidence that PV 
is associated with social anxiety. Ranta and colleagues (2009) found that 
adolescents who met criteria for social phobia had substantially higher 
rates of PV than those without social phobia.

Similarly, youth with clinical depression have interpersonal dif-
ficulties with peers, and the social behaviors of youth with depression 
appear to contribute to their problematic peer relations. Adolescents with 
depression are rejected more frequently by peers and are less popular 
than youth without depression (Little & Garber, 1995). Moreover, labo-
ratory studies examining adolescents’ opinions of unfamiliar peers find 
that adolescents with clinical depression are rated more negatively than 
adolescents without depression (Connolly, Geller, Marton, & Kutcher, 
1992). Some studies also find a stronger relationship between peer rejec-
tion and depression for girls than for boys (e.g., Lopez & DuBois, 2005). 
For example, Connolly and colleagues (1992) found that peers viewed 
adolescent girls with depression as less skilled at making friends and less 
interested in getting to know others than girls without depression but that 
the same was not true for boys.

Summary. Evidence clearly supports a relationship between youths’ 
aversive peer experiences, such as peer rejection and PV, and their social 
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anxiety and depressive affect. Some associations may be stronger for girls 
than for boys, and for adolescents who display certain cognitive vulner-
abilities (e.g., rejection sensitivity). Available findings are consistent with 
interpersonal theories of depression (e.g., Hammen, 1991) and with stress– 
diathesis perspectives on depression (e.g., Lewinsohn, Joiner, & Rohde, 
2001) that emphasize the contributions of rejection experiences and inter-
personal stress. Findings are also consistent with theories of social anxi-
ety that emphasize interpersonal threat and fear of negative evaluation 
from others as important contributing factors (e.g., Juster & Heimberg, 
1995). Further research would benefit from theory- driven studies exam-
ining underlying mechanisms and moderating variables that explain why 
some youth develop depressive or anxious symptoms in response to peer 
rejection/aversive peer experiences whereas others do not.

Empirical Support: Peer Rejection, PV, and Externalizing Problems

Many studies have demonstrated that peer rejection and PV lead to sub-
sequent aggression and that aggressive behavior leads to both peer rejec-
tion and further PV (see Coie et al., 1990; Lansford et al., 2010; Parker 
& Asher, 1987). Such findings are consistent with theoretical perspec-
tives that link interpersonal rejection with anger and aggressive behavior 
(Leary, Twenge, & Quinlivan, 2006).

Community Studies. Community studies find that peer- rejected youth 
have substantial behavioral difficulties (La Greca & Prinstein, 1999). 
Rejected children often demonstrate aggressive, disruptive, or inattentive 
behaviors (Coie et al., 1990). Similarly, PV is positively associated with 
externalizing behaviors (Singh & Bussey, 2011). For example, PV is posi-
tively associated with reactive aggression in elementary school- age chil-
dren (Lamarche et al., 2007), and children who experience PV and are 
bullies are also aggressive and impulsive across elementary, middle, and 
high school years (O’Brennan, Bradshaw, & Sawyer, 2009). Furthermore, 
among 2,161 children ages 10–15 years, Singh and Bussey (2011) dem-
onstrated that PV is significantly associated with youth’s externalizing 
behaviors.

Prospective Studies. Peer rejection experiences predict later external-
izing behavioral problems, and externalizing problems are associated 
with subsequent peer rejection (Laird, Jordan, Dodge, Pettit, & Bates, 
2001). For example, Dodge and colleagues (2003) conducted four stud-
ies with children ages 5–12 years and demonstrated that peer rejection 
in grades 1–3 predicted a growth in aggressive behavior four years later 
(grades 5–7). In addition, peer rejection in kindergarten predicted anti-
social development in the third grade among children who were disposed 
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toward aggression in kindergarten. Furthermore, Hodges, Boivin, Vitaro, 
and Bukowski (1999) studied 393 children in grades 4 and 5 and found 
that externalizing behaviors predicted PV 1 year later and also that PV 
predicted increases in externalizing behaviors year later among children 
without a mutual best friend.

Prospective studies also reveal potential bidirectional causal path-
ways between peer rejection experiences, including PV, and peer aggres-
sion (Cook, Williams, Guerra, Kim, & Sadek, 2010; Dodge et al., 2003; 
Reijntjes et al., 2010). For example, acute peer rejection predicts aggres-
sive behavior among youth (10–13 years) who are alienated (Reijntjes et 
al., 2010). Lansford and colleagues (2010) followed children from kinder-
garten to grade 3 and demonstrated that peer rejection not only predicts 
aggressive behavior but also has a direct effect on subsequent peer rejec-
tion. Considered together, these studies indicate that there are recursive, 
potentially escalating influences between problematic peer relationships 
and externalizing behaviors.

Clinical Samples. Among youth with clinical diagnoses, studies also 
support associations between peer rejection, PV, and externalizing dis-
orders. For example, research has linked peer rejection and PV with 
attention- deficit/hyperactivity disorder (ADHD; Hoza, 2007). Mrug and 
colleagues (2012) followed youth with ADHD from the Multisite Treat-
ment of ADHD study, finding that even after controlling for youths’ symp-
toms of ADHD, disruptive and conduct- disordered behavior, and level 
of the relevant outcome variable at 24 months, peer rejection predicted 
youths’ cigarette smoking, delinquency, and global impairment at 6 years 
postbaseline and global impairment at 8 years postbaseline. Such find-
ings underscore the importance of addressing youths’ peer functioning 
to improve long-term outcomes in children with ADHD.

Youth with oppositional defiant disorder (ODD) and conduct disor-
der (CD) also have difficulties with peer functioning (Kokkinos & Pan-
ayiotou, 2004; Miller- Johnson, Coie, Maumary- Gremaud, Bierman, & 
the Conduct Problems Prevention Research Group, 2002). Early peer 
rejection predicts conduct problems in elementary school youth (Miller- 
Johnson et al., 2002), and ODD and CD are associated with both PV (Kok-
kinos & Panayiotou, 2004) and peer rejection (Frick, 2006).

Summary. Evidence clearly supports a relationship between youths’ 
aversive peer experiences and externalizing problems. Findings are com-
patible with theoretical perspectives that link interpersonal rejection with 
anger and aggressive behavior (Leary et al., 2006). Moreover, multiple 
processes may underlie these associations, including problems with social 
information processing (e.g., Dodge et al., 2003), poor emotion regula-
tion (e.g., Deater- Deckard, 2001; McLaughlin, Hatzenbeuhler, Mennin, & 
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Nolen- Hoeksema, 2011), and deviancy training from peers who also have 
behavior problems (e.g., Snyder et al., 2005).

Overall, evidence strongly supports the importance of understand-
ing youths’ aversive peer experiences, especially peer rejection and PV. 
Attention to youths’ aversive peer experiences will be an important con-
sideration for the assessment and treatment of all youth who are seen in 
clinical settings.

Peer Selection and Socialization Influences: 
Friends and romantic Partners

Theoretical Perspective

Homophily (Kandel, 1978a, 1978b) is another theoretical perspective that 
provides a useful framework for understanding the role of peer relation-
ships in youth psychopathology. Homophily comprises the processes of 
“selection” (peers with similar interests and characteristics cluster together 
and seek one another out) and “socialization” (peers reward and reinforce 
similar attitudes and behaviors among group members or friends).

Consistent with the selection process, children choose friends based 
on similar characteristics, such as age, sex, race, and preference for cer-
tain activities (La Greca & Prinstein, 1999). By adolescence, friendship 
choices are based on less observable factors, such as personality, attitudes, 
and self- esteem (Aboud & Mendelson, 1998). Friends also “socialize” each 
other by supporting and reinforcing each other’s behaviors and feelings 
(Prinstein, 2007).

Although much less well studied, similar selection and socialization 
processes come into play in adolescents’ romantic relationships (e.g., Fur-
man et al., 2009; Furman & Simon, 2008; Simon, Aikens, & Prinstein, 
2008; Wargo, Simon, & Prinstein, 2010). For example, Simon and col-
leagues (2008) found that even before their relationship, adolescents and 
their partners were similar on variables such as popularity, attractiveness, 
and depressive symptoms. Wargo and colleagues (2010) also illustrated 
that romantic socialization effects occur as well, particularly for youths’ 
cigarette use and behavioral problems.

Empirical Support for Homophily in Internalizing Problems

Selection and socialization processes have been studied predominantly 
with regard to externalizing behavioral problems (Bukowski, Brendgen, 
& Vitaro, 2007), but these processes also play a role in youths’ internal-
izing problems. Specifically, adolescents seek friends with similar levels of 
internalizing problems and also display increases in internalizing symp-
toms over time when their close friends are high on internalizing symp-
toms (Deater- Deckard, 2001).
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Prospective studies are especially important for understanding selec-
tion and socialization processes. In this regard, Goodwin, Mrug, Borch, 
and Cillessen (2012) followed adolescents from the 6th to the 11th grades, 
examining peer selection and socialization processes across school transi-
tions. After each school transition, adolescents selected friends who were 
similar in their levels of depressive symptoms; friends also socialized ado-
lescents to become more similar in depressive affect during the middle 
school years, but not during high school. Prinstein (2007) conducted an 
18-month longitudinal study of “peer contagion” of depressive symp-
toms among 11th graders, finding that adolescents whose close friends 
reported high levels of internalizing symptoms showed increases in their 
own internalizing symptoms over time. Moreover, several variables mod-
erated these associations. For girls, greater social anxiety was associated 
with greater susceptibility to friends’ depressive symptom contagion; for 
boys, lower levels of friendship quality and higher friend popularity were 
associated with greater susceptibility to peer contagion.

These findings are intriguing and consistent with emerging evidence 
that corumination processes within friendships may contribute to adoles-
cents’ socialization of internalizing symptoms. Hankin, Stone, and Wright 
(2010) conducted a multiwave study of early and middle adolescents, find-
ing that baseline corumination predicted increasing trajectories of all 
forms of internalizing symptoms (especially depressive symptoms and 
anxious arousal) but not externalizing problems. Also of interest, Dishion 
and Tipsord (2011) recently described how peer contagion processes are 
relevant to adolescent depression and identified corumination as an inter-
active process that may mediate these effects.

Although less well studied, evidence also suggests that homophily is 
relevant to understanding social anxiety in youth. Van Zalk, Van Zalk, 
Kerr, and Stattin (2011) recently evaluated early adolescents and their 
friendships, finding socially anxious youth were less popular, chose fewer 
friends, and tended to select friends who were socially anxious. Over 
time socially anxious youth and their friends influenced each other into 
becoming more socially anxious, and this effect was greater for girls than 
for boys.

Finally, homophily also comes into play in youths’ romantic rela-
tionships (Furman & Simon, 2008). For example, Simon and colleagues 
(2008) examined peer selection processes in middle school youth, find-
ing that adolescents and their romantic partners were similar on levels of 
depressive symptoms even prior to their relationship.

Empirical Support for Homophily in Externalizing Problems

Peer selection and socialization processes have long been believed to play 
a role in youths’ externalizing problems and aggressive behavior (Hanish, 
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Martin, Fabes, Leonard, & Herzog, 2005). For example, Espelage, Holt, 
and Henkel (2003) demonstrated that early adolescent boys and girls 
affiliate with peers who are aggressive (i.e., bully and fight) at the same 
frequency and also that the peer context influenced youths’ own aggres-
sive behavior, especially for bullying. Furthermore, Snyder, Horsch, and 
Childs (1997) found that children affiliated with peers who were simi-
lar to themselves in their levels of aggression, although children high in 
aggression had difficulty establishing mutual friendships. Moreover, the 
amount of time children spent interacting with aggressive peers predicted 
increases in their own aggression levels three months later.

Although aggressive youth have friends who are also aggressive, it 
is not always clear whether this is due to an active selection process or 
to “default” selection (i.e., nonaggressive peers refuse to be friends with 
aggressive youth, so aggressive peers are chosen by default). Sijtsema, 
Lindenberg, and Veenstra (2010) evaluated these competing explanations 
among boys, finding that highly aggressive boys preferred peers who 
were not particularly high or low on aggression but ended up with friends 
who were aggressive, consistent with a default selection process. As these 
authors note, although aggressive boys prefer supportive friends, they end 
up in friendships with the least supportive peers.

Substantial evidence documents the importance of peer socialization 
of aggression and problem behaviors (e.g., substance use), even when con-
trolling for selection effects (Gifford- Smith, Dodge, Dishion, & McCord, 
2005). Dishion and Tipsord (2011) reviewed evidence that children’s peer 
interactions contribute to increases in aggression during childhood and 
in serious problem behaviors (e.g., violence, drug use, delinquency) dur-
ing adolescence. Peer deviancy training may be one mechanism that 
underlies this effect (see Dishion & Tipsord, 2011).

Although studies of romantic relationships are relatively scant, it 
appears that selection and socialization processes in romantic relation-
ships also play a role in youths’ problem behaviors. For example, Wargo 
and colleagues (2010) followed middle school youth over 11 months, 
assessing adolescents and their romantic partners both before and after 
their relationships were initiated. Findings emerged mainly for eighth 
graders, indicating that adolescents and their partners were initially alike 
on alcohol use and that over time romantic socialization effects emerged 
for their cigarette use and behavioral problems.

Summary

Youths’ close friends and romantic relationships influence their psycho-
logical adjustment and are important to consider in clinical contexts. As 
growing evidence indicates, both peer selection and socialization pro-
cesses play a role in youths’ psychological adjustment and contribute to 
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and maintain internalizing and externalizing problems. At the same time, 
there also appears to be some differentiation of internalizing versus exter-
nalizing problems. For externalizing problems, selection can apparently 
occur through a less active “default” peer selection process, whereas it is 
not yet known whether a “default” process is also at play for internalizing 
problems. There is also differentiation in the ways in which peer socializa-
tion occurs, with processes such as corumination playing a role in inter-
nalizing problems and deviancy training playing a role in externalizing 
problems.

Overall, current evidence supports the idea that natural peer pro-
cesses (i.e., selection, socialization) could be viewed as transdiagnostic 
mechanisms that contribute to the development and maintenance of 
diverse psychological disorders in youth. Important directions for further 
research include conducting multiwave prospective studies that examine 
underlying mediators and moderators of the associations between peer 
variables and youths’ dysfunction. Such work would allow for better speci-
fication of the pathways linking youths’ friendships and romantic rela-
tionships with their psychological adjustment. Major challenges in this 
area of research are the difficulty of controlling for comorbid conditions 
and the difficulty of jointly modeling how changes in peer variables influ-
ence changes in psychological symptomatology over time.

clinical implications for assessment and Treatment

Within a transdiagnostic framework, assessing youths’ peer relationships 
and close friendships should be an essential component of any compre-
hensive assessment process. Most professionals will encounter youth with 
substantial social dysfunction in clinical practice, even if it is not articu-
lated as part of the referral problem. For this reason, it is advisable to 
screen youth for social dysfunction early in the assessment process. When 
social problems are evident, a more detailed evaluation of social function-
ing would be indicated, and some form of social intervention should be 
considered as part of the overall treatment plan.

Screening and assessment of Youths’ Peer relations

We recently provided a detailed overview of measures that assess youths’ 
peer influences and how they can be applied in clinical situations (La 
Greca, Lai, Chan, & Herge, 2013; also see La Greca & Prinstein, 1999). 
Here we discuss the assessment processes more generally, along with the 
kinds of information that would be useful to planning interventions.

In terms of initial screening for youths’ peer relations, it is important 
to determine: (1) how youth are viewed by peers and classmates (i.e., levels 
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of peer acceptance/rejection), (2) whether youth are experiencing PV, and if 
so, what types and how often, (3) whether youth have close friends or romantic 
attachments, and the qualitative features of these relationships, and (4) 
what youths’ friends (and romantic attachments) are like. Most of this infor-
mation can initially be obtained from youth and parent reports. Identi-
fied problem areas might be followed by more detailed assessments (see 
La Greca et al., 2013).

Because peer relations are interactive, it will be important to under-
stand not only youth characteristics that could contribute to problematic 
peer relations (e.g., poor social skills, threat perceptions, social avoid-
ance) but also the contextual and transactional factors that could play a 
role in youths’ peer relation difficulties (e.g., aggressive or deviant peer 
group, lack of school reporting procedures for PV). Interventions may 
need to address both the youths’ characteristics and the broader peer/
social context in order to be effective.

Furthermore, it is important to identify areas of strength in peer rela-
tions, such as close, supportive friendships. Support from close friends has 
been found to buffer the adverse impact of stress (e.g., Adams, Santo, & 
Bukowski, 2011; La Greca, Silverman, Lai, & Jaccard, 2010). Thus enhanc-
ing peer friendships might represent an important transdiagnostic treat-
ment strategy for youth with diverse emotional and behavioral problems.

transdiagnostic treatment Issues for Peer rejection 
and Victimization

When youth are rejected by peers or victimized, part of the transdiag-
nostic intervention strategy might be to address the broader peer con-
text by improving peer reputation, as well as addressing individual concerns 
by enhancing positive interaction skills and reducing annoying or interfering 
behaviors. Negative peer reputations, once established, are difficult to 
alter, and enhancing youths’ social skills alone has a limited impact on 
peer acceptance (see Spence, 2003). Furthermore, studies indicate that 
evidence- based interventions may be less effective with peer- rejected 
youth, who have been found to demonstrate significant long-term impair-
ments (Mrug et al., 2012). On the other hand, it may be difficult to 
improve youths’ peer reputations, even with new peers, if the interper-
sonal or behavioral difficulties that contributed to the problem initially 
(e.g., aggressive behavior, poor social skills, impulsive or avoidant behav-
iors) are not addressed.

There are several strategies for broadly improving youths’ peer reputa-
tions. First, peer buddying or peer- pairing strategies encourage youth to 
associate with higher status or more accepted peers and have been used in 
evidence- based intervention programs (Beidel, Turner, & Young, 2006). 
In school, teachers could identify a “buddy” or well- accepted classmate 
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who could work with target youth on classroom projects and activities. 
Outside of school, parents might facilitate their child’s interactions with 
youth who are well accepted (e.g., invite them to social activities). Older 
youth and adolescents might be encouraged to pair up with a more 
accepted peer in school who can facilitate their social connectedness.

A second strategy for improving youths’ peer reputations is to ensure 
that school policies and procedures discourage peer aggression, and espe-
cially PV and bullying. For example, teachers and peers should be encour-
aged to take a stand when they see youth victimizing others (see www.
stopbullying.gov; United States Health and Human Services, 2013). School 
bullying intervention programs have demonstrated modest positive out-
comes, although they are more likely to influence knowledge, attitudes, 
and self- perceptions than actual bullying behaviors (Merrell, Gueldner, 
Ross, & Isava, 2008).

An additional strategy, used after other strategies have been 
attempted, would be to change youths’ classroom or school placements. 
For elementary school youth, this might be a change of classroom; for 
older youth, this might entail changing multiple classes or even changing 
schools. The idea is to allow the youth to start “fresh” with a new peer 
group. This strategy should be implemented in close consultation with 
school professionals, parents, and youth, to facilitate youths’ transition to 
a new setting.

Strategies for improving youths’ positive interaction skills might include 
social skills training to increase friendship initiation and to help youth 
develop more positive and less negative peer interaction skills. Evidence 
suggests that “social and emotional learning” benefits a wide range of 
youth and improves school adjustment (Durlak, Weissberg, Dymnicki, 
Taylor, & Schellinger, 2011). Interpersonal skills training is effective when 
the skills are socially valid and culturally sensitive to youths’ social con-
texts, when it helps youth identify target behaviors and the rationale for 
behaviors, and when it includes an adequate duration of training (see 
Spence, 2003).

Strategies for reducing youths’ annoying or interfering behavior will 
vary as a function of the diagnostic problem and may be addressed by 
relevant evidence- based interventions (e.g., Beidel et al, 2006; Masia- 
Warner, Fisher, Shrout, Rathor, & Klein, 2007). Interventions for aggres-
sive or impulsive youth also address relevant behavioral problems, such as 
decreasing disruptive classroom behavior and increasing positive behav-
iors such as sharing (see Pelham & Fabiano, 2008).

Finally, research is needed to identify effective coping strategies for 
youth experiencing peer rejection and PV, as the current literature is 
unclear regarding effective coping strategies. For example, some research 
suggests that youth should disclose their experiences of PV because non-
disclosure is related to feelings of loneliness (Vernberg, Ewell, Beery, 
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Freeman, & Abwender, 1995). Yet other research suggests that disclo-
sure leads to feelings of powerlessness, loneliness, and hopelessness 
(Kochenderfer- Ladd & Skinner, 2002). In addition, problem- solving 
strategies are effective for nonvictimized youth, but they are not effec-
tive for youth who are frequently victimized, perhaps because these chil-
dren may view situations as less controllable or more difficult to change 
(Kochenderfer- Ladd & Skinner, 2002).

transdiagnostic treatment Issues for Friendships and Other Close 
Peer relations

It is important for youth to have close friends, and the characteristics of 
youths’ friends influence youths’ adjustment. Youth who lack or are lim-
ited in their close friendships may need assistance in developing friend-
ship ties, such as by improving their interpersonal skills and by identify-
ing appropriate (i.e., well- adjusted, nonproblematic) peers for friendships.

Strategies for improving youths’ friendships may include social skills 
training (e.g., Beidel et al., 2006; Masia- Warner et al., 2007; Mrug et al., 
2012; Mufson et al., 2004) to improve positive interaction skills. These 
skills are important for making and keeping friends and for dealing with 
the stress and conflict that inevitably arise in close peer relationships (see 
Ladd, 1999). Similar interpersonal skills are important for developing 
romantic relationships (Kuttler & La Greca, 2004; Kuttler et al., 1999).

An additional strategy for improving and developing friendship ties 
is to increase youths’ opportunities for social interactions with potential 
friends (Updegraff, McHale, Crouter, & Kupanoff, 2001). Parents and 
teachers may identify appropriate peers and create opportunities for 
interaction (e.g., invite peers to play at home; encourage their child to sit 
with a classmate during lunch). Parents might also arrange play activities 
and social outings with potential friends. Enrolling youth in after- school 
activities (e.g., Scouts, dance, gymnastics) may increase exposure to desir-
able peers and foster friendships; for boys, it is associated with increased 
peer acceptance and greater propensity to engage in prosocial activities 
(Ladd & Hart, 1992). This strategy has the added advantage of develop-
ing youths’ areas of strength or expertise (e.g., artistic and athletic skills) 
that could be highly valued by the larger peer group.

Parents have less control over adolescents’ peer networks. Friendship 
facilitation strategies for parents of adolescents should include knowledge 
of adolescents’ friendships. Parents may monitor social interactions (e.g., 
show an interest in friends, get to know friends). Parents may also include 
adolescents’ friends in family outings and activities. Moreover, it is useful 
to evaluate and understand adolescents’ crowd affiliations, as these affili-
ations reveal the kinds of pressures they experience (e.g., “brains” may 
feel pressured to perform well in school) and the kinds of teens available 
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for social contacts and friendships. Also, adolescents themselves may be 
encouraged to find friends who are “like them” and to develop friend-
ships.

conclusions

In this chapter, we described how peer processes influence the develop-
ment or maintenance of social and emotional problems across disorders. 
We described key aspects of peer relations (e.g., friendships, acceptance) 
and how problematic peer relations are both theoretically and empirically 
linked to child and adolescent disorders. Finally, we noted the importance 
of assessing key aspects of youths’ peer functioning and offered some 
strategies that could be incorporated into a transdiagnostic approach to 
clinical intervention.

Youths’ social functioning is not typically addressed in a clinical con-
text, and, in fact, peer functioning is often relatively overlooked in com-
parison with other presenting problems. However, we have highlighted 
the fact that social problems are prevalent across numerous disorders 
and should always be an important consideration in treatment planning. 
Initial assessments may reveal problem areas in peer functioning, but 
they may also reveal areas of strength. Both strengths and weaknesses in 
peer functioning should be considered in treatment planning. Screening 
should also include questions about adolescents’ romantic relationships, 
which may be a source of either stress or support (Furman et al., 2009; La 
Greca, Davila, Landoll, & Siegel, 2011).

Furthermore, it is imperative for clinicians and researchers to remain 
“conversant” and up-to-date with modern technology in order to under-
stand how this plays a role in youths’ social interactions. Technology is 
changing how youth communicate and socialize. For example, among 
youth ages 12–17, 93% use the Internet and close to three- quarters of 
online youth use social networking sites (Lenhart, Purcell, Smith, & Zick-
uhr, 2010). Clinicians and researchers need to understand how technol-
ogy plays a role in youths’ peer relationships and how technology may 
lead to the underdevelopment of important social skills (e.g., lack of “in 
person” communication, difficulties negotiating conflict) or miscommu-
nication (e.g., misinterpretation of online communication due to lack of 
social cues).

Finally, both clinicians and researchers are encouraged to consider 
focusing on the broader peer contexts within which youth function. Inter-
ventions for social problems have tended to be limited to the individual 
or dyadic interactions of target youth (e.g., social skills training, decreas-
ing annoying or interfering behavior). Youths’ broader social- level con-
text presents a fruitful area to target in both interventions (e.g., school 
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bullying programs, increasing youths’ interactions with peer groups out-
side the classroom) and in research.
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c h a P t e r  7

Mindful Parenting  
in the Development and Maintenance 

of Youth Psychopathology

Justin D. Smith and Thomas J. Dishion

Transdiagnostic models of family process focus on the shared dynamics, 
functions, and structure of interaction patterns related to various forms 
of youth psychopathology. The promise of a transdiagnostic approach 
lies in the development of prevention and intervention strategies that 
address multiple adjustment difficulties in children and adolescents (Chu, 
2012; Dishion & Stormshak, 2007). In this chapter we propose mindful 
parenting as a superordinate construct that describes parents’ efforts to 
self- regulate their own emotions, needs, and automatic reaction patterns 
in the interest of promoting the short- and long-term well-being of their 
children. While developing interventions for families, our research team 
at the Child and Family Center has organized family management into 
three broad domains: positive behavior support, healthy limit setting and 
parental monitoring, and family relationship building (Dishion, Storm-
shak, & Kavanagh, 2012). In this chapter we have organized our discus-
sion of mindful parenting into a brief review of these domains as they 
apply to the concept of mindful parenting in transdiagnostic models of 
youth psychopathology. The chapter culminates with a critical analysis of 
the current state of research in this area and with proposed future direc-
tions for empirical inquiry.
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The concept of mindful Parenting

Mindful parenting extends the concept of mindfulness (Kabat-Zinn, 2003) 
to describe a parent’s ability to be aware, to self- regulate, and to navi-
gate the interpersonal issues (self and other) in parenting (Kabat-Zinn & 
Kabat-Zinn, 1997; Steinberg, 2004). Being proactive and monitoring chil-
dren and adolescents is certainly a core aspect of mindful parenting, as is 
being aware of and compassionate about the short- and long-term needs 
of youth. It is likely that over time all cultures derived unique strategies 
for effective parenting, and therefore the instantiation of mindful parent-
ing is likely to vary depending on socioeconomic and cultural context.

The model of mindful parenting put forth by Duncan, Coatsworth, 
and Greenberg (2009) posits that “parents who can remain aware and 
accepting of their child’s needs through the use of mindfulness practices 
can create a family context that allows for more enduring satisfaction and 
enjoyment in the parent– child relationship” (p. 256). Mindful parenting, 
therefore, fosters higher quality relationships within families. Dishion 
and colleagues (2011) present a model of mindful parenting that further 
differentiates the parenting skills and intrafamilial processes involved, 
the elements of which are discussed in the remainder of this chapter and 
depicted in Figure 7.1. We believe positive behavior support, parents’ 
healthy limit setting, and family relationship building comprise a testable 
latent construct of mindful parenting.

The core skills and processes involved in mindful parenting are a 
transdiagnostic mechanism, the lack of which contributes to the devel-
opment, amplification, and maintenance of youth psychopathology. 

FIGUrE 7.1. The elements of mindful parenting and the relationship to psycho-
pathology and family functioning.
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Conversely, Dumas (2005) proposed that fostering everyday mindful par-
enting practices can improve the effectiveness of interventions targeting 
parenting practices, suggesting that they are likely to be a mechanism of 
change for various disorder classes. To date, mindfulness- based parent-
ing interventions have been shown to be effective for improving family 
functioning, parenting practices, parenting satisfaction, and mindful par-
enting skills (see Coatsworth, Duncan, Greenberg, & Nix, 2010).

Parental reactivity and Youth Psychopathology

It is assumed that all forms of youth psychopathology are multideter-
mined and have significant genetic and environmental roots (e.g., Rutter, 
2006). A multilevel analysis of psychopathology suggests that gene, brain, 
and environment work together to shape underlying mechanisms that in 
turn form typical and atypical development (Cicchetti, 1993, 2008). Of 
interest, however, is the ubiquity of parenting processes that can amplify 
genetic vulnerabilities. From a relationship perspective of developmental 
psychopathology, evidence is clear that a key dimension of the environ-
ment is reactive and conflictual close relationships (Beach et al., 2006). 
Parent reactivity is intrinsic to parent– child conflict but can also be an 
essential aspect of neglect. Parents who are consumed by the concerns 
of their personal life can neglect or ignore the needs of their children. 
Often, neglect and conflict go hand in hand: cycles of neglect can lead 
to severe conflict once a conduct problem is fully developed (Dishion & 
Patterson, 2006).

Parent reactivity is implicated in the development and amplifica-
tion of all forms of youth psychopathology, including disruptive behavior 
disorders (e.g., Frick & Loney, 2002; Johnston & Mash, 2001; Patterson, 
1982; Smith & Farrington, 2004), unipolar and bipolar depression (e.g., 
Alloy, Abramson, Smith, Gibb, & Neeren, 2006; Goodman & Gotlib, 
1999; Radke- Yarrow, Ricters, & Wilson, 1988; for a review, see Restifo 
& Bogels, 2009; Sheeber & Sorenson, 1998), substance abuse disorders 
(e.g., Dishion, Capaldi, & Yoerger, 1999; Liddle & Dakof, 1995), attention- 
deficit/hyperactivity disorder (ADHD; e.g., Lindahl, 1998), borderline 
personality disorder (Crowell, Beauchaine, & Lenzenweger, 2008), and 
schizophrenia (Asarnow & Kernan, 2008; Doane, Goldstein, Miklowitz, 
& Falloon, 1986; Falloon et al., 1985). Addressing fractured, conflictual 
familial relationships is central to attachment (Bowlby, 1980) and to social 
learning theories (Patterson, 1982; Patterson, Reid, & Dishion, 1992) with 
regard to development of psychopathology in children and adolescents.

The literature about parenting is vast, and a thorough discussion of 
the conceptual and measurement issues underlying a science of parenting 
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is beyond the scope of this chapter. It is likely that much of the debate 
about which parenting constructs are the most important to children’s 
development may actually be related to problems of measurement (Dish-
ion, Burraston, & Li, 2003). The literature regarding parenting practices 
is challenging to integrate, given inconsistent measurement practices and 
construct definitions, which we discuss in greater detail later in this chap-
ter, but there is ample evidence to support the assertion that family pro-
cesses are basic mechanisms involved in the etiology of common youth 
mental health disorders and can therefore be the targets of family- based 
transdiagnostic interventions.

We discuss the concept of mindful parenting as it applies to fam-
ily management practices, a term originally introduced by Patterson and 
colleagues (1992). The key features of family management are parents’ 
efforts to monitor and attend to children’s behavior and whereabouts, 
to consider what is being learned (or conditioned) in a situation, and to 
respond patiently and with a vision for the future that integrates com-
passion for the child with beneficence for the child and family. Such an 
approach to parenting requires motivated awareness, self- regulation, and 
vigilance about the present, similar to the concept of mindfulness often 
used in psychology and associated with a state of mind cultivated in medi-
tation. The key that links the concept of individual mindfulness with fam-
ily management is attention to the present detail and responding out of 
awareness rather than from emotional reactivity. It is not surprising that 
parenting, a process that accounts for successful education of youth and 
maintenance of peaceful community, would require a set of skills also 
found useful for establishing and maintaining psychological well-being. 
To activate mindful parenting, focus is shifted to the interpersonal inter-
action dynamics of one’s family, including those among adult partners 
and especially those that involve parents and children.

Our model of mindful parenting incorporates three key parenting 
processes that have been empirically demonstrated to be tied to the devel-
opment and maintenance of youth psychopathology: (1) positive behavior 
support, which involves paying attention to children’s positive behavior, 
proactively setting up situations for children’s success and enjoyment, and 
being responsively contingent when noticing positive behavior; (2) healthy 
limit setting, which includes parents’ efforts to proactively structure chil-
dren’s lives to ensure that they are supervised by adults and to safeguard 
them from potential risks and dangers; and (3) family relationship build-
ing, which consists of daily efforts to communicate with family members 
in such a way as to increase mutual understanding and compassion and 
to solve problems peacefully, considering each family member’s point of 
view. Unlike with individual mindfulness, mindful parenting involves 
focusing attention on parent– child transactions rather than on the self.
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Positive Behavior Support

Positive behavior support is a prevalent and effective behavior manage-
ment principle that emphasizes the use of nonaversive, reinforcing adult–
child interactions (e.g., Horner & Carr, 1997; Sugai, Horner, & Sprague, 
1999). A core aspect of parenting is to be attentive to children’s efforts, to 
be aware of their “zones of proximal development,” and to acknowledge, 
reinforce, and support their prosocial efforts. Positive behavior support 
includes parenting behaviors such as warmth, praise, positive reinforce-
ment, and monitoring. Integral to positive behavior support and to all 
parenting practices is to proactively offer children opportunities to be 
successful and to provide learning opportunities and situations that are 
rewarding and that minimize conflict and negative interactions (Gard-
ner, 1987). At the foundation of positive behavior support is parents’ 
willingness to make effective requests of their children or adolescents 
and to reinforce positive child behaviors consistent with those requests. 
The literature describing the relationship between positive behavior sup-
port and related parenting constructs and later development of problem 
behaviors during childhood and adolescence is quite robust. Although an 
exhaustive review of this topic is well beyond the scope of this chapter, 
following are mentions of notable studies and conceptual models of posi-
tive behavior support that have emanated from research conducted at the 
Child and Family Center and its affiliates. Shaw and Gross (2008) found 
that negative and neglectful parenting practices of children at 2 years 
old are prognostic of later problem behaviors (e.g., interpersonal aggres-
sion, violent crime). Lack of warmth and positive involvement during 
early childhood is associated with later problem behaviors (e.g., Gardner, 
Sonuga-Barke, & Sayal, 1999; Gardner, Ward, Burton, & Wilson, 2003; 
Kashdan et al., 2004; Stormshak, Bierman, McMahon, & Lengua, 2000). 
Similarly, lack of parental involvement and inconsistent discipline prac-
tices have been implicated in the etiology of disruptive behavior disorders 
in youth (Connor, 2002).

The literature also provides empirical findings regarding the relation-
ship between positive behavior support and unipolar and bipolar depres-
sion. Given its close link to the immediate family context, depression in 
youth ought to be associated with family functioning (Stark, Swearer, 
Kurowski, Sommer, & Bowen, 1996). Cicchetti and Toth (1998) proposed 
that the quality of caregiving an infant receives contributes to variations 
in neurobiological growth and development of the infant’s brain, which 
results in greater risk for developing depressive symptoms later in life. 
Parenting practices are associated with the later development of depres-
sive disorders (e.g., Garber, Robinson, & Valentiner, 1997; Kim & Ge, 
2000) and with the co- occurrence of depression and conduct problems 
(Ge, Best, Conger, & Simons, 1996). Connell and Dishion (2008) found 
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that levels of adolescent depression were significantly diminished as a 
result of an intervention aimed at increasing positive behavior support 
to reduce externalizing behavior problems. The reduction in depression 
that has been found to occur with these interventions seems to be a collat-
eral benefit of having improved positive behavior support within the fam-
ily. Another example of this phenomenon comes from a study by Shaw, 
Connell, Dishion, Wilson, and Gardner (2009), who found that improve-
ments in positive parenting were associated with reductions in the care-
giver’s depressive symptoms. Other collateral benefits of increasing posi-
tive behavior support can also be found in the intervention literature. For 
example, Lunkenheimer and colleagues (2008) found an indirect effect 
between improved positive behavior support and child language develop-
ment and inhibitory control. A growing body of evidence supports the 
assertion that positive behavior support is a transdiagnostic mechanism 
associated with a host of important child and adolescent mental health 
indicators and multiple disorder classes, including anxiety, externalizing 
behaviors, and depression (e.g., Wood, McLeod, Sigman, Hwang, & Chu, 
2003).

Mindful parenting is fundamental to positive behavior support strat-
egies. Mindful parents demonstrate compassion for their child by being 
aware of the positive impact of reinforcing desired behaviors regardless of 
the child’s competing emotions or demands for attention at the time. In 
many cases, this approach requires that parents actively inhibit more auto-
matic responses when they feel the child is not listening or is purposely 
defying family rules and expectations. Becoming more aware of one’s 
emotional reactions to the child and how this awareness can subsequently 
lead to specific, improved responses is a defining behavior of the mindful 
parent and a core skill promoted in traditional mindfulness practices.

Parental Healthy Limit Setting

The core component of healthy limit setting is monitoring children’s 
behavior and whereabouts and safeguarding one’s children. Parental mon-
itoring is a term coined by Gerald Patterson in the 1980s (Patterson, 1982; 
Patterson & Stouthamer- Loeber, 1984) to denote parents’ overall involve-
ment with their children and their direct and indirect knowledge of their 
children’s safety, behavior, feelings, experiences, and whereabouts (for 
a review, see Dishion & McMahon, 1998). Lack of parental monitoring 
of adolescents has been shown to be highly predictive of externalizing 
behavior problems in boys and in girls (Fosco, Stormshak, Dishion, & 
Winter, 2012; Kerr & Stattin, 2000) and is a known correlate of aggres-
sion and antisocial behaviors in children (Connor, 2002). Internalizing 
problems are also associated with the absence of monitoring: Kim and 
Ge (2000) found that increased use of parental monitoring and inductive 
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reasoning practices reduced the risk of youth depression. DiClemente 
and colleagues (2001) found that adolescents who perceived less parental 
monitoring were more likely to endorse engaging in risky sexual behav-
iors and to test positive for a sexually transmitted disease. They also found 
that less monitoring was associated with greater rates of substance use, 
which is consistent with the findings of other researchers (e.g., Chilcoat 
& Anthony, 1996; Kiesner, Poulin, & Dishion, 2010; Lac & Crano, 2009; 
Tobler & Komro, 2010). In a similar vein, Caruthers, Van Ryzin, and Dish-
ion (in press) found that improving parental monitoring by implement-
ing a brief intervention during early adolescence resulted in less high-risk 
sexual behaviors reported during early adulthood. Brody (2003) found 
that changes in monitoring were related to changes in child externalizing 
behaviors over time. He also found that children with difficult tempera-
ments (e.g., low levels of self- regulation) benefited most from parental 
monitoring. That is, the relationship between difficult temperament and 
externalizing behavior was weaker in well- monitored homes.

Contemporary parent and family intervention models that target 
parental monitoring also help parents take constructive action in the 
form of setting healthy limits. Externalizing and internalizing problems 
occur at a much higher rate when youth experience inconsistent and 
harsh parental discipline practices (Connor, 2002; Garber et al., 1997) 
and negative, physically aggressive punishment strategies (Kashdan et al., 
2004; Stormshak et al., 2000). Monitoring might have particularly impor-
tant implications for high-risk youth. Increasing parental monitoring has 
been found to prevent early-onset substance abuse by high-risk adoles-
cents (Dishion, Nelson, & Kavanagh, 2003). In a longitudinal study, Laird, 
Criss, Pettit, Dodge, and Bates (2008) found that better parental mon-
itoring attenuated the relationship between the influence of a deviant 
peer group and adolescent delinquent behaviors. The collective empirical 
knowledge regarding the relationship between parental monitoring and 
various youth mental health and behavioral problems indicates that moni-
toring plays a prominent role in the development of these problems and 
could prove to be a robust mechanism of change in parenting and family- 
based interventions. To a large extent, mindful parenting contributes to 
parental monitoring practices. Parents who are more mindful are likely to 
appreciate the positive, long-term outcomes of monitoring their children 
and setting healthy limits, even though these practices can be a source of 
parent– child disagreement at a time when a less mindful parent might 
feel compelled to retract a limit he or she had set.

Family relationship Building

The literature is quite clear that poor family relationships lead to 
increased incidence rates of youth psychopathology. Conflict is inevitable 
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in close relationships, and the way in which it is resolved determines the 
course of a relationship. A parent’s emotional reactivity is one of the best 
predictors of poor resolution of conflict (Forgatch, 1989). The coercion 
model is one way to understand problematic family relationship dynam-
ics (Patterson et al., 1992). Coercive parenting practices have been linked 
to the development and maintenance of nearly all common disorders of 
youth (Cummings, Davies, & Campbell, 2000). The coercive- parenting 
model continues to guide several parenting interventions for a variety of 
youth disorders and is supported by several cross- sectional and longitudi-
nal studies (see Campbell & Patterson, 1995, for a review). The first step 
a parent takes in the coercion cycle is to react emotionally to the behavior 
of the child. When a behavior upsets parents, they may react in a variety 
of ways: they may completely avoid discussing the situation and be angry, 
do something to hurt the youth (e.g., yelling, hitting, name calling), or 
make requests or demands that are unclear, blaming, or unrealistic and 
that lead to more conflict. In turn, the child’s behavior continues or even 
escalates, depending on parents’ reactions. When parents take a mindful 
approach, they may be able to disrupt the destructive cycle of negativity 
and disengagement that at times becomes automatic for some parent– 
child dyads (Dishion, Burraston, & Li, 2003). Ongoing involvement in 
coercive interactions segues to poorer quality parent– child relationships, 
and the youth can develop clinical- level problem behaviors or maintain 
those behaviors that are already reinforcing the cycle of coercion in the 
family (Patterson et al., 1992).

Conflict can be inherent in the coercion cycle. Familial conflict has 
been implicated in the development of unipolar and bipolar depression 
(e.g., Du Rocher Schudlich, Youngstrom, Calabrese, & Findling, 2008; 
Geller et al., 2002; Sheeber, Hops, Alpert, Davis, & Andrews, 1997; Sheeber 
& Sorenson, 1998), substance use (e.g., Repetti, Taylor, & Seeman, 2002), 
schizophrenia (Asarnow & Kernan, 2008), borderline personality disorder 
(e.g., Weaver & Clum, 1993), and conduct problems (e.g., Bank, Burraston, 
& Snyder, 2004; Garcia, Shaw, Winslow, & Yaggi, 2000; Rubin, Burgess, 
Dwyer, & Hastings, 2003). Conflict reciprocally influences the other ele-
ments of mindful parenting; for example, parents in conflict- filled rela-
tionships with their youth may be more likely to disengage, which can 
contribute to less parental monitoring and greater risk for youth conduct 
or substance use problems (Dishion, Nelson, & Bullock, 2004). Similarly, 
conflict contributes to poorer relationships between youth and caregivers, 
which inhibits caregivers’ ability to effectively set healthy limits. Barnes, 
Brown, Krusemark, Campbell, and Rogge (2007) found that more mind-
ful individuals were more likely to respond constructively to stress in inter-
personal relationships. Increased use of problem- solving skills in the pres-
ence of stress and conflict can disrupt the coercion cycle and result in 
better outcomes for the child and the family. These findings suggest that 
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increasing parents’ capacity for mindful parenting is likely to be a key in 
the treatment of youth psychopathology when conflict, poor relationships, 
and a lack of positive behavior support pervade the family system.

mindful Parenting as a mechanism of change 
in family‑Based intervention

The significance of improved family functioning as a mechanism of 
change with respect to youth problems is a long-held, core assumption 
among family systems theorists (e.g., Henggeler & Borduin, 1990; Mann, 
Borduin, Henggeler, & Blaske, 1990; Sholevar, 2003), yet the literature 
provides relatively few empirical findings to support this assumption 
(e.g., Kazdin, 2005; Kazdin & Nock, 2003; Shirk & Russell, 1996; Weisz, 
Huey, & Weersing, 1998). Identifying common mechanisms of change 
is perhaps the key to developing effective transdiagnostic treatment 
approaches for youth psychopathology. Yet to date, the evidence from 
disorder- specific treatment models that target family processes is some-
what mixed, even though clinicians and researchers generally believe in 
the importance of including caregivers and families in the treatment of 
youth psychiatric disorders. Despite this belief, the paucity of studies that 
include parents in treatment, let alone include them as agents of change, 
has been noted in recent reviews (Diamond & Josephson, 2005; Restifo 
& Bogels, 2009; Sander & McCarty, 2005). For example, the family is 
involved in any capacity in less than one-third (32%) of treatments for 
youth depression (Sander & McCarty, 2005). Likewise, only 11% of stud-
ies reviewed by Weisz, McCarty, and Valeri (2006) included the family in 
treatment as agents of change.

Literature that identifies family processes as mechanisms of change 
in the treatment of youth psychopathology is limited, yet encouraging. 
Family processes have been shown empirically to mediate the relation-
ship between treatment and outcome in family- based interventions for 
conduct problems in youth (e.g., Barlow & Stewart- Brown, 2000; Dishion 
et al., 2008; Woolfenden, Williams, & Peat, 2009), substance abuse disor-
ders (e.g., Liddle, 2004; Liddle & Dakof, 1994), attention- deficit/ hyper-
activity disorder (e.g., Pelham, Wheeler, & Chronis, 1998), schizophrenia 
(e.g., McFarlane, Dixon, Lukens, & Lucksted, 2002; Pharoah, Mari, Rath-
bone, & Wong, 2010), and anxiety disorders (e.g., Ginsburg & Schloss-
berg, 2002). The literature about disruptive behavior disorders is the 
most robust in this regard. Many empirically supported treatments for 
disruptive behavior in youth target multiple levels, most commonly the 
child and parent but at times the family as a whole (e.g., Compton et al., 
2004; Loeber, Burke, & Pardini, 2009; Pardini, 2008). The most successful 
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treatment models typically include intervention components for both the 
child and the parents (see Pardini, 2008, for a review), and interventions 
focused exclusively on the child are not promising (Burke, Loeber, & Bir-
maher, 2002). Parenting practices, specifically those elements that make 
up our mindful parenting construct, have been implicated as mechanisms 
of change in family interventions for disruptive behavior disorders (e.g., 
Dishion, Nelson, & Kavanagh, 2003; Dishion, Patterson, & Kavanaugh, 
1992; Dishion et al., 2008; Gardner, Burton, & Klimes, 2006; Gardner, 
Shaw, Dishion, Burton, & Supplee, 2007; Huey, Henggeler, Brondino, & 
Pickrel, 2000; Mann et al., 1990; Smith, Dishion, Moore, Shaw, & Wil-
son, 2013; Smith, Dishion, Shaw, & Wilson, in press; Stoolmiller, Duncan, 
Bank, & Patterson, 1993). However, treatments for other common youth 
disorders often disregard the family and seldom target family processes 
as mechanisms of change.

A relatively strong relationship exists between mindfulness, its 
related processes, and psychopathology (see Aldao, Nolen- Hoeksema, & 
Schweizer, 2010, for a review). This connection has generated a number of 
interventions that target parent and youth mindfulness as a mechanism 
of change. Mindfulness- based interventions for children and adolescents 
have an inherently intrapsychic focus as opposed to the interpersonal 
focus of mindfulness- based interventions for parents, which emphasize 
mindfulness in the context of interactions and relationships within the 
family. Empirical evidence suggests that mindfulness- based interventions 
are effective for reducing individual psychopathology and improving fam-
ily functioning in youth (e.g., Burke, 2010; Lee, Semple, Rosa, & Miller, 
2008; Singh, Singh, et al., 2010) and in parents (Cohen & Semple, 2010; 
Dumas, 2005; Singh, Lancioni, et al., 2010). The preliminary success of 
these mindfulness- based family interventions suggests that mindful par-
enting is likely to be an important mechanism of change in family- based 
intervention approaches for various disorder classes and problematic 
family relationships.

future research on family Processes as Transdiagnostic mechanisms 
of change

As transdiagnostic interventions become more prevalent in the child and 
adolescent behavioral arena, the need to better understand common fam-
ily processes that contribute to youth problems will increase. To meet this 
need, these processes must be more effectively targeted by intervention 
and prevention efforts. Intervention scientists would do well to draw on 
the developmental and family process literature as they design and test 
treatment protocols for youth disorders. This approach is particularly 
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apt for transdiagnostic treatments, which target common processes in an 
effort to address complex symptom presentations. If intervention scien-
tists are to benefit from this research, epidemiologists and developmental 
scientists must broaden the scope of their work beyond single disorders 
and disorder classes to include developmental models of comorbid disor-
ders and common symptom profiles.

Construct and measurement issues are one of the challenges inher-
ent in establishing a research agenda for family processes and youth psy-
chopathology. As an example, measures of mindful parenting are needed 
that are not culturally narrow. A mixed- method approach grounded in 
observation is well suited to the problem of conceptualizing and measur-
ing mindful parenting (Dishion & Patterson, 1999). The first step is to 
conduct cross- cultural studies that document the instantiation of mindful 
parenting in a variety of cultural and socioeconomic settings. Classic work 
by Whiting is an example of this approach (Whiting & Edwards, 1988), 
as is the early work of Ainsworth (1989). The second step is to develop 
measures that would capture the core dimension of mindful parenting 
by using both observational measurement and self- report methods (inter-
view, questionnaire, etc.). This step involves measuring other domains 
of parenting, such as positive behavior support, healthy limit setting and 
monitoring, and relationship building. With respect to validity, one must 
determine whether the mindful parenting measure can be differentiated 
from other core dimensions of parenting and whether a superordinate 
factor model fits the data. The third and final step would be to design sys-
tematic intervention studies that attempt to increase mindful parenting 
to determine whether it can be addressed in prevention and intervention 
studies and to identify the extent to which youth benefit from parents’ 
increased mindfulness. It is possible that for some families, increasing 
awareness and consciousness under some circumstances could increase 
irritability and negativity, and therefore conflict. Additional research is 
needed to better understand these relationships.

Currently, the literature contains a number of self- report measures 
of constructs that are likely related to mindful parenting practices, such 
as the parent’s general mindfulness (e.g., Brown & Ryan, 2003) and expe-
riential avoidance and acceptance of emotions (Cheron, Ehrenreich, & 
Pincus, 2009). Self- report measures probably tap a parent’s capacity for 
mindful parenting, but not necessarily mindful parenting behaviors. Our 
mindful parenting construct is measured solely by observable parenting 
practices and family interactions that demonstrate the act of mindful 
parenting. Examining the convergent validity between our construct and 
other measures and measurement methods (i.e., self- report) is a necessary 
step in understanding the link between a parent’s capacity for mindful-
ness and the ability to put this aptitude into practice in the context of his 
or her family.
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One exciting potential direction is to develop a program of research 
on the neuroscience of parenting. Not directly observable in most mea-
surement paradigms is the degree of intersubjectivity between a parent 
and child (Vygotsky, 1986). Intersubjectivity is the shared understanding 
between the parent and child about the interpersonal underpinnings 
of the relationship, mutual attachment and compassion, and values and 
norms. Much of self- regulation is enacted or entrained in the daily inter-
actions of close family members and is only barely available to conscious 
recall (Bargh & Williams, 2006). At times, self- regulation in families 
becomes conscious and effortful (e.g., Posner & Rothbart, 2000); how-
ever, these occurrences are likely to be only a fraction of the interpersonal 
dynamics that form the substrate of regulation in a close relationship.

Given that much of self- regulation involves analysis of neurocognitive 
processing over very short periods of time, there is a sense that affective 
neuroscience provides the scientific tools for understanding individual 
differences in parents’ ability to regulate emotion in the service of inter-
acting positively with their children (Amodio, 2011). Moreover, much of 
the action– reaction dynamic in parent– child interaction goes unseen in 
that parents and youth mutually self- regulate, for example when they 
work toward cooperation and comfort during times of stress. Although 
the concept of “internalization” has been key to socialization theories 
(Grusec & Goodnow, 1994; Hoffman, 1991; Kochanska, 2002), it has 
never been measured as a process. Paradoxically, mindful parenting may 
be best understood as an intricately developed unconscious process by 
which conscious self- regulation is required only to make minor changes 
in the course of the relationship interaction.

Understanding the measurement strategies and interpersonal dynam-
ics of mindful parenting will lead the way to understanding the ways in 
which these parenting behaviors lead to change. In the family intervention 
literature, greater attention must be given to family- based mechanisms of 
change. More exploration of the proposed mechanisms of change in fam-
ily treatment would provide a stronger empirical understanding of which 
treatment processes are actually contributing to observed improvements 
(Pinsof & Wynne, 2000). As we put forth in this chapter, there is evidence 
that the elements of mindful parenting are potentially key elements of 
family change processes. Innovative research designs capable of provid-
ing the necessary support for these parenting elements as mechanisms 
of change are needed. Developing transdiagnostic treatment models for 
youth psychopathology before strong evidence of common change mecha-
nisms is gathered may be somewhat hasty. However, in the current health 
care and economic climates the need is greater than ever to develop cost- 
effective, evidence- supported treatment approaches for children and ado-
lescents. Transdiagnostic intervention approaches certainly have a place 
in this changing landscape.
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Cognitive- behavioral therapy (CBT) has been applied to and evaluated 
for a wide variety of mental health problems seen in children and adoles-
cents. With early roots in behaviorism (see Benjamin et al., 2011), CBT 
has evolved into an integrative approach with developmental, social, fam-
ily, and of course cognitive and behavioral influences (Kendall, 2012b). 
In many ways, the results of research evaluations and clinical applications 
have guided the emergence of today’s CBT. With widespread application 
and favorable research evaluations (Kazdin & Weisz, 2010), CBT merits its 
status as an empirically supported treatment.

Despite the fact that most evaluations and supportive outcomes have 
to do with CBT applied to specific identified disorders, the guiding the-
ory behind CBT with youth (Kendall, 2012c) has more general applicabil-
ity. In keeping with the theme of this volume, the strategies that constitute 
CBT show similarities across targeted disorders and may be appropriate 
for transdiagnostic application. For the purpose of considering the trans-
diagnostic application of CBT with youth, consider the following over-
view regarding the diathesis– stress model and the several anxiety and 
depressive disorders.

From the CBT perspective it is hypothesized that anxiety and depres-
sive disorders arise from a combination of a diathesis that, in the presence 
of stress, leads to the expression of anxiety, depression, or both disorders. 
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There is no single common diathesis that explains the development of 
either disorder; rather, it is recognized that the diathesis may differ 
across youngsters. The diathesis could be faulty core beliefs, a deficit in 
information- processing abilities, a disturbance in brain structure or func-
tioning, failure to develop emotion regulation strategies, a deficit in prob-
lem solving, a lack of interpersonal skills, or a combination. The diathesis 
may develop from a genetic predisposition, a faulty learning history, a 
trauma history, or a combination of these and other influences. The stress 
may be acute, traumatic, or chronic and may stem from such factors as 
economic disadvantage, violence, parental psychopathology, health con-
cerns, interpersonal conflict or rejection, loss of a parent, moves, poor 
academic performance, and so forth. In short, there is no single diathesis 
or stress.

The stressful environment provides the context within which diathe-
ses form and is a necessary ingredient for the expression of disorder. For 
example, having a parent who has an anxiety disorder could provide the 
genetic predisposition. In addition, the parent with anxiety would likely 
fail to model effective emotion regulation and problem solving and would 
express or model his or her own fears, which might then be internal-
ized into the child’s belief system. Such parental expressions of worry as 
“That’s dangerous!” or “You’ll fail and embarrass yourself” would con-
tribute to the stressful environment. Thus the child would possess bio-
logical and psychological diatheses that would be experienced within the 
context of the stressful environment. The diathesis– stress model can be 
taken a step further and, with minor adjustments to the terms used, be an 
apt description of the core of a depressive disorder.

The cognitive- behavioral model includes an emphasis on a distur-
bance in the individual’s cognitive processing. Core beliefs, sometimes 
referred to as core schema or self- schema, direct the attention, focus, con-
tent, and processing of information. A core belief that is active in anxi-
ety disorders is one in which the individual perceives him- or herself as 
vulnerable to social and/or physical threat or danger (Beck, Emery, & 
Greenberg, 2005). This core belief leads the individual to be hypervigi-
lant and to expect and perceive danger in situations that are ambiguous 
or not truly threatening. The cognitive disturbance in various psychologi-
cal disorders can be differentiated along a continuum of time (Kendall, 
2012a). Anxiety disorders are characterized by an expectation that there is 
a possibility that something bad is going to happen and that the person 
does not have the capacity to prevent it from happening or to moder-
ate its emotional impact. This expectation occurs before the event. In 
contrast, core beliefs associated with depressive disorders are linked to 
notions such as “I’m unlovable,” “I’m worthless,” and/or “I’m helpless” 
(Beck & Alford, 2008). When undesirable things happen, the child with 
depression makes interpretations after the event about its causes (e.g., “it 
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happened because I am unlovable or worthless”) and about the future 
(e.g., “it is going to happen again because I am helpless to change it”). 
Thus the cognitive disturbance associated with depression happens after 
the event has occurred— as an attribution. Stated more strongly, an indi-
vidual with anxiety anticipates that undesirable events might occur and 
that he or she can’t handle them, whereas the individual with depression 
attributes previous undesirable events to some flaw in him- or herself that 
is thought to be permanent and therefore believes that the undesirable 
event is going to occur again in the future. Key to the cognitive- behavioral 
model, these cognitive disturbances then lead to, or at least contribute to, 
disturbances in emotion and emotion regulation, interpersonal relation-
ships, and the failure to engage in problem solving. In an unfortunate 
cycle, the individual’s disturbance in cognitive processing (inaccurate 
processing of information in the environment) provides what is mistaken 
for evidence that strengthens the faulty belief system.

Central to the transdiagnostic perspective is the idea that both anxi-
ety and depressive disorders share common features. They are charac-
terized by disturbance in cognition, affect regulation, problem solving, 
coping skills, and neurochemical functioning. Children with these disor-
ders are immersed in a stressful environment that supports the aforemen-
tioned disturbances. Given this model, it would make sense that the treat-
ment procedures used for these disorders share many common strategies 
and features.

Cognitive- behavioral therapy programs for depressive and anxiety 
disorders have many treatment components in common, and the order of 
presentation of the components during therapy for youth with either dis-
order follows a similar and logical progression. In fact, the treatment pro-
grams for depression (e.g., Brent et al., 1997; Clarke, Rohde, Lewinsohn, 
Hops, & Seeley, 1999; March, 2004; Stark, Stapleton, Fisher, Arora, & 
Krumholtz, 2011) and anxiety disorders (e.g., Barrett, 2004; Kendall, 
Hudson, Gosch, Flannery- Schroeder, & Suveg, 2008) are more similar 
than they are different. Treatments for depressive and anxiety disorders 
share the following major treatment components: (1) psychoeducation, (2) 
coping skills training, (3) problem- solving training, (4) cognitive restruc-
turing, and (5) behavioral strategies. Thus they have features that suggest 
a transdiagnostic approach, although this is not to imply that targeted 
CBT treatments for depressive disorders and for anxiety disorders are 
automatically transdiagnostic, or simply interchangeable, or that provid-
ing therapy for one child with an internalizing disorder is equivalent to 
providing therapy for another child with another internalizing disorder. 
The intervention plan for each child has to be individualized based on 
characteristics of the child, severity and duration of the disorder, pres-
ence of comorbidity, environmental stressors and supports, nature of the 
youngster’s skills deficits and cognitive distortions, and other variables. 
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This idiographic approach is important to CBT, as it has its roots in 
behavior therapy (Mahoney & Arnkoff, 1978).

efficacy of cBT across childhood disorders

The number of controlled evaluations of various child therapies has 
increased greatly over recent decades, and at the same time the qual-
ity of the research has improved (Kazdin & Weisz, 2010; Kendall & 
Comer, 2012). Data from a meta- analysis summarizing evidence from 
the National Institute of Clinical Excellence in the United Kingdom and 
other systematic reviews conclude that the best evidence is for the use 
of CBT for children and adolescents with generalized anxiety, depres-
sion, obsessive– compulsive disorder (OCD) and posttraumatic stress dis-
order (PTSD; Solomando, Kendall, & Whittington, 2008). With regard to 
externalizing disorders, the researchers found support for the use of CBT 
to treat preschool children with attention- deficit/hyperactivity disorder 
(ADHD) and for a media-based CBT to treat general behavioral problems 
in children.

Looking specifically at anxiety disorders in children, authors of meta- 
analyses have concluded that there is substantial evidence for using CBT 
for childhood anxiety (Cartwright- Hatton, Roberts, Chitsabesan, Fother-
gill, & Harrington, 2004). Chambless and Ollendick (2001) classified 
CBT and CBT plus family anxiety management as “probably efficacious” 
treatments. Ishikawa, Okajima, Matsuoka, and Sakano (2007) included 20 
studies in their meta- analysis of treatment for childhood anxiety disorders 
and reported an effect size of 0.68, which is within the medium (0.50) to 
large (0.80) effect. The effect size remained between medium and large 
at 12-month follow- up, and the effect held at 2-year follow- up. Although 
treatment effects at a university setting were superior to treatment effects 
in other settings, the effect size in clinical settings was medium in magni-
tude, and there was little difference in effect size between group and indi-
vidual CBT. Consistent with earlier reports (Barmish & Kendall, 2005), 
the effects of including parents in treatment for child anxiety remained 
unclear. The researchers concluded at that time that CBT can be consid-
ered an effective treatment for childhood anxiety. Since these reports, at 
least two large outcome evaluations can be added to the amassed data. In 
both (Kendall, Hudson, et al., 2008; Walkup et al., 2008), CBT was found 
to be effective in the treatment of childhood anxiety disorders such as 
generalized anxiety disorder, social phobia, and separation anxiety dis-
order. In Kendall, Hudson, and colleagues’ (2008) report, individual and 
family CBT were found to be effective and superior to a family educa-
tion and support treatment. In Walkup and colleagues’ (2008) report, 
CBT produced a 60% positive response rate, comparable to medication. 
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In addition, the combination of CBT and medication produced a superior 
response rate (80%), all better than a pill placebo treatment.

Focusing on childhood depression, Weisz, McCarty, and Valeri (2006) 
reported that whereas earlier meta- analyses indicated large effect sizes of 
therapy, more recent meta- analyses indicate that the treatment benefit 
for childhood depression is more modest. Their meta- analysis identified 
a mean effect of 0.34 (small–medium range). However, it is important to 
keep in mind that the change is significantly different from zero and that 
these are reliable treatment effects. Watanabe, Hunot, Omori, Churchill, 
and Furukawa (2007) examined the clinical benefit of psychotherapies 
in youth with depression and concluded in their systematic review of 27 
studies that therapy is an effective treatment for depression in children 
and adolescents, with the largest body of evidence supporting the use of 
CBT.

conceptual Background of Transdiagnostic cBT

CBT was originally conceived (e.g., Beck, 1976; Ellis, 1963; Mahoney, 
1974; Meichenbaum, 1977) as a broad paradigm for treating psychologi-
cal disorders. The general principles of CBT are transdiagnostic in the 
sense that the broad paradigm of CBT can be applied to individuals with 
a wide range of diagnoses.

In part due to external pressures, CBT has been viewed as a disorder- 
specific approach (Mansell, Harvey, Watkins, & Shafran, 2009). Disorder- 
specific treatment protocols for a variety of childhood disorders, includ-
ing anxiety and depression, have been developed over the last decades 
(e.g., Barrett, 2004; Kendall & Hedtke, 2006; Stark et al. 2007). These 
treatments and other versions of CBT have been found to be efficacious, 
yet some children do not improve, and for others treatment effects fade 
after termination (Weisz et al., 2006). The observation that anxiety and 
depression often co-occur (Achenbach, 1990; Angold, Costello, & Erkani, 
1999; Brady & Kendall, 1992, along with evidence of a generalized treat-
ment response, may indicate that common processes underlie these dis-
orders (Weisz et al, 2006; Wilamowska et al., 2010). According to Barlow, 
Allen, and Choate (2004), such commonalities may suggest the possibil-
ity of treating anxiety and depression with a unified approach. Such an 
argument follows from the observation that numerous disorder- specific 
treatment manuals share similar components and that the need for clini-
cians to learn multiple manuals may be an obstacle to the dissemination 
of evidence- based treatments (Wilamowska et al., 2010).

A treatment that targets multiple disorders has been proposed as 
a complementary approach to disorder- specific treatments (Mansell et 
al., 2009). Such a transdiagnostic approach hypothesizes that “there is a 
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range of cognitive and/or behavioral processes shared across psychologi-
cal disorders that causally contribute to the development and/or mainte-
nance of symptoms” (Mansell et al., 2009). A transdiagnostic treatment 
can be made available to individuals with co- occurring/overlapping diag-
noses. In line with this view, McEvoy, Nathan, and Norton (2008) define 
transdiagnostic treatments as “those that apply to the same underlying 
treatment principles across mental disorders, without tailoring the pro-
tocol to specific diagnosis.” We propose that a transdiagnostic model is 
a treatment that is flexible enough to simultaneously address multiple problems 
at a time using principles and strategies that target transdiagnostic mechanisms 
of change. From the CBT perspective, targets of change include distur-
bances in cognitive processing, emotion regulation, problem solving, and 
so forth. Common treatment strategies can be directed toward the targets 
of change, although the specific content and ways of implementing these 
strategies will vary across disorders and children.

The tripartite model for emotional disorders (Clark & Watson, 1991) 
can serve as a starting point for considering possible common processes 
or transdiagnostic mechanisms for change. Here the core dimensions of 
temperament/personality, neuroticism/negative affectivity, and extra-
version/positive affectivity were suggested to explain the onset, overlap, 
and maintenance of anxiety and depression (Wilamowska et al., 2010). 
Research supports negative affect as a risk factor for the development 
of both anxious and depressive disorders, and low positive affect has 
been linked to depression, as well as to social phobia (Trosper, Buzzella, 
Bennett, & Ehrenreich, 2009). Trosper and colleagues’ (2009) review 
also pointed out that physiological hyperarousal is another process that 
has been found to be significantly associated with panic and separation 
anxiety, as well as depression. They also pointed out that there may be 
common processes underlying poor emotion regulation in children with 
internalizing disorders, as youth with both anxiety and depression tend to 
overestimate the intensity and duration of negative emotions when con-
fronted with certain events (Trosper et al., 2009). Avoidance and social 
withdrawal are then often used as a coping strategy. They suggest that 
individuals both with anxiety and with depression have an implicit bias 
toward negative cues, with children with anxiety giving priority to threat-
ening information and children with depression selectively attending 
to negative stimuli. The same review described studies indicating that 
children with depression and those with anxiety have a weakness in the 
ability to reappraise challenging events and that that difficulty with emo-
tion expression has been shown to predict both anxious and depressive 
symptoms. Several processes thus seem to be shared between children 
and adolescents with emotional disorders. Barlow and colleagues (2004) 
have, based on similar reasoning, suggested that three fundamental ther-
apeutic components are central to the treatment of emotional disorders: 
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(1) altering antecedent cognitive reappraisals, (2) preventing emotional 
avoidance, and (3) facilitating action tendencies not associated with emo-
tion that is dysregulated.

Treatment principles within the basic CBT model are not disorder- 
specific but can be adapted and applied to clients presenting with mul-
tiple disorders and problems. In the approach to case conceptualization, 
a personal portrait of the child is created (Friedberg & McClure, 2002). 
The case conceptualization can take different forms (Beck, 1995; Fried-
berg & McClure, 2002), but CBT formulations will emphasize connect-
ing thoughts, feelings, and behavior with a focus on precipitating and 
maintaining factors. Developmental history, cultural context, cognitive 
variables such as different levels of cognitions, and behavioral anteced-
ents and consequences are taken into consideration as they influence the 
presenting problem. Such a case formulation involves generating and test-
ing hypotheses as the therapist seeks to understand the factors that are 
contributing to and maintaining the problem. Such a CBT case conceptu-
alization is not locked to a specific diagnosis: the diagnostic classification 
is only part of the case conceptualization (Friedberg & McClure, 2002).

A sound therapeutic alliance is a necessary component of CBT (Beck, 
1995). Although the basic therapeutic qualities of empathy and warmth 
must be in place, the therapist in CBT should also assume a posture that 
emphasizes collaboration and active participation. The attitude of the 
therapist has been described (Kendall, 2012c) as that of a consultant or 
collaborator who does not have all the answers; a diagnostician who inte-
grates data in a way that goes beyond the verbal reports of the client; 
or a coach or educator who observes the client’s performance and gives 
feedback with regard to the client’s strengths and weaknesses. Although 
a sound therapeutic alliance is important in all therapeutic relations, it 
might be argued that a good alliance is even more important, but also 
more complex, when working with children and adolescents. Children 
have rarely referred themselves for therapy, and the child might not rec-
ognize his or her problems. Keeping the child engaged in the therapeutic 
work and encouraging the child to view the process as teamwork might 
therefore be important. Collaboration and active participation, another 
core feature of CBT, may thus enhance the therapeutic alliance, whereas 
forcing the child to discuss difficult topics or behaving too formally may 
weaken the alliance (Creed & Kendall, 2005). Furthermore, the therapist 
must also form a therapeutic alliance with the parents, and research indi-
cates that parent alliance may predict treatment continuation (Hawley & 
Weisz, 2005).

CBT with children and adolescents is goal oriented and problem 
focused. The ability to recognize and address problems is an important 
skill for children to learn (Kendall & Hedtke, 2006). Children encounter 
different problems at different stages in their development, and children 
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with anxiety or depression seem to be less skilled than typical controls 
with regard to problem solving (Gosch, Flannery- Schroeder, Mauro, & 
Compton, 2006). Their solutions in challenging situations (avoidance for 
children with anxiety and social withdrawal for children with depres-
sion) reduce distress in the short term but make it more difficult to 
achieve their goals and achieve positive development in the long term. 
A problem- solving focus may therefore be relevant to children with both 
anxiety and depression and is found in empirically supported disorder- 
specific treatments for these disorders (Kendall & Hedke, 2006, Stark et 
al., 2007).

Although the cognitive therapist may spend some time examining 
the past, the more common approach is to focus on problems as they 
present themselves in the here and now (Beck, 1995). This principle suits 
children well, as their mental capacity may necessitate a less abstract and 
more concrete approach. Learning coping skills in relation to actual situ-
ations may help children attend better and may increase their motiva-
tion (Friedberg & McClure, 2002). Integrating knowledge from the edu-
cational field, Shelby and Berk (2009) recommend that CBT therapists 
incorporate experiential and play-based strategies in order to teach chil-
dren standard CBT interventions, as this may contribute to stronger treat-
ment effects, greater enjoyment in the therapeutic process, and greater 
benefits for children with lower cognitive capacities. This necessitates a 
here-and-now approach and is not specific to a particular disorder.

Another core principle in CBT as outlined by Beck (1995) is that CBT 
is educative and aims to teach the client to be his or her own therapist. 
Child CBT emphasizes the importance of teaching the child to under-
stand his or her problems in relation to the CBT model. By understand-
ing how emotions, feelings, thoughts, and behavior are connected to and 
influence each other (Friedberg, McClure, & Garcia, 2009), complex 
problems may become more intelligible to the child. For example, a cen-
tral component in CBT for anxiety involves educating the child about the 
basic model of anxiety, including typical somatic reactions, how somatic 
reactions may be related to current problems, and general affective edu-
cation. Children with psychological problems tend to be less skilled in 
understanding and differentiating between emotions (Suveg, Kendall, 
Comer, & Robin, 2006); thus psychoeducation may facilitate change in 
children with both anxiety and depression. Psychoeducation can also be 
provided for parents and helps to facilitate a common understanding of 
the disorder and treatment across clients, their families, and therapists 
(Friedberg et al., 2009).

Although the length of different protocols may vary, child CBT aims 
to be time limited. The different protocols are usually between 12 and 20 
sessions (e.g., 16 sessions in the Coping Cat program, 20 sessions in the 
ACTION program). The program developers usually encourage flexible 
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use, as some children may need more time to master some treatment 
components (Kendall, Gosch, Furr, & Sood, 2008).

Therapy sessions follow a standard structure in CBT. Structure makes 
the process understandable, enhances efficiency, and makes the sessions 
predictable (Beck, 1995). The common session structure includes a brief 
mood check and homework review that functions as a bridge from the 
previous session, collaborative agenda setting for the day’s session, work-
ing together on the chosen agenda, and agreeing on suitable homework 
before closing the session with a summary and feedback. Although this 
session structure is used with children and adolescents as well, Friedberg 
and McClure (2002) suggest that the therapist has to be more flexible and 
juggle different treatment components when working with children. The 
topics on the agenda need to be presented in a developmentally sensitive 
way, and a creative approach is important.

A transdiagnostic CBT approach would be a treatment flexible 
enough to simultaneously address multiple problems using principles and 
strategies that target transdiagnostic mechanisms of change, including 
disturbances in cognitive processing, emotion regulation, and problem 
solving. Several core principles of CBT should be central to the transdi-
agnostic CBT approach in order to facilitate the use of specific treatment 
strategies that target transdiagnostic mechanisms of change. Strong case 
conceptualization and therapeutic alliance are also consistent with a trans-
diagnostic CBT approach. Transdiagnostic CBT approaches would be 
goal oriented and problem focused— the aim being to teach coping skills 
for use in the present time. Similarly, transdiagnostic CBT approaches 
would be time limited and structured as in targeted CBT, with the inclu-
sion of psychoeducation. With these core principles of transdiagnostic 
CBT in mind, specific treatment strategies are described next.

Treatment Techniques for Transdiagnostic cBT

Several CBT strategies are applicable transdiagnostically: they can be tai-
lored to target underlying mechanisms that are disorder specific or shared 
across disorders. Let’s consider a few of the CBT strategies to illustrate 
their transdiagnostic application. A central aspect of CBT that crosses 
disorders is the use of psychoeducation to help the youth understand the 
connection between thoughts, feelings, and actions. The therapist would 
be able to use the “triangle” heuristic across disorders in order to help the 
child understand the reciprocal relationship between thoughts, emotions, 
and behavior and how cognitive- behavioral treatment strategies can be 
used to intervene at points on the triangle. However, the information 
provided about the nature and impact of the disorder would be disorder 
specific.
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Coping skills training for children who are experiencing depressive 
and anxiety disorders is designed to help them regulate strong emotions. 
Thus children who are experiencing either disorder could be taught a vari-
ety of coping skills for modifying affect. For example, cognitive restruc-
turing, problem solving, and behavioral activation are coping skills that 
can help children regulate their emotions, regardless of diagnosis. Chil-
dren experiencing depressive and/or anxiety disorders could be taught 
the same set of coping skills to help them manage stress and improve 
their moods. However, the targets of the coping skills would vary across 
disorders, as would the strategies emphasized.

Negative self-talk or maladaptive automatic thoughts are considered 
to be a maintaining mechanism in many psychological disorders (although 
the content of negative thoughts differs among disorders). In anxiety, 
self-talk is typically anticipatory and future oriented and revolves around 
one’s own vulnerability to perceived threats in a situation, which are often 
exaggerated. Self-talk in depression, on the other hand, is past oriented 
and commonly involves loss or feelings of worthlessness and hopelessness 
following an event. Such self-talk contributes to and enhances anxious or 
depressed feelings. Self-talk has been examined and found to be a media-
tor of treatment change for both anxiety (Kendall & Treadwell, 2007) 
and depression (Kaufman, Rohde, Seeley, Clarke, & Stice, 2005). Negative 
self-talk often becomes the target of cognitive restructuring (as reduced 
negative thinking mediates improvement), but the goal is not to remove 
all negative thinking; a healthier ratio between negative and positive self-
talk, for anxiety and depression, is the preferred goal.

The same generic cognitive restructuring strategies (identifying 
negative thoughts, triggers, and their consequences) may be used when 
treating depressive and anxiety disorders, but they are directed at differ-
ent maladaptive thoughts and beliefs. Cognitive restructuring strategies 
would be used to help children with depression learn that they are lov-
able, worthy, and efficacious, for example. In contrast, cognitive restruc-
turing would be used to help youth with anxiety learn that they are safe 
in feared but nonthreatening situations and would give them confidence 
in their ability to manage their experiences of anxiety. This can mean 
examining expectations about what will happen in a situation (“I will 
make a fool of myself; everyone will laugh at me”) and realizing how such 
self-talk contributes to unwanted anxious feelings. Modifying distorted 
perceptions and interpretations and replacing unhelpful self-talk with 
more rational alternatives enables the youth with anxiety or depression 
to actively cope. Cognitive restructuring may work by reducing negative 
self-talk, shifting the balance between negative and positive self-talk, or by 
modifying underlying beliefs.

Problem solving (D’Zurilla & Goldfried, 1971; Nezu, Nezu, & McMur-
ran, 2009) is another CBT strategy that has transdiagnostic applicability. 
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Problem solving within a CBT framework involves identifying the child’s 
problems, coming up with a range of possible (or impossible) ways to 
address the problem, considering their emotional and behavioral conse-
quences, and testing them out in real life. The versatility of problem solv-
ing makes it especially useful for a vast array of symptoms, behaviors, and 
challenges that face the child. Many youth with depression struggle with 
procrastination, which feeds into their feelings of worthlessness. Problem 
solving helps youth to generate new and creative ways of approaching 
a task, possibly breaking it down into smaller steps in order to make it 
more manageable. The process of coming up with new ways of handling 
old problems breaks down dysfunctional behavior patterns, enables the 
youth to feel he or she can accomplish more, and improves self- esteem. 
Youth with anxiety avoid situations. A teen with social phobia may stay 
home from the school dance because he doesn’t know who will be there 
and he dare not dance for fear of embarrassing himself. Problem solving 
can help him think of plans for going to the dance that are less intimidat-
ing and maximize the likelihood that the experience will be a success. 
Through collaboration, the teen chooses a solution to be tested and prac-
ticed in role plays with the therapist before trying it out in real life. The 
collaborative nature of problem solving empowers the youth and helps 
him feel more in control. Problem solving is indeed transdiagnostic. It 
is not restricted to internalizing problems but applies to externalizing 
problems as well (e.g., parents who can problem- solve how to handle an 
oppositional child). Parents and teens can problem- solve together.

CBT treatment of several childhood disorders involves some form 
of an exposure task. The purpose of exposures is to give the youth new 
learning experiences in situations that typically cause distress and to have 
the youth process these experiences in an adaptive manner. The way expo-
sure tasks are implemented requires that they be individualized to the 
particular youth and to the identified disorder. For children with anxiety, 
exposure tasks provide the child with an opportunity to approach, toler-
ate, and cope with anxiety- provoking situations (and without avoidance). 
They often learn that the feared outcome actually did not happen. In 
addition, they habituate to the anxious arousal that triggered avoidance. 
That is, when confronted with a feared situation, the youth experiences 
an increase in anxiety, and the response is usually to try to avoid the situ-
ation in order to reduce anxiety symptoms. However, during an exposure 
task, the youth perseveres in the situation, often applying specific coping 
skills, until the level of anxiety decreases. Social activities may be used 
to produce changes in an anxious child’s beliefs about him- or herself in 
relation to others, such as with a child who is experiencing social anxiety.

With children with depression, coping skills training targets elevat-
ing desirable affect as a way of managing undesirable emotions. The 
most powerful way to do this is typically through the use of behavioral 
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activation in the form of engaging in fun and distracting activities that 
increase the child’s activity level. Behavioral activation plays an impor-
tant role in breaking the cycle of depressed mood, hopelessness, and 
avoidance of certain activities. Thus expending energy and engaging in 
social activities are effective strategies. Engagement in social activities of 
a supportive nature is comforting and reassuring. Such planned activities, 
which allow the child with depression to learn that she can regulate her 
mood and find acceptance among others, are used to build the belief that 
the child is lovable and worthy of friendships. Children with depression 
typically have a selective bias attending to negative stimuli. In processing 
an experience (after the fact) with the therapist, the youth can learn to 
correct misperceptions and even identify cues from others that they are 
liked. The use of strenuous activities such as exercise is also a useful cop-
ing strategy, as it elevates the mood of youth with depression and reduces 
tension among youngsters with anxiety.

The aforementioned primary treatment components are embed-
ded within the self- control skills of self- monitoring, self- evaluation, and 
self- reinforcement. In other words, the child is taught to attend to his 
or her internal bodily reactions and thoughts and to use specific reac-
tions and thoughts as cues that he or she is experiencing an unpleasant 
emotion. Recognition of an unpleasant emotion serves as the stimulus 
for coping with the experience and for problem solving to eliminate the 
stressor and/or for using cognitive restructuring to change the thoughts 
that trigger the unpleasant affect. This process involves self- monitoring 
of emotional experience and thoughts, as well as self- evaluation of affect 
to determine whether it represents an undesirable state. Self- reward is 
used when the child experiences satisfaction or thinks “I did a great job 
of catching the increase in the pain!” The content of the self- control skills 
(i.e., what is self- monitored) varies across children and disorders. Con-
tingent reinforcement, albeit a simple concept, is a powerful CBT strat-
egy. Many youth with psychological disorders have very high standards 
for themselves (youth with anxiety) or feel that they never get things 
right (youth with depression). Teaching youth to reward themselves for 
effort, not necessarily for succeeding or doing something perfectly, plays 
an important role in increasing the client’s self- esteem and reducing 
unwanted emotional distress.

In sum, several treatment strategies commonly used in targeted 
CBT are applicable within the transdiagnostic CBT approach. Cognitive 
restructuring can be used to change maladaptive thoughts and beliefs, 
which may vary in content based on the specific disorder. Problem solving 
is transdiagnostic, as it increases flexibility and promotes independent 
coping for youth with a wide range of disorders. Finally, exposure tasks 
and behavioral activation are treatment strategies that promote both the 
approach to previously avoided situations and engagement in activities 
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inconsistent with dysregulated affect (e.g., anxiety or depression). Each 
of these transdiagnostic CBT treatment components is embedded within 
self- control skills (self- monitoring, self- evaluation, self- reward). Each 
transdiagnostic CBT treatment strategy targets a transdiagnostic mecha-
nism of change, such as disturbances in cognitions and emotion regula-
tion. Psychological disorders with shared disturbances may be particu-
larly good candidates for a transdiagnostic CBT approach, as is discussed 
next.

Target disorders for the Transdiagnostic cBT approach

Candidate target disorders for transdiagnostic CBT approaches may be 
identified on the basis of shared etiology, high co- occurrence rates, simi-
lar structure and response rates for single- target treatments, comorbidity 
effects on treatment response, and “secondary” effects of single- target 
treatments for other disorders. For example, anxiety and depressive dis-
orders are diagnostic classes naturally treated by transdiagnostic CBT 
approaches, as they meet several of these potential criteria. Anxiety and 
depression are highly comorbid in youth (Angold et al., 1999) and share 
etiological factors (Axelson & Birmaher, 2001). Single- target CBT pro-
tocols for anxiety and depressive disorders in youth (e.g., Coping Cat— 
Kendall & Hedtke, 2006; ACTION—Stark et al., 2007) have similar treat-
ment structures, strategies, and response rates (Kendall et al., 2008; Stark 
et al., 2011). Although some studies have found little effect of comor-
bidities on treatment outcomes for child anxiety disorders (e.g., Kendall, 
Brady, & Verduin, 2001; Rapee, 2003), other research suggests comorbid 
depressive disorders (Berman, Weems, Silverman, & Kurtines, 2000) and 
co- occurring depressive symptoms (O’Neil & Kendall, 2012) predict less 
favorable treatment response to CBT for anxiety disorders in youth. Like-
wise, comorbid anxiety disorders predict less favorable treatment out-
come for adolescent depression treatment (Brent et al., 1998), although 
this finding is not consistent across studies (e.g., Stark et al., 2011). Addi-
tionally, single- target CBT for child anxiety reduces co- occurring depres-
sive symptoms (Suveg et al., 2009). Similarly, single- target CBT for child 
depression also reduces co- occurring anxiety symptoms and disorders 
(Stark et al., 2011). Thus anxiety and depressive disorders in youth are 
diagnostic classes that meet many of the potential criteria for the transdi-
agnostic CBT approach in youth.

The externalizing disorders, including disruptive behavior disorders 
and ADHD, may also be naturally treated with the transdiagnostic CBT 
approach. ADHD and the disruptive behavior disorders (oppositional 
defiant disorder, conduct disorder) are highly comorbid (Jensen, Marin, 
& Cantwell, 1997) and may share etiological or maintaining factors 
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(Tuvblad, Zheng, Raine, & Baker, 2009). Single- target CBT protocols 
for ADHD and the disruptive behavior disorders (e.g., behavioral par-
ent training— Anastopoulos & Farley, 2003; Incredible Years— Webster- 
Stratton & Reid, 2003; problem- solving skills training— Kazdin, 2003) 
share similar treatment structures, strategies, and response rates (Eyberg, 
Nelson, & Boggs, 2008; Pelham & Fabiano, 2008).

Eating disorders may also meet many of the potential criteria for a 
transdiagnostic CBT approach. Although eating disorders are a single 
diagnostic class, anorexia nervosa has typically been treated with single- 
target treatments (e.g., family- based treatment— Lock, Le Grange, Agras, 
& Dare, 2001) distinct from those for bulimia nervosa and eating disorder— 
not otherwise specified (e.g., family- based treatment— Le Grange & Lock, 
2007; CBT for bulimia nervosa— Schmidt, 2009). However, the potential 
shared etiological and maintaining factors for the eating disorders (e.g., 
Fairburn, Cooper, & Shafran, 2003) suggest that they may also be success-
fully treated with a transdiagnostic CBT approach.

Other diagnostic classes may be harder to accommodate within 
the transdiagnostic CBT approach. Disorders with distinct etiological 
or maintaining factors, low co- occurrence rates with other disorders, or 
poor treatment response rates for CBT may be more effectively treated 
with single- target treatments that focus on the specific techniques effec-
tive with those conditions. For example, autism spectrum disorders, sub-
stance use disorders, and bipolar disorder are conditions that are likely 
outside the broad limits of the transdiagnostic CBT approach.

example Transdiagnostic cBT applications

Efforts to develop transdiagnostic CBT treatments for anxiety and depres-
sive disorders are under way among several research groups (e.g., Chu, 
Colognori, Weissman, & Bannon, 2009; Ehrenreich, Goldstein, Wright, 
& Barlow, 2009; Ehrenreich- May & Bilek, 2011; Kendall, Stark, Martin-
sen, O’Neil, & Arora, 2013; Weersing, Gonzalez, Campo, & Lucas, 2008). 
Researchers have begun to develop transdiagnostic protocols for anxiety 
and depressive disorders in children and adolescents in various settings, 
including primary care, schools, and traditional outpatient clinics.

In one initial effort, Weersing and colleagues (2008) developed a 
brief transdiagnostic treatment for anxiety and depression for implemen-
tation in the primary care setting. The eight- session treatment combines 
the core components of both CBT for childhood anxiety (exposure) and 
CBT for childhood depression (behavioral activation) into an integrated 
core technique of “graded engagement.” The first four sessions focus on 
building skills: psychoeducation, relaxation and coping with negative 
affect, problem solving, and goal setting. Three sessions are devoted to 
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graded engagement in increasing anxiety- provoking or effort- requiring 
situations. The final session addresses relapse prevention techniques.

Weersing and colleagues conducted a pilot study of this integrated 
treatment. Participants were 45 youth ages 7–17 years with an anxiety 
disorder, a depressive disorder, or comorbid anxiety and depressive disor-
ders. Youth received integrated brief behavioral therapy for their anxiety 
or depression in the pediatric primary care setting. The authors reported 
on the clinical outcomes of two participants in the pilot study. Both 
participants presented with comorbid anxiety and depressive disorders 
and received a course of integrated brief behavioral therapy. In terms of 
outcomes, both participants experienced reduction in both anxiety and 
depressive symptoms and were rated as “much improved” at posttreat-
ment and as “very much improved” at 6-month follow- up on the Clinical 
Global Impression Scale. This pilot study provides initial support for an 
integrated brief behavioral treatment for youth anxiety and depressive 
disorders in the primary care setting, although additional research is nec-
essary to examine this treatment in controlled and randomized trials.

Other researchers are conducting similar research in different set-
tings. Chu and colleagues (2009) reported on a pilot study of group behav-
ioral activation therapy for youth with anxiety and depression, imple-
mented in the school setting. The group behavioral activation therapy 
combined adult behavioral activation protocols with exposure for anxiety. 
The 10-session program includes core components of psychoeducation, 
functional analysis, problem solving, and graded exposures or behavioral 
tasks. Imaginal or in vivo exposures to anxiety- provoking situations and 
behavioral tasks such as role plays begin in session 3, with the aim of 
at least one group member engaging in a practice during each session. 
The program was piloted with a group of five seventh- and eighth- grade 
students ages 12–14 years over the course of 13 weeks. Each participant 
met criteria for both an anxiety and a depressive disorder. Of the five 
students, four completed the group treatment. Of those four, three stu-
dents no longer meet criteria for their principal or secondary diagnosis 
following treatment. Parent and child reports also indicated improvement 
in anxiety and depressive symptoms. Results are promising regarding the 
feasibility of implementing this integrated group treatment for youth anx-
iety and depression in the school setting. Further research with controlled 
and randomized designs is warranted in order to investigate the efficacy 
of this transdiagnostic treatment.

Ehrenreich and colleagues (2009) developed an emotion- focused 
unified treatment protocol for anxiety and depressive disorders in ado-
lescence for use in the traditional outpatient clinic setting. The protocol 
aims to address the commonalities among the emotional disorders and 
the role of emotion dysregulation in these disorders. The treatment pro-
tocol was based on the adult version of a unified protocol that involved 
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the major components of antecedent cognitive reappraisal, preventing 
emotional avoidance and encouraging action tendencies that are not asso-
ciated with the dysregulated emotion (Barlow et al., 2004). A pilot study 
with three participants provided initial support for this treatment and 
resulted in modifications to the protocol. In the modified version of the 
protocol, emotion regulation skills such as strategies for preventing emo-
tional avoidance and cognitive appraisal and reappraisal are taught. In 
the second half of treatment, adolescents engage in individualized emo-
tion exposure activity, and the emotion regulation skills are reinforced. A 
randomized controlled trial is currently being conducted with the modi-
fied version of the protocol. Although further research is necessary to 
examine the efficacy of this unified protocol, the initial results lend fur-
ther support to transdiagnostic interventions for internalizing disorders 
in youth.

Ehrenreich- May and Bilek (2011) have also developed a downward 
extension of the unified protocol for school- age youth, Emotion Detec-
tives. Emotion Detectives is a 15-session group CBT protocol for youth 
ages 7–12 with a principal anxiety disorder and co- occurring depres-
sive disorders. Parent and child groups meet concurrently to learn skills 
linked to the three core strategies of the unified protocol. This transdi-
agnostic treatment for school- age youth is currently being investigated in 
an open trial.

Finally, Kendall and colleagues (2013) have developed a transdiag-
nostic CBT application for youth ages 8–12 with anxiety and/or depres-
sive symptoms. EMOTION: A Coping Kids’ Program for Managing Anxi-
ety and Depression is a 20-session group treatment that integrates core 
components of effective single- target treatments for anxiety and depres-
sion in youth (Coping Cat— Kendall & Hedtke, 2006; ACTION—Stark et 
al., 2007). The program is designed for implementation in the school 
or outpatient setting and includes an eight- session parent group compo-
nent. This transdiagnostic protocol is being piloted in the school setting 
in Norway. Although further investigation of this treatment is clearly 
required, EMOTION represents yet another promising transdiagnostic 
CBT approach to treating anxiety and depression in youth.

There is a relative paucity of transdiagnostic CBT applications out-
side of the internalizing disorders. For example, although many CBT pro-
tocols for the externalizing disorders may often have been used trans-
diagnostically in real-world practice, to our knowledge none of these 
interventions have been explicitly framed or tested as transdiagnostic 
CBT applications. Additionally, there are no known transdiagnostic CBT 
protocols for eating disorders in youth. However, transdiagnostic CBT 
applications for eating disorders in adults have been developed (Fairburn, 
Cooper, Shafran, & Wilson, 2008) and evaluated (Fairburn et al., 2009).
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future directions

It is an exciting time for child therapy: there are treatments that have been 
developed and evaluated, and the results are supportive and encouraging. 
Despite the advances, there is need and room for improvement. Efforts to 
develop and evaluate transdiagnostic treatments are one avenue worthy 
of effort and research, and the CBT perspective offers and holds promise.

To achieve the desired improved treatment effects, further treatment 
development and evaluation will be required. Specifically, randomized 
clinical trials (Kendall & Comer, 2012) will be needed to examine the 
efficacy and breadth of transdiagnostic CBT (e.g., transdiagnostic treat-
ments compared with single- target treatments). Transdiagnostic CBT 
treatments for anxiety and depressive disorders in youth are perhaps the 
most developed applications to date (e.g., Ehrenreich et al., 2009) and 
would be prime for such evaluation.

Future treatment development and evaluation is needed to investi-
gate whether other diagnostic classes (e.g., disruptive disorders, eating 
disorders) may also be treated with transdiagnostic CBT. The comorbidi-
ties among externalizing disorders may lend themselves to a comparable 
transdiagnostic treatment. Such investigations will be important in the 
overall test of transdiagnostic CBT for psychological disorders in youth.
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c h a P t e r  9

Interpersonal Psychotherapy  
for Youth Depression and Anxiety

Jami F. Young, Laura Mufson, and Jessica S. Benas

This chapter provides a description of interpersonal psychotherapy 
(IPT) and its adaptation for adolescents (IPT-A), summarizes the efficacy 
research on IPT for depression and other disorders, and provides a ratio-
nale for considering IPT as a transdiagnostic therapy model. As discussed 
in further detail in the chapter, IPT and IPT-A were developed specifi-
cally to treat depression. However, the underlying theory of IPT—that psy-
chological distress occurs in the context of interpersonal relationships— is 
applicable to a broader array of psychiatric conditions, suggesting the 
transdiagnostic potential of this approach. Given the high rates of comor-
bidity between depression and anxiety and the interpersonal factors that 
contribute to the onset and maintenance of these disorders, this chap-
ter focuses specifically on the potential of IPT-A as a transdiagnostic 
approach for youth depression and anxiety.

description of the Treatment model

IPT is a brief, time-limited intervention that was initially developed in the 
late 1960s for the treatment of adult depression (Weissman, Markowitz, & 
Klerman, 2000). Since that time, IPT has been adapted for the treatment 
of adolescent depression (Mufson, Dorta, Moreau, & Weissman, 2004) 
and for use with a number of other psychiatric conditions, including eat-
ing disorders (Fairburn, Jones, Peveler, Hope, & O’Connor, 1993; Wilfley 
et al., 2002), bipolar disorder (Frank et al., 2005), and anxiety disorders 
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(e.g., Bleiberg & Markowitz, 2005; Krupnick et al., 2008; Lipsitz, Markow-
itz, Cherry, & Fyer, 1999; Lipsitz et al., 2006; Talbot & Gamble, 2008). IPT 
stems from the work of interpersonal theorists who believed that psychi-
atric problems arise from and are perpetuated by problematic patterns of 
interpersonal interactions (Meyer, 1957; Sullivan, 1953). In addition, IPT 
has its roots in Bowlby’s attachment theory, specifically its emphasis on 
the importance of relational bonds for mental health (Bowlby, 1977). IPT 
is based on the premise that the quality of interpersonal relationships can 
cause, maintain, or buffer against depression. As such, treatment focuses 
on improving relationships as a mechanism to improve depressive symp-
toms.

IPT-A is an outpatient treatment designed for adolescents with mild 
to moderate depression severity. The typical course of treatment in IPT-A 
is 12–15 sessions over 12 weeks. IPT-A is divided into three phases of treat-
ment: the initial phase (sessions 1–4), the middle phase (sessions 5–9), 
and the termination phase (sessions 10–12). If treatment is extended to 15 
sessions, the additional sessions typically take place in the middle phase. 
Although IPT-A is an individual treatment, parents are encouraged to be 
involved in all phases of treatment. Ideally, parents attend one session in 
each phase of IPT-A to be educated about the treatment approach and to 
support the adolescent’s interpersonal work. IPT-A is an active, structured 
treatment. Throughout treatment, both the therapist and the adolescent 
play an active role in the sessions, and the sessions remain focused on 
the interpersonal nature of the depression. To facilitate this focus, each 
session begins with a brief assessment of the adolescent’s depressive symp-
toms. The therapist notes any changes that occurred over the course of 
the week and links symptom and mood changes to interpersonal events.

Initial Phase of treatment

During the initial phase of IPT-A, the therapist assesses the adolescent’s 
depressive symptoms, provides psychoeducation about depression and 
the focus of IPT-A, explores the adolescent’s significant relationships with 
family members and peers, and identifies the problem area that will be 
the focus of the remainder of treatment. As part of psychoeducation in 
IPT-A, the therapist assigns the adolescent the limited sick role. Like some-
one with a medical illness, adolescents with depression may not be able to 
do as many things or do things as well as they did before the depression 
developed. The therapist encourages the adolescent to do as many of his 
or her usual activities as possible while recognizing and accepting that 
the performance may be affected. The parent is also educated about the 
limited sick role to decrease blame and encourage the adolescent’s activi-
ties in a supportive manner.

One of the core strategies in IPT-A is the interpersonal inventory, 
which is completed during the initial phase of treatment. The interpersonal 
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inventory is a detailed assessment of the adolescent’s important relation-
ships. The goal of the inventory is to identify the relationships or interper-
sonal patterns that are most closely related to the adolescent’s depression. 
First, the therapist asks the adolescent to identify important people in his 
or her life using a closeness circle, a series of concentric circles that help to 
categorize the relationships by levels of closeness to the adolescent. Next, 
the therapist asks detailed questions about each relationship, including 
frequency of contact, positive and negative aspects of the relationship, 
areas of conflict in the relationship and how such conflict is resolved, and 
aspects of the relationship the adolescent would like to change. On the 
basis of the interpersonal inventory, the adolescent and therapist choose 
one of the four interpersonal problem areas to focus on in treatment: 
grief, interpersonal role disputes, role transitions, or interpersonal deficits (see 
Mufson, Dorta, Moreau, & Weissman, 2004, for more details on IPT-A). 
During the formulation, the therapist explains the connection between 
the depressive symptoms and the adolescent’s interpersonal difficulties 
and how these difficulties fit into the framework of the specified problem 
area.

Grief is the identified problem area if the adolescent is experienc-
ing a depressive episode in response to the death of a significant other. 
The death can be recent, or it may be a more delayed or pathological 
grief reaction. IPT-A helps the adolescent mourn the loss of the deceased, 
while encouraging the adolescent to strengthen and develop other rela-
tionships. An interpersonal role dispute exists when there are disagree-
ments over an adolescent’s expected role within a particular relationship, 
such as with a parent or peer. IPT-A helps the adolescent modify mal-
adaptive communication patterns and/or unrealistic expectations about 
the relationship that contribute to the dispute. Role transitions are the 
relationship changes that occur when an adolescent progresses from one 
social role to another, such as transitioning to high school, moving to a 
new town, or adjusting to the divorce of his or her parents. During IPT-A, 
the adolescent and therapist discuss the gains and losses associated with 
the transition, and the therapist helps the adolescent develop skills that 
are necessary to successfully manage the new role. Finally, the identified 
problem area is interpersonal deficits when an adolescent lacks the social 
skills needed to have close relationships with family and peers and thus is 
socially isolated, which often both triggers and maintains the depression. 
The goal of treatment is to help the adolescent develop the skills needed 
to have more satisfying interpersonal relationships.

Middle Phase of treatment

During the middle phase of IPT-A, the therapist and adolescent discuss 
the problem area in greater detail, focusing on the identification and 
implementation of communication and problem- solving skills that can 
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improve the adolescent’s relationships. Although the specific strategies 
differ for the various problem areas, a number of techniques are fre-
quently used in the middle phase of IPT-A. These techniques, including 
expression of affect, clarification of expectations for relationships, communica-
tion analysis, decision analysis, interpersonal problem solving, role playing, and 
work-at-home assignments, tend to be used across all four problem areas. 
Communication analysis is an in-depth analysis of a specific interaction 
that occurred between an adolescent and another person. The goal of 
communication analysis is to help the adolescent understand the impact 
of his or her words and nonverbal communication on others and how 
modifying aspects of the communication can lead to changes in the inter-
action and associated feelings. This is typically followed by a discussion of 
specific communication strategies that are relevant to the problem area, 
such as acknowledging the other person’s point of view to defuse an argu-
ment and having different solutions in mind so a compromise can be met. 
After the therapist and adolescent identify more adaptive communication 
strategies, it is helpful to role-play the communication using these tech-
niques.

Once the adolescent and therapist have a better understanding of the 
interpersonal problem, including any communication issues, it is useful 
to conduct a decision analysis to determine the best course of action. This 
includes identifying a problematic interpersonal situation, encouraging 
the adolescent to generate solutions, evaluating the pros and cons of each 
solution, selecting a solution to try first, and role- playing the interaction 
needed for the chosen solution. Decision analysis helps the adolescent 
develop interpersonal problem- solving skills that he or she can use within 
and outside of session. Role playing is a key technique used in the middle 
phase of IPT-A that helps the adolescent practice new interpersonal skills 
and techniques that he or she can apply to important relationships. Fol-
lowing the role-play practice in session, the adolescent is often assigned 
“work at home,” or an interpersonal experiment to have the practiced 
conversation on his or her own, outside of the session. This at-home 
conversation would then be reviewed in detail in the following session. 
Throughout the middle phase, the therapist links improvement in the 
adolescent’s mood and depressive symptoms to his or her improved com-
munication and decision making in important relationships.

termination Phase of treatment

The goals of the termination phase of IPT-A are to clarify warning symp-
toms of future depressive episodes, to identify successful strategies used 
in the middle phase, to foster generalization of skills to future situations, 
to emphasize mastery of new interpersonal skills, and to discuss the 
need for further treatment. During the termination sessions, the thera-
pist and adolescent review the adolescent’s progress, especially regarding 
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the identified problem area. Changes in interpersonal relationships are 
linked to improved mood and decreased symptoms. The therapist and 
adolescent highlight which strategies have been most helpful, and the 
therapist emphasizes the importance of continued implementation of 
these strategies after termination. The conclusion of the relationship with 
the therapist also needs to be addressed during the final sessions of IPT-
A, as well as a plan of action if the depression recurs.

evidence of efficacy
treatment for adult Depression

IPT has been evaluated in numerous studies as both an acute treatment 
(Elkin et al., 1989; Luty et al., 2007; Sloane, Stapes, & Schneider, 1985; 
Weissman et al., 1979) and a maintenance treatment (Frank et al., 1990, 
2007; Klerman, DiMascio, Weissman, Prusoff, & Paykel, 1974; Reynolds 
et al., 1999, 2010; Weissman, Klerman, Paykel, Prusoff, & Hanson, 1974) 
for adult and geriatric depression. Within the adult depression literature, 
IPT has been compared with both medication (Elkin et al., 1989; Frank et 
al., 1990; Klerman et al., 1974; Reynolds et al., 1999, 2010; Sloane et al., 
1985; Weissman et al., 1979) and cognitive- behavioral treatment (Elkin et 
al., 1989, 1995; Luty et al., 2007) and has compared favorably with both. 
Based on these various studies, IPT is considered a well- established treat-
ment for adult depression (Chambless et al., 1998), with meta- analyses 
supporting the efficacy of IPT for adult depression relative to other psy-
chotherapies (Cuijpers, van Straten, Andersson, & van Oppen, 2008; Cui-
jpers et al., 2011).

treatment for Other adult Disorders

In order to consider the transdiagnostic properties of IPT-A, it is benefi-
cial to review the application of the adult model of IPT to other popula-
tions. Although IPT has been adapted for a number of diagnoses, we focus 
specifically on eating disorders and anxiety disorders, as these disorders 
seem most plausible to include in a transdiagnostic IPT treatment. Inter-
personal psychotherapy has empirical support as a treatment for adults 
with bulimia nervosa (Agras, Walsh, Fairburn, Wilson, & Kraemer, 2000; 
Fairburn et al., 1991, 1993) and binge eating disorder (Wilfley et al., 1993, 
2002; Wilson, Wilfley, Agras & Bryson, 2010), in both individual (Agras 
et al., 2000; Fairburn et al., 1991, 1993; Wilson et al., 2010) and group 
formats (Wilfley et al., 1993, 2002). IPT for eating disorders posits that 
the development of eating pathology occurs in an interpersonal context 
and that difficulties in relationships can contribute to and/or maintain 
the disordered eating behavior. Therefore, a treatment such as IPT that 
focuses on altering the interpersonal relationships or patterns that are 



188 TRANSDIAGNOSTIC CONCEPTUALIZATIONS OF TRADITIONAL THERAPIES 

contributing to or maintaining the eating problem can be effective in 
decreasing problematic eating behaviors (Wilfley, Frank, Welch, Spurrell, 
& Rounsaville, 1998).

More recently, attempts have been made to adapt IPT for the treat-
ment of various anxiety disorders, including social anxiety (Borge et 
al., 2008; Lipsitz et al., 1999, 2008; Stangier, Schramm, Heidenreich, 
Berger, & Clark, 2011), panic disorder (Cyranowski et al., 2005; Lipsitz 
et al., 2006), and posttraumatic stress disorder (PTSD) (Bleiberg & Mar-
kowitz, 2005; Campanini et al., 2010; Krupnick et al., 2008; Talbot et al., 
2005). These adaptations are based on the premise that anxiety disorders 
develop within an interpersonal context, with interpersonal functioning 
and interpersonal events affecting the development of the disorder and 
interpersonal difficulties arising as a consequence of the anxiety (see 
Weissman et al., 2000, for further discussion). The IPT adaptations for 
anxiety disorders are in differing phases of development and testing. 
Although preliminary data suggest that these adaptations are effective 
at reducing anxiety, IPT is currently not a first-line treatment for adult 
anxiety disorders. For instance, a recent randomized controlled trial com-
paring IPT and cognitive therapy for social anxiety disorder found that 
both treatments led to significantly greater improvements than a wait-list 
control condition but that cognitive therapy performed significantly bet-
ter than IPT (Stangier et al., 2011).

treatment for adolescent Depression

Research has shown IPT-A to be an efficacious treatment for adolescent 
depression. Several randomized controlled clinical trials of IPT-A have 
been conducted, and two separate investigator teams have demonstrated 
its efficacy (Mufson, Dorta, Wickramaratne, et al., 2004; Mufson, Weiss-
man, Moreau, & Garfinkel, 1999; Rosselló & Bernal, 1999; Rosselló, Ber-
nal, & Rivera- Medina, 2008). In an initial study of IPT-A, significantly 
more adolescents in IPT-A met recovery criteria for major depression than 
adolescents in clinical monitoring. IPT-A adolescents also reported a sig-
nificant decrease in depressive symptoms and increased social functioning 
and problem- solving skills as compared with adolescents in clinical moni-
toring (Mufson et al., 1999). Rosselló and Bernal (1999) and Rosselló and 
colleagues (2008) have examined a different adaptation of IPT designed 
specifically for depressed adolescents in Puerto Rico. In these studies, ado-
lescents receiving IPT experienced reductions in depression symptoms, 
increases in self- esteem, and improvements in social functioning.

In addition to the efficacy trials, there is also evidence of the effec-
tiveness of IPT-A when delivered by community clinicians (Mufson, Dorta, 
Wickramaratne, et al., 2004). Clinicians in several school- based health 
clinics were trained to deliver IPT-A. Adolescents in these schools with 
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depression were randomized to receive either treatment as usual (which 
consisted of supportive, individual counseling) or IPT-A as delivered by 
school- based clinicians. Adolescents who received IPT-A, as compared 
with adolescents who received treatment as usual, demonstrated a greater 
decrease in depression symptoms and depression severity, greater overall 
functioning, and significantly better social functioning.

treatment for Other Childhood Disorders

Although adaptations of IPT for childhood disorders lag behind those 
cited in the adult literature, there is some evidence from the depres-
sion treatment studies that IPT-A may also lead to reductions in anxiety. 
Young, Mufson, and Davies (2006b) examined outcomes of adolescents 
with comorbid depression and anxiety who received IPT-A or treatment 
as usual in the IPT-A effectiveness study (Mufson, Dorta, Wickramaratne, 
et al., 2004). For those adolescents with a likely anxiety disorder at base-
line, approximately half no longer had an anxiety diagnosis at the end 
of treatment. Although treatment condition was not a significant predic-
tor of composite anxiety symptoms postintervention, treatment condition 
did predict improvement in generalized anxiety disorder (GAD) symp-
toms. Adolescents were more likely to show improvement in their GAD 
symptoms if they received IPT-A. These findings suggest that IPT-A may 
be particularly effective for GAD, which is increasingly being recognized 
as having a large interpersonal component (Borkovec, Newman, Pincus, 
& Lytle, 2002; Roemer, Molina, & Borkovec, 1997).

A number of adaptations of IPT-A have been developed in the past 
several years. We highlight those adaptations that are particularly relevant 
to the conceptualization of IPT-A as a transdiagnostic approach. Young 
and Mufson (2003) developed interpersonal psychotherapy— adolescent 
skills training (IPT-AST), a group preventive intervention for adolescents 
with subthreshold symptoms of depression. In two studies, adolescents in 
IPT-AST reported significantly fewer depressive symptoms, better over-
all functioning, and fewer depression diagnoses than adolescents who 
received usual school counseling (SC) both after intervention and at a 
6-month follow- up (Young, Mufson, & Davies, 2006a; Young, Mufson, & 
Gallop, 2010). Recent analyses suggest that IPT-AST is also effective at 
reducing anxiety symptoms. Using pooled data from the two randomized 
trials of IPT-AST, Young and colleagues (2012) found that adolescents 
who received IPT-AST reported significantly greater reductions in total 
anxiety symptoms, generalized anxiety symptoms, and panic/somatic 
symptoms during the course of the intervention than adolescents who 
received SC.

The findings for generalized anxiety symptoms replicate those found 
in studies of IPT-A (Young et al., 2006b) and suggest that interventions 
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based on IPT may be particularly effective for adolescents with depression 
and generalized anxiety, whether it be elevated symptoms or comorbid 
diagnoses. Notably, change in rates of social anxiety symptoms did not 
differ by intervention condition. Adolescents in both conditions showed 
small reductions in social anxiety symptoms during the intervention. 
These findings suggest that IPT-AST, although effective at addressing 
anxiety more generally, is less effective at specifically targeting social anx-
iety symptoms. IPT-AST targets interpersonal relationships in general, 
but less time is spent helping adolescents confront their social anxieties in 
between sessions than may be needed to engender a significant reduction 
in social anxiety.

Tanofsky- Kraff and colleagues (2007) adapted the IPT-AST manual 
for the prevention of inappropriate weight gain (IPT-WG) in female ado-
lescents who are overweight. IPT-WG posits that interpersonal events are 
linked to both negative affect and loss of control of eating. As such, the 
group intervention focuses on increasing interpersonal skills and improv-
ing relationships with the aim of reducing binge and loss of control of 
eating (Tanofsky- Kraff et al., 2007). A pilot study compared IPT-WG with 
a standard- of-care health education group. The results from this study 
suggest that IPT-WG is feasible and acceptable to adolescent girls. In addi-
tion, among girls with loss of control of eating at study onset, those in 
IPT-WG experienced greater reductions in loss-of- control episodes than 
those in health education (Tanofsky- Kraff et al., 2010). A large random-
ized controlled trial of IPT-WG for overweight girls is ongoing.

Use of iPT‑a as a Transdiagnostic approach

However, the underlying theory of IPT—that psychological distress occurs 
in the context of interpersonal relationships— is applicable to a broader 
array of psychiatric conditions. Across these various conditions, IPT 
endorses a biopsychosocial model of illness. IPT posits that an individual 
has a unique biological vulnerability that interacts with the environment 
in multiple ways to manifest itself in different disorders. The social envi-
ronment is composed of one’s significant interpersonal relationships, 
which can play a large role in the onset and maintenance of various disor-
ders. Depending on the underlying biological vulnerability or an individ-
ual’s unique interpersonal environment, different types of psychopathol-
ogy may emerge. A large body of research has identified interpersonal 
factors that contribute to and/or maintain different disorders. Given the 
focus of this chapter on youth depression and anxiety, we summarize the 
interpersonal risk- factor literature for these disorders in a later section.

The applicability of IPT beyond depression is reflected in the large 
number of adaptations of IPT for various disorders. Although each 
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adaptation of IPT is somewhat different, all of these adaptations share the 
essential elements of IPT. These essential elements include the interper-
sonal inventory, the interpersonal problem areas, the interpersonal for-
mulation, and a focus on the client’s current interpersonal relationships 
(Stuart, Robertson, & O’Hara, 2006). It is these key IPT strategies that 
are thought to lead to improvements in the interpersonal problem and to 
increased social support and resolved psychiatric symptoms. Therefore, 
there is growing support for considering IPT-A’s potential as a transdiag-
nostic approach for various psychiatric conditions via the common mech-
anism of improving interpersonal relationships. As Stuart and colleagues 
(2006) argue, the interpersonal problem areas are universally applicable 
across diagnoses and developmental levels, which is one of IPT’s great-
est assets as a treatment approach. Moreover, the interpersonal problem 
areas have been demonstrated to be applicable to other cultures as well, 
which is also suggestive of its transdiagnostic potential (e.g., Bolton et al., 
2003; Verdeli et al., 2003, 2008).

For which conditions is IPT-A a relevant treatment approach in its 
current format? As with many other transdiagnostic approaches, it seems 
best to start by considering whether IPT-A can be conceptualized as a 
transdiagnostic approach for internalizing disorders. As outlined by Bar-
low, Allen, and Choate (2004) originally and by others subsequently, there 
is a justification for targeting depression and anxiety in a single treat-
ment given the similar etiology, overlap in symptoms, comorbidity, and 
treatment effects on comorbid symptomatology (Ehrenreich, Goldstein, 
Wright, & Barlow, 2009; Garber & Weersing, 2010). The findings outlined 
earlier that IPT-A and IPT-AST led to reductions in both depression and 
anxiety symptoms and disorders support the consideration of IPT-A as a 
transdiagnostic approach for internalizing disorders. The transdiagnostic 
approaches for youth depression and anxiety that have been developed to 
date primarily target cognitive biases and/or avoidance processes that are 
thought to be common across internalizing disorders (Chu, Colognori, 
Weissman, & Bannon, 2009; Chu, Merson, Zandberg, & Areizaga, 2012; 
Ehrenreich et al., 2009; Weersing, Gonzalez, Campo, & Lucas, 2008).

IPT-A offers a unique transdiagnostic approach in its focus instead on 
the interpersonal factors thought to contribute to and maintain depres-
sion and anxiety. Research suggests that individuals with depression and 
anxiety experience more stressful life events than individuals without a 
disorder (Goodyer & Altham 1991; Rapee & Szollos, 2002). Individuals 
with depression may act in ways that elicit stress and conflict in their rela-
tionships (e.g., Hammen, 1991; Rudolph et al., 2000), and the same may 
be true for individuals with anxiety disorders. As a result of their negative 
self- perceptions about their own social competencies or their heightened 
sense of “felt insecurity,” adolescents with anxiety experience social with-
drawal and peer rejection that can exacerbate and maintain their anxious 
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symptoms (Bosquet & Egeland, 2006). There is also growing evidence 
that maladaptive interpersonal problems play an important role in many 
of the anxiety disorders, in particular GAD (e.g., Newman & Erickson, 
2010; Roemer et al., 1997) and social anxiety disorder (e.g., Festa & Gins-
burg, 2011; Gazelle & Ladd, 2003; Kingery, Erdley, Marshall, Whitaker, & 
Reuter, 2010). Consequently, IPT-A, with its focus on interpersonal prob-
lem areas and improving communication and affect management within 
relationships, is well suited to address these interpersonal deficits that 
contribute to and maintain anxiety.

An additional reason that IPT-A would be relevant for childhood 
anxiety disorders, as well as depression, is the recognition that parenting 
behaviors play a role in both types of internalizing disorders (for reviews, 
see McLeod, Weisz, & Wood, 2007; McLeod, Wood, & Weisz, 2007) and 
that insecure attachment is a vulnerability for both depression and anxi-
ety (Cassidy, Lichenstein- Phelps, Sibrava, Thomas, & Borkovec, 2009; 
Davila, Ramsay, Stroud, & Steinberg, 2005). There is growing discussion 
of the significance of early attachment difficulties, specifically that inse-
cure attachment histories with primary caregivers place children at risk 
for social anxiety and may increase their risk for subsequent anxiety dis-
orders, as well as depression (Bosquet & Egeland, 2006). Given IPT-A’s 
focus on improving the adolescent– parent relationship and its roots in 
attachment theory, IPT-A may be well suited to address these interper-
sonal risk factors of anxiety. Finally, IPT-A focuses on improving social 
support, which may be a generalized protective factor for depression and 
anxiety (Dozois, Seeds, & Collins, 2009).

Core aspects of IPt-a in a transdiagnostic approach

IPT-A’s focus on the link between relationships, affect management, and 
depression may apply to other disorders, such as anxiety. The core IPT-A 
constructs that enable this transdiagnostic work include the interpersonal 
inventory, the problem area formulation, the four interpersonal problem 
areas, and the focus on current interpersonal relationships. The core 
strategies and techniques of IPT-A that would be maintained in the trans-
diagnostic conceptualization include identification and expression of 
affect, management of affect through communication strategies, under-
standing the link between interpersonal difficulties and mood changes, 
and improving communication and problem- solving skills. These tech-
niques are thought to be transdiagnostic because of the impact they have 
on improving relationships, which in turn can result in a decrease in 
both depressive and anxious symptoms. These symptom improvements 
will also contribute to improved relationships due to the reciprocal link-
age between symptoms and relationships. The proposed transdiagnostic 
model of interpersonal psychotherapy for adolescents with anxiety and 
depression is depicted in Figure 9.1.
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We are proposing that there are relationship processes that play a 
role in the development of anxiety and depression as well as individual 
processes, both of which are affected through treatment with IPT-A. The 
relationship processes, which correspond to the interpersonal problem 
areas, focus on interpersonal difficulties that can occur with either peers 
or family or both. They are not hypothesized necessarily to be a cause 
of the anxiety or depression but are interpersonal situations that have 
either triggered or maintained the anxiety or depression. As research has 
shown, adolescents with both depression and anxiety experience conflicts 
and social withdrawal within their relationships, and both depression and 

IPT-A

Etiology
Genetic

Biological
Environmental

Anxiety
Depression

Relationship Processes

Loss of significant relationship

Relationship conflict

Mismatched expectations for 
relationship

Difficulty with changes in 
relationships, changes in setting 
for relationships, transition to new 
role

Family structural changes

Lack of social support

Individual Processes

Poor identification and 
management of affect

Poor communication skills

Poor problem-solving skills

FIGUrE 9.1. Transdiagnostic model of IPT-A for youth with depression and 
 anxiety.
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anxiety have been linked to the loss of a significant relationship (Starr & 
Davila, 2008). By conducting a thorough review of the important relation-
ships in the adolescent’s life, the IPT-A therapist helps the adolescent to 
identify and focus on the relationship that is most directly related to the 
maintenance of the current symptoms, which can easily include both anx-
ious and depressive symptoms.

As previously mentioned, the problem area processes that are the 
focus in IPT-A include grief related to the loss through death of a sig-
nificant person in one’s life; conflict in relationships as a result of mis-
matched or unclear expectations for the parameters of the relationship; 
difficulties in making life transitions such as moving, changing schools, 
or parental divorce or remarriage that necessitate a change in one’s role 
in relationships; and, last, the problem of social isolation and lack of 
social supports. As reflected by the inclusion of these problem areas in 
the various adaptations of IPT, these problem areas are relevant across 
development, culture, and diagnoses.

On an individual level, an adolescent has difficulty negotiating these 
peer and familial relationships because of a lack of effective affect man-
agement, communication, and problem- solving skills. Using the interper-
sonal inventory, the IPT-A therapist obtains examples of how the adoles-
cent has attempted to address the problematic relationship, and these 
examples provide clues as to what skills need augmentation for the adoles-
cent to be more successful in that relationship and in turn be less anxious 
and depressed. Teens with both depression and anxiety have difficulty 
managing their emotions, whether it be bottling feelings up inside until 
they explode in anger or expressing constant worries or negative affect 
within a relationship to the point of irritating or alienating the other per-
son. IPT-A helps the adolescent to identify his or her emotions, link them 
to interpersonal events that may contribute to the feelings, and learn 
more effective ways to communicate feelings so the adolescent’s needs 
can be met and the feelings can dissipate.

IPT-A focuses on teaching core communication skills, such as iden-
tifying the best time to have a conversation, postponing conversations if 
one is too emotionally upset, and communicating empathic statements 
that demonstrate the adolescent’s ability to see the other person’s perspec-
tive. These strategies help adolescents communicate thoughts and feel-
ings with the other person in a way that is more likely to have a successful 
outcome, focusing on issues of timing, wording, perspective taking, and 
nonverbal messages. Last, adolescents are taught problem- solving skills 
to facilitate their ability to solve interpersonal problems. For adolescents 
with anxiety, the work may focus on how to communicate their concerns 
in a way that does not seem like excessive reassurance seeking, how to 
obtain information from others that may decrease their anxiety, as well 
as how to problem- solve situations to decrease avoidance due to anxiety. 
Using the techniques of role playing and “work at home” interpersonal 
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experiments, the adolescents spend a significant part of the middle phase 
practicing these new communication and problem- solving skills both in 
session and outside of session, the latter being very similar to exposure 
exercises that are part of standard CBT treatments for anxiety. Parents 
and peers may be involved as needed to support the new interpersonal 
skills. In addition, they may be invited to participate to help change their 
interactions with the adolescent in order to decrease the adolescent’s asso-
ciated depressive and anxious feelings. The framework and techniques 
are applicable transdiagnostically, as the associated interpersonal diffi-
culties for adolescents with these disorders occur regardless of the etiol-
ogy of the disorders. If these techniques can ameliorate the difficulties, 
they can promote recovery.

aspects of IPt-a that Would require Modification

There are also several key elements of IPT-A that would need to be modi-
fied for a transdiagnostic approach. The psychoeducational component 
of IPT-A would be broadened to include discussions of anxiety, of what is 
known about the relationship between anxiety and interpersonal difficul-
ties, and of available treatments and recovery information specifically for 
anxiety and/or comorbid depression and anxiety. The diagnoses would 
be discussed in regard to how our moods (anxious and depressed) can 
affect our relationships and vice versa and to how both depression and 
anxiety affect our ability to cope with life stressors. Similarly, the lim-
ited sick role would be modified to address the effects of anxiety on the 
adolescent’s participation in his or her usual activities. The adolescent 
with anxiety would be similarly encouraged to push him- or herself to 
engage in normal activities with revised performance expectations and 
with encouragement that his or her performance will improve the more 
he or she engages in the activities and the more treatment assists in recov-
ery. Although this may be more challenging for the adolescent with social 
anxiety, the parent would be similarly educated about the limited sick 
role, and both adolescent and parent would be helped to understand that 
avoidance only serves to maintain the anxiety and that exposure to small 
pieces of the usual activities will result in an eventual decrease in the 
concomitant anxiety.

Within the transdiagnostic approach, parent involvement can remain 
largely the same as in the original manual. The parent is involved in the 
initial phase to review diagnosis and available treatments, to discuss the 
current treatment approach, and to identify his or her role in treatment. 
More discussion may be needed to address the increased need to sup-
port the adolescent in the “work at home,” including interpersonal experi-
ments/exposures. In the middle phase, the parent would still be invited 
to participate in sessions as needed for work on communication and prob-
lem solving and also to assist as coach and support for the adolescent to 
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engage in more of the exposure type of work-at-home exercises. The work 
at home would likely need to be modified to better address the difficul-
ties of social anxiety. This might include more parental involvement in 
designing the work-at-home exposures so that parents can play more of a 
coaching role in their implementation. It might also include revising the 
experiments to address smaller components of the anxiety- related inter-
personal situation so that the adolescent can master smaller pieces before 
moving on to the larger interpersonal issue. Last, based on our analy-
ses of the effects of comorbid anxiety on treatment outcome, it might be 
beneficial to build in flexibility on the part of the clinician to extend the 
middle phase of treatment for adolescents with social anxiety to provide 
additional time to practice their interpersonal skills. We believe these 
additional sessions may improve the impact of IPT-A on adolescents with 
social anxiety.

limitations of iPT‑a as a Transdiagnostic approach

Despite the elements of IPT-A that make it a potential transdiagnostic 
treatment for depression and anxiety, research on IPT-A as a transdiag-
nostic approach is in its infancy. We feel confident, given the findings 
mentioned herein, that IPT-A is a useful treatment approach for adoles-
cents with comorbid depression and anxiety. IPT-A may also be effective 
for adolescents with GAD and panic disorder who do not have comorbid 
depression, although additional research is needed to examine this ques-
tion. However, less evidence exists to support the treatment of other anx-
iety disorders, such as obsessive– compulsive disorder (OCD) or PTSD. 
In addition, findings from the IPT-A and IPT-AST research (Young et 
al., 2006b, 2012) suggest that social anxiety may fare best with an expo-
sure component incorporated into treatment. Furthermore, given that 
IPT-A is a short-term treatment, it may be difficult to effectively target 
multiple diagnoses that require additional components without diffusing 
the effects of IPT-A, as has been found in other treatments that aimed 
to address comorbid conditions (e.g., Craske et al., 2007). To answer this 
question, future research should compare singular versus transdiagnostic 
approaches for depression and anxiety, something that is notably absent 
in this field (see Rohde, 2012).

future directions

This chapter has focused on IPT-A as a transdiagnostic approach for youth 
depression and anxiety. The usefulness of IPT-A as a transdiagnostic 
tool for other disorders is speculative. Given the efficacy of IPT in treat-
ing adult eating disorders and in preventing weight gain in overweight 
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adolescent girls, there is potential for IPT-A to be used as a transdiagnos-
tic treatment for disordered eating behaviors in youth. Such an approach 
would target the interpersonal problems that maintain disordered eating. 
Additional research is needed to examine the utility of IPT-A for youth 
with eating disorders. Beyond depressive disorders, certain anxiety disor-
ders, and eating disorders, there is currently limited rationale for the use 
of IPT-A for other youth psychopathology.

At this stage, perhaps a more realistic and feasible approach is to 
incorporate an IPT-A-based module into existing treatments that do not 
already address interpersonal issues, assuming that interpersonal difficul-
ties is one of the presenting problems. For example, in addition to treat-
ing OCD with exposure and response prevention, there may be signifi-
cant problems with role disputes or role transitions that could be treated 
with an IPT-A module to help support the CBT work. Conflict between 
the adolescent and parents about how to manage the OCD might benefit 
from work on communication and problem solving. In addition, it may 
be necessary for parents to temporarily reassert control to implement 
the exposure exercises and manage the compulsions. Specific IPT tech-
niques might help the adolescent and parents negotiate the adolescent’s 
transition back to age- appropriate autonomy when the adolescent is ready 
and to help the adolescent communicate his or her feelings and concerns 
surrounding these transitions. Therefore, an additional area of inquiry 
would be to conduct research examining the efficacy of including IPT-A 
as a module or adjunctive treatment to another established approach to 
see whether this improves treatment outcomes. Other avenues of research 
include identifying which interpersonal factors are important across 
disorders and which may be disorder- specific, the impact of particular 
disorders on adolescents’ significant relationships, and the role of these 
relationships in the recovery process. The results of such research would 
provide further information about the transdiagnostic utility of IPT-A, as 
well as the potential limitations of such an approach.

references

Agras, W. S., Walsh, T., Fairburn, C. G., Wilson, G. T., & Kraemer, H. C. (2000). 
A multicenter comparison of cognitive- behavioral therapy and interper-
sonal psychotherapy for bulimia nervosa. Archives of General Psychiatry, 57, 
459–466.

Barlow, D. H., Allen, L. B., & Choate, M. L. (2004). Toward a unified treatment 
for emotional disorders. Behavior Therapy, 35, 205–230.

Bleiberg, K. L., & Markowitz, J. C. (2005). A pilot study of interpersonal psycho-
therapy for posttraumatic stress disorder. American Journal of Psychiatry, 162, 
181–183.

Bolton, P., Bass, J., Neugebauer, R., Verdeli, H., Clougherty, K. F., Wickrama-
ratne, P., et al. (2003). Group interpersonal psychotherapy for depression in 



198 TRANSDIAGNOSTIC CONCEPTUALIZATIONS OF TRADITIONAL THERAPIES 

rural Uganda: A randomized controlled trial. Journal of the American Medical 
Association, 289, 3117–3124.

Borge, F., Hoffart, A., Sexton, H., Clark, D. M., Markowitz, J. C., & McManus, F. 
(2008). Residential cognitive therapy versus residential interpersonal ther-
apy for social phobia: A randomized clinical trial. Journal of Anxiety Disor-
ders, 22, 991–1010.

Borkovec, T. D., Newman, M. G., Pincus, A. L., & Lytle, R. (2002). A component 
analysis of cognitive- behavioral therapy for generalized anxiety disorder 
and the role of interpersonal problems. Journal of Consulting and Clinical 
Psychology, 70, 288–298.

Bosquet, M., & Egeland, B. (2006). The development and maintenance of anxi-
ety symptoms from infancy through adolescence in a longitudinal sample. 
Development and Psychopathology, 18, 517–550.

Bowlby, J. (1977). The making and breaking of affectional bonds: II. Some prin-
ciples of psychotherapy. British Journal of Psychiatry, 130, 421–431.

Campanini, R. F. B., Schoedl, A. F., Pupo, M. C., Costa, A. C. H., Krupnick, J. 
L., & Mello, M. F. (2010). Efficacy of interpersonal therapy- group format 
adapted to post- traumatic stress disorder: An open-label add-on trial. Depres-
sion and Anxiety, 27, 72–77.

Cassidy, J., Lichtenstein- Phelps, J., Sibrava, N. J., Thomas, C. L., Jr., & Borkovec, 
T. D. (2009). Generalized anxiety disorder: Connections with self- reported 
attachment. Behavior Therapy, 40, 23–38.

Chambless, D. L., Baker, M. J., Baucom, D. H., Beutler, L. E., Calhoun, K. S., 
Crits- Christoph, P., et al. (1998). Update on empirically validated therapies: 
II. Clinical Psychologist, 51, 3–16.

Chu, B. C., Colognori, D., Weissman, A. S., & Bannon, K. (2009). An initial 
description and pilot of group behavioral activation therapy for anxious and 
depressed youth. Cognitive and Behavioral Practice, 16, 408–419.

Chu, B. C., Merson, R. A., Zandberg, L. J., & Areizaga, M. (2012). Calibrating 
for comorbidity: Clinical decision- making in youth depression and anxiety. 
Cognitive and Behavioral Practice, 19, 5–16.

Craske, M. G., Farchione, T. J., Allen, L. B., Barrios, V., Stoyanova, M., & Rose, 
R. (2007). Cognitive behavioral therapy for panic disorder and comorbid-
ity: More of the same or less of more? Behaviour Research and Therapy, 45, 
1095–1109.

Cuijpers, P., Geraedts, A., van Oppen, P., Andersson, G., Markowitz, J. C., & van 
Straten, A. (2011). Interpersonal psychotherapy for depression: A meta- 
analysis. American Journal of Psychiatry, 168, 581–592.

Cuijpers, P., van Straten, A., Andersson, G., & van Oppen, P. (2008). Psycho-
therapy for depression in adults: A meta- analysis of comparative outcome 
studies. Journal of Consulting and Clinical Psychology, 76, 909–922.

Cyranowski, J. M., Frank, E., Shear, M. K., Swartz, H., Fagiolini, A., Scott, J., et 
al. (2005). Interpersonal psychotherapy for depression with panic spectrum 
symptoms: A pilot study. Depression and Anxiety, 21, 140–142.

Davila, J., Ramsay, M., Stroud, C. B., & Steinberg, S. J. (2005). Attachment as vul-
nerability to the development of psychopathology. In B. L. Hankin & J. R. Z. 
Abela (Eds.), Development of psychopathology: A vulnerability– stress perspective 
(pp. 215–242). Thousand Oaks, CA: Sage.



 Interpersonal Psychotherapy 199

Dozois, D. J. A., Seeds, P. M., & Collins, K. A. (2009). Transdiagnostic approaches 
to the prevention of depression and anxiety. Journal of Cognitive Psychother-
apy, 23, 44–59.

Ehrenreich, J. T., Goldstein, C. R., Wright, L. R., & Barlow, D. H. (2009). Devel-
opment of a unified protocol for the treatment of emotional disorders in 
youth. Child and Family Behavior Therapy, 31, 20–37.

Elkin, I., Gibbons, R. D., Shea, M. T., Sotsky, S. M., Watkins, J. T., Pilkonis, P. 
A., et al. (1995). Initial severity and differential treatment outcome in the 
National Institute of Mental Health treatment of depression collaborative 
research program. Journal of Consulting and Clinical Psychology, 63, 841–847.

Elkin, I., Shea, M. T., Watkins, J. T., Imber, D. S., Sotsky, S. M., Collins, J. F., et al. 
(1989). National Institute of Mental Health treatment of depression collab-
orative research program. Archives of General Psychiatry, 46, 971–982.

Fairburn, C. G., Jones, R., Peveler, R. C., Carr, S. J., Solomon, R. A., O’Connor, 
M. E., et al. (1991). Three psychological treatments for bulimia nervosa: A 
comparative trial. Archives of General Psychiatry, 48, 463–469.

Fairburn, C. G., Jones, R., Peveler, R. C., Hope, R. A., & O’Connor, M. (1993). 
Psychotherapy and bulimia nervosa: Longer-term effects of interpersonal 
psychotherapy, behavior therapy, and cognitive behavior therapy. Archives of 
General Psychiatry, 50, 419–428.

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

Frank, E., Kupfer, D. J., Perel, J. M., Cornes, C., Jarrett, D. B., Mallinger, A. G., 
et al. (1990). Three-year outcomes for maintenance therapies in reccurent 
depression. Archives of General Psychiatry, 47, 1093–1099.

Frank, E., Kupfer, D. J., Thase, M. E., Mallinger, A. G., Swartz, H. A., Fagiolini, 
A. M., et al. (2005). Two-year outcomes for interpersonal and social rhythm 
therapy in individuals with bipolar I disorder. Archives of General Psychiatry, 
62, 996–1004.

Frank, E., Kupfer, D. J., Buysse, D. J., Swartz, H. A., Pilkonis, P. A., Houck, P. R., 
et al. (2007). Randomized trial of weekly, twice- monthly, and monthly inter-
personal psychotherapy as maintenance treatment for women with recur-
rent depression. American Journal of Psychiatry, 164, 761–767.

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

Gazelle, H., & Ladd, G. W. (2003). Anxious solitude and peer exclusion: A 
diathesis– stress model of internalizing trajectories in childhood. Child 
Development, 74, 257–278.

Goodyer, I. M., & Altham, P. M. (1991). Lifetime exit events and recent social and 
family adversities in anxious and depressed school- age children and adoles-
cents: I. Journal of Affective Disorders, 21, 219–228.

Hammen, C. (1991). Depression runs in families: The social context of risk and resil-
ience in children of depressed mothers. New York: Springer- Verlag.

Kingery, J. N., Erdley, C. A., Marshall, K. C., Whitaker, K. G., & Reuter, T. R. 
(2010). Peer experiences of anxious and socially withdrawn youth: An inte-
grative review of the developmental and clinical literature. Clinical Child and 
Family Psychology Review, 13, 91–128.



200 TRANSDIAGNOSTIC CONCEPTUALIZATIONS OF TRADITIONAL THERAPIES 

Klerman, G. L., DiMascio, A., Weissman, M., Prusoff, B., & Paykel, E. S. (1974). 
Treatment of depression by drugs and psychotherapy. American Journal of 
Psychiatry, 131, 186–191.

Krupnick, J. L., Green, B. L., Stockton, P., Miranda, J., Krause, E., & Mete, M. 
(2008). Group interpersonal psychotherapy for low- income women with 
posttraumatic stress disorder. Psychotherapy Research, 18, 497–507.

Lipsitz, J. D., Gur, M., Miller, N., Forand, N., Vermes, D., & Fyer, A. J. (2006). An 
open pilot study of interpersonal psychotherapy for panic disorder (IPT-
PD). Journal of Nervous and Mental Disease, 194, 440–445.

Lipsitz, J. D., Gur, M., Vermes, D., Petkova, E., Cheng, J., Miller, N., et al. (2008). 
A randomized trial of interpersonal therapy versus supportive therapy for 
social anxiety disorder. Depression and Anxiety, 25, 542–553.

Lipsitz, J. D., Markowitz, J. C., Cherry, S., & Fyer, A. J. (1999). Open trial of inter-
personal psychotherapy for the treatment of social phobia. American Journal 
of Psychiatry, 156, 1814–1816.

Luty, S. E., Carter, J. D., McKenzie, J. M., Rae, A. M., Frampton, C. M. A., Mulder, 
R. T., et al. (2007). Randomised controlled trial of interpersonal psycho-
therapy and cognitive- behavioural therapy for depression. British Journal of 
Psychiatry, 190, 496–502.

McLeod, B. D., Weisz, J. R., & Wood, J. J. (2007). Examining the association 
between parenting and childhood depression: A meta- analysis. Clinical Psy-
chology Review, 27, 986–1003.

McLeod, B. D., Wood, J. J., & Weisz, J. R. (2007). Examining the association 
between parenting and childhood anxiety: A meta- analysis. Clinical Psychol-
ogy Review, 27, 155–172.

Meyer, A. (1957). Psychobiology: A science of man. Springfield, IL: Charles C. 
Thomas.

Mufson, L., Dorta, K. P., Moreau, D., & Weissman, M. M. (2004). Interpersonal 
psychotherapy for depressed adolescents (2nd ed.). New York: Guilford Press.

Mufson, L., Dorta, K. P., Wickramaratne, P., Nomura, Y., Olfson, M., & Weissman, 
M. M. (2004). A randomized effectiveness trial of interpersonal psychother-
apy for depressed adolescents. Archives of General Psychiatry, 6, 577–584.

Mufson, L., Weissman, M. M., Moreau, D., & Garfinkel, R. (1999). Efficacy of 
interpersonal psychotherapy for depressed adolescents. Archives of General 
Psychiatry, 56, 573–579.

Newman, M. G., & Erickson, T. M. (2010). Generalized anxiety disorder. In J. 
G. Beck (Ed.), Interpersonal processes in the anxiety disorders: Implications for 
understanding psychopathology and treatment (pp. 235–259). Washington, DC: 
American Psychological Association.

Rapee, R. M., & Szollos, A. A. (2002). Developmental antecedents of clinical anxi-
ety in childhood. Behaviour Change, 19, 146–157.

Reynolds, C. F., III, Dew, M. A., Martire, L. M., Miller, M. D., Cyranowski, J. M., 
Lenze, E., et al. (2010). Treating depression to remission in older adults: 
A controlled evaluation of combined escitalopram with interpersonal psy-
chotherapy versus escitalopram with depression care management. Interna-
tional Journal of Geriatric Psychiatry, 25, 1134–1141.

Reynolds, C. F., III, Frank, E., Perel, J. M., Imber, S. D., Cornes, C., Miller, M. D., 
et al. (1999). Nortriptyline and interpersonal psychotherapy as maintenance 



 Interpersonal Psychotherapy 201

therapies for recurrent major depression: A randomized controlled trial in 
patients older than 59 years. Journal of the American Medical Association, 281, 
39–45.

Roemer, L., Molina, S., & Borkovec, T. D. (1997). An investigation of worry con-
tent among generally anxious individuals. Journal of Nervous and Mental Dis-
ease, 185, 314–319.

Rohde, P. (2012). Applying transdiagnostic approaches to treatments with chil-
dren and adolescents: Innovative models that are ready for more systematic 
evaluation. Cognitive and Behavioral Practice, 19, 83–86.

Rosselló, J., & Bernal, G. (1999). The efficacy of cognitive- behavioral and inter-
personal treatments for depression in Puerto Rican adolescents. Journal of 
Consulting and Clinical Psychology, 67, 734–745.

Rosselló, J., Bernal, G., & Rivera- Medina, C. (2008). Individual and group CBT 
and IPT for Puerto Rican adolescents with depressive symptoms. Cultural 
Diversity and Ethnic Minority Psychology, 14, 234–245.

Rudolph, K. D., Hammen, C., Burge, D., Lindberg, N., Herzberg, D., & Daley, 
S. E. (2000). Toward an interpersonal life- stress model of depression: The 
developmental context of stress generation. Development and Psychopathology, 
12, 215–234.

Sloane, R. B., Stapes, F. R., & Schneider, L. S. (1985). Interpersonal therapy ver-
sus nortriptyline for depression in the elderly. In G. D. Burrow, T. R. Nor-
man, & L. Dennerstein (Eds.), Clinical and pharmacological studies in psychiat-
ric disorders (pp. 344–346). London: Libbey.

Stangier, U., Schramm, E., Heidenreich, T., Berger, M., & Clark, D. M. (2011). 
Cognitive therapy vs. interpersonal psychotherapy in social anxiety disor-
der: A randomized controlled trial. Archives of General Psychiatry, 68, 692–
700.

Starr, L. R., & Davila, J. (2008). Differentiating interpersonal correlates of depres-
sive symptoms and social anxiety in adolescence: Implications for models of 
comorbidity. Journal of Clinical Child and Adolescent Psychology, 37, 337–349.

Stuart, S., Robertson, M., & O’Hara, M. W. (2006). The future of interpersonal 
psychotherapy. Psychiatric Annals, 36, 578–588.

Sullivan, H. S. (1953). The interpersonal theory of psychiatry. New York: Norton.
Talbot, N. L., Conwell, Y., O’Hara, M. W., Stuart, S., Ward, E. A., Gamble, S. A., 

et al. (2005). Interpersonal psychotherapy for depressed women with sexual 
abuse histories: A pilot study in a community mental health center. Journal 
of Nervous and Mental Disease, 193, 847–850.

Talbot, N. L., & Gamble, S. A. (2008). IPT for women with trauma histories in 
community mental health care. Journal of Contemporary Psychotherapy, 38, 
35–44.

Tanofsky- Kraff, M., Wilfley, D. E., Young, J. F., Mufson, L., Yanovski, S. Z., 
Glasofer, D. R., et al. (2007). Preventing excessive weight gain in adolescents: 
Interpersonal psychotherapy for binge eating. Obesity, 15, 1345–1355.

Tanofsky- Kraff, M., Wilfley, D. E., Young, J. F., Mufson, L., Yanovski, S. Z., 
Glasofer, D. R., et al. (2010). A pilot study of interpersonal psychotherapy 
for preventing excess weight gain in adolescent girls at-risk for obesity. Inter-
national Journal of Eating Disorders, 43, 701–706.

Verdeli, H., Clougherty, K., Bolton, P., Speelman, L., Ndogoni, L., Bass, J., et al. 



202 TRANSDIAGNOSTIC CONCEPTUALIZATIONS OF TRADITIONAL THERAPIES 

(2003). Adapting group interpersonal psychotherapy for a developing coun-
try: Experience in rural Uganda. World Psychiatry, 2, 114–120.

Verdeli, H., Clougherty, K., Onyango, G., Lewandowski, E., Speelman, L., Betan-
court, T., et al. (2008). Group interpersonal psychotherapy for depressed 
youth in IDP camps in northern Uganda: Adaptation and training. Child and 
Adolescent Psychiatric Clinics of North America, 17, 605–624.

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

Weissman, M. M., Klerman, G. L., Paykel, E. S., Prusoff, B., & Hanson, B. (1974). 
Treatment effects on the social adjustment of depressed patients. Archives of 
General Psychiatry, 30, 771–778.

Weissman, M. M., Markowitz, J. C., & Klerman, G. L. (2000). Comprehensive guide 
to interpersonal psychotherapy. New York: Basic Books.

Weissman, M. M., Prusoff, B. A., DiMascio, A., Neu, C., Goklaney, M., & Kler-
man, G. L. (1979). The efficacy of drugs and psychotherapy in the treatment 
of acute depressive episodes. American Journal of Psychiatry, 136, 555–558.

Wilfley, D. E., Agras, W. S., Telch, C. F., Rossiter, E. M., Schneider, J. A. Cole, A. 
G., et al. (1993). Group cognitive- behavioral therapy and group interper-
sonal psychotherapy for the nonpurging bulimic individual: A controlled 
comparison. Journal of Consulting and Clinical Psychology, 61, 296–305.

Wilfley, D. E., Frank, M. A., Welch, R., Spurrell, E. B., & Rounsaville, B. J. (1998). 
Adapting interpersonal psychotherapy to a group format (IPT-G) for binge 
eating disorder: Toward a model for adapting empirically supported treat-
ments. Psychotherapy Research, 8, 379–391.

Wilfley, D. E., Welch, R. R., Stein, R. I., Spurrell, E. B., Cohen, L. R., Saelens, B. 
E., et al. (2002). A randomized comparison of group cognitive- behavioral 
therapy and group interpersonal psychotherapy for the treatment of over-
weight individuals with binge- eating disorder. Archives of General Psychiatry, 
59, 713–721.

Wilson, G. T., Wilfley, D. E., Agras, S., & Bryson, S. W. (2010). Psychological 
treatments of binge eating disorder. Archives of General Psychiatry, 67, 94–101.

Young, J. F., Makover, H. B., Cohen, J. R., Mufson, L., Gallop, R., & Benas, J. 
S. (2012). Interpersonal psychotherapy— adolescent skills training: Anxiety 
outcomes and impact of comorbidity. Journal of Clinical Child and Adolescent 
Psychology, 41, 640–653.

Young, J. F., & Mufson, L. (2003). Manual for interpersonal psychotherapy— adolescent 
skills training (IPT-AST). New York: Columbia University.

Young, J. F., Mufson, L., & Davies, M. (2006a). Efficacy of interpersonal 
psychotherapy— adolescent skills training: An indicated preventive interven-
tion for depression. Journal of Child Psychology and Psychiatry, 47, 1254–1262.

Young, J. F., Mufson, L., & Davies, M. (2006b). Impact of comorbid anxiety in 
an effectiveness study of interpersonal psychotherapy for depressed adoles-
cents. Journal of the American Academy of Child and Adolescent Psychiatry, 45, 
904–912.

Young, J. F., Mufson, L., & Gallop, R. (2010). Preventing depression: A random-
ized trial of interpersonal psychotherapy— adolescent skills training. Depres-
sion and Anxiety, 27, 426–433.



 203 

C h a p t e r  1 0

Dialectical Behavior Therapy 
for Emotion Dysregulation

Lorie A. Ritschel, Alec L. Miller, and Victoria Taylor

Dialectical behavior therapy (DBT; Linehan, 1993a, 1993b) is an evidence- 
based treatment originally developed for chronically suicidal adults with 
borderline personality disorder (BPD). BPD can be thought of as a disor-
der of emotional, behavioral, cognitive, intrapersonal, and interpersonal 
dysregulation (Linehan, 1993a); thus, the overarching goal of treatment is 
to intervene on this pervasive dysregulation and to help individuals with 
BPD modulate their emotions without engaging in ineffective compensa-
tory or regulatory behaviors (e.g., suicidal or nonsuicidal self- injurious 
behaviors [NSSI]). According to DSM-5 (American Psychiatric Associa-
tion, 2013), a diagnosis of BPD requires the presence of at least five out of 
a possible nine criteria, meaning that considerable variation in symptom 
presentation exists among individuals with BPD. Moreover, many indi-
viduals with BPD also meet criteria for comorbid Axis I disorders (Lieb, 
Zanarini, Schmahl, Linehan, & Bohus, 2004). In order to treat the myriad 
areas of dysregulation found among suicidal individuals diagnosed with 
BPD, Linehan designed DBT (1993a), a multimodal therapy that is both 
comprehensive and flexible.

DBT synthesizes four distinct theoretical foundations: dialectics, Zen 
philosophy, behaviorism, and the biosocial theory of emotion dysregula-
tion. The term dialectical refers to the philosophy that there is no abso-
lute truth; that is, seemingly opposite ideas (i.e., thesis and antithesis) can 
both be true at the same time, and their convergence produces a synthe-
sis out of which a new dialectic may arise. As it applies to the practice 
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of psychotherapy, a dialectical philosophy highlights the need for clients 
to work on simultaneously accepting and changing their thoughts, emo-
tions, and behaviors. DBT therapists teach their patients to move away 
from black-and-white, “either– or” thinking and instead to view the world 
in accordance with the idea that there is no absolute truth. For example, a 
therapist might say, “I believe that you are doing the best you can; and, at 
the same time, you must do better at tolerating your distress if you want 
to reach your goals.” By learning to reduce polarized thinking, clients 
achieve the ability to find a middle path, opening up novel pathways to 
problem solving and reducing cognitive rigidity.

At its core, DBT is a well- balanced blend of acceptance- and change- 
based strategies (Linehan, 1993a, 1993b). Acceptance- based interventions 
are primarily informed by the principles of Zen mindfulness practice 
and teach patients how to accept their reality without trying to change it 
(including their behaviors, emotions, and circumstances) through mind-
ful and nonjudgmental participation. The change- based interventions 
used in DBT are largely predicated on the principles of behaviorism and 
include techniques such as exposure, contingency management, problem 
solving, and cognitive restructuring. For individuals with BPD, both strat-
egies should be woven together in an iterative, balanced fashion, because 
individuals with BPD tend to find change without acceptance to be invali-
dating of their difficulties. At the same time, they are likely to find accep-
tance without change insufficient in helping them achieve the life they 
want (and invalidating in its own right).

Linehan’s (1993a) biosocial theory posits that BPD emerges from the 
transaction between biological dysfunction in the individual’s emotion 
regulation system and an invalidating environment. We describe these 
two elements in turn. Biological dysfunction comprises three compo-
nents: high emotional sensitivity, pronounced emotional reactivity, and 
slow return to baseline (Linehan, 1993a). First, individuals with BPD tend 
to operate in a state of physiological hyperarousal (Ebner- Priemer et al., 
2007; Kuo & Linehan, 2009), leaving them more vulnerable to emotional 
triggers and cues (both intra- and interpersonally). Second, individuals 
with BPD tend to be more reactive to emotional events than individuals 
without BPD (Bland, Williams, Scharer, & Manning, 2004; Ebner- Priemer 
et al., 2007). Given their higher level of emotional sensitivity, this reactiv-
ity can result in extreme emotional experiences, such as rage, panic, and 
profound dysphoria. Third, once dysregulated, individuals with BPD tend 
to take longer than individuals without BPD to return to emotional base-
line (Kuo & Linehan, 2009; Yen, Zlotnick, & Costello, 2002). To draw an 
analogy, life for individuals with BPD is the emotional equivalent of going 
to the beach when you already have a sunburn (high baseline arousal), 
forgetting your sunscreen (greater reactivity to triggers), and having the 
kind of skin that takes a long time to get back to normal after a sunburn 
(slow return to baseline).
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The second component of the biosocial theory is the invalidating 
environment. This term refers to any environment that negates, punishes, 
ignores, or corrects a person’s emotions or behaviors independent of the 
actual validity of the emotion or behavior. In essence, an invalidating environ-
ment communicates that the individual’s perceptions of and responses to 
the world simply do not make sense. Take the example of a child who is 
teased at school and reports to her parents that she feels sad when other 
kids make fun of her. Her parents respond by telling her it is stupid or 
wrong to feel sad about that and that instead she should be angry with the 
other kids and with her teachers for not protecting her from such bully-
ing. What results is a mismatch between what the child is feeling and what 
she is told she should feel, which can lead to confusion about emotions and 
ambivalence about how to respond to a similar trigger (i.e., bullying) in 
the future. Alternatively, consider the teenager who struggles in his math 
class and has repeatedly asked his parents for help with homework or to 
get him a tutor. He comes home at the end of the week having failed a 
test for which he studied every day and is told that he should have “tried 
harder.” As another example, when teens engage in NSSI, parents often 
remark that they are “ just being manipulative” without recognizing that 
most teens engage in NSSI as a way to downregulate negative affect (Nock 
& Prinstein, 2004). These kinds of environments fail to teach the child to 
recognize, label, and respond to emotions appropriately, and they often 
inadvertently reinforce ineffective behavior on the part of the child. It is 
important to note that invalidating environments can include but are not 
limited to families, peers, school personnel, coaches, and mental health 
and medical providers (Miller, Rathus, & Linehan, 2007). In sum, the bio-
social theory posits that the emotional and behavioral difficulties associ-
ated with BPD arise when a child who has difficulty regulating emotion is 
placed in an environment that pervasively and chronically communicates 
that the child’s responses are inappropriate, faulty, inaccurate, or other-
wise invalid (Koerner, Miller, & Wagner, 1998).

empirical support for the dBT model

Standard DBT (i.e., Linehan, 1993a) is a principle- based treatment that 
includes weekly individual therapy, as- needed intersession telephone 
coaching, weekly skills- training groups, and weekly therapist consultation 
team meetings. DBT skills groups are manualized, didactic in nature, and 
focus on teaching four skill modules: Mindfulness, Interpersonal Effec-
tiveness, Emotion Regulation, and Distress Tolerance. Based on their 
work with adolescents and their families, Miller, Rathus, and Linehan 
(2007) developed a fifth skill module titled “Walking the Middle Path,” 
which we describe in greater detail later in this chapter. The Mindful-
ness module helps clients participate more fully in their lives by building 
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nonjudgmental awareness of themselves and the world around them in 
the present moment. The Interpersonal Effectiveness module helps cli-
ents learn to effectively navigate relationships. The Emotion Regulation 
module helps clients learn to recognize their emotions and antecedent 
events, as well as how to cope in more adaptive and effective ways when 
emotions arise. The Distress Tolerance module helps clients learn to bear 
negative life events skillfully without engaging in behaviors that worsen 
the emotional or behavioral consequences of such events (e.g., NSSI, sub-
stance use). As we discuss in greater detail later in this chapter, the indi-
vidual therapist helps the patient apply the skills learned in DBT group 
to the specific situations in her or his life in weekly sessions and coaching 
calls.

DBT has been adapted for use across a variety of age ranges, diagnos-
tic categories, and treatment settings (Miller et al., 2007). The flexibility 
of the treatment and adaptability for such a wide variety of patients seems 
to be possible due to (1) the emphasis placed on balancing change and 
acceptance strategies and skills when treating multidiagnostic patients 
and (2) the focus on emotion dysregulation as the underlying cause of 
distress, rather than a focus on specific diagnostic categories. We first 
describe the empirical evidence of DBT; later in this chapter we discuss 
how the treatment has been adapted for use with patients with heteroge-
neous diagnoses.

DBt with adults

There is ample evidence from numerous randomized controlled outpa-
tient and inpatient trials that patients with chronic suicidality, NSSI, and 
those diagnosed with BPD benefit greatly from DBT (for a review, see 
Lynch, Trost, Salsman, & Linehan, 2007). The treatment has been shown 
to improve social and global adjustment while reducing attrition rates, 
decreasing inpatient psychiatric days and emergency room usage, and 
reducing the frequency and severity of suicide attempts, suicidal ideation, 
and NSSI (Bohus et al., 2003; Koons et al., 2001; Linehan et al., 1991, 
2006; Lynch, Morse, Mendelson, & Robins, 2003; van den Bosch, Koeter, 
Stijnen, Verheul, & van den Brink, 2005; Verheul et al., 2003).

DBT research has been conducted in a variety of treatment settings, 
including outpatient (Linehan 1993a; Linehan et al., 1991, 2006; van den 
Bosch et al., 2005; Verheul et al., 2003), partial hospital (Ben- Porath, Wis-
niewski, & Warren, 2009; Gratz, Lacroce, & Gunderson, 2006), inpatient 
(Barley et al., 1993; Bohus et al., 2000, 2003; Koons et al., 2001; Linehan 
et al., 1999; Simpson et al., 1998) and forensic (Bradley & Follingstad, 
2003; Berzins & Trestman 2004; Evershed et al., 2003) settings. Further-
more, DBT has been adapted for adults with a variety of presenting prob-
lems. Evidence published to date supports the use of DBT as a treatment 
for eating disorders (Hill, Craighead, & Safer, 2011; Safer, Telch, & Agras, 
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2001; Telch, Agras, & Linehan, 2001), treatment- resistant depression 
(Harley, Sprich, Safren, Jacobo, & Fava, 2008), and depression in older 
adults with mixed personality features (Lynch, 2000; Lynch et al., 2003). 
Other research has found that DBT is effective for BPD that is comorbid 
with substance abuse (Linehan et al., 1999, 2002; van den Bosch et al., 
2005) and with eating disorders (Palmer et al., 2003).

DBt with adolescents

Although many professionals are still reluctant to make a formal person-
ality disorder diagnosis in adolescents, a substantial number of teenagers 
exhibit the chronic suicidality, NSSI, and emotion regulation difficulties 
that are the hallmark features of BPD in adults (Miller, Muehlenkamp, 
& Jacobson, 2008). Moreover, many of these adolescents receive multiple 
Axis I diagnoses, including mood, anxiety, substance use, and disruptive 
behavior disorders. Given these similarities in clinical presentation and 
the success of DBT with adults with BPD, Miller and colleagues (Miller, 
Rathus, Linehan, Wetzler, & Leigh, 1997; Miller et al., 2007; Rathus & 
Miller, 2002) adapted DBT for adolescents who have BPD features. Accord-
ing to a recent review (Groves, Backer, van den Bosch, & Miller, 2012), 12 
published studies have examined the effectiveness of DBT with various 
adolescent populations using quasi- experimental designs. Two random-
ized controlled trials (RCTs) are in progress in Norway (Tørmoen et al., 
2009) and New Zealand (Cooney, Davis, Thompson, & Stewart, 2008). In 
the last decade, various studies have evaluated DBT as a promising treat-
ment for adolescents with various psychological disorders, including ado-
lescents diagnosed with borderline personality features and who engage 
in suicidal behavior and/or NSSI (Fleischhaker, Munz, Böhme, Sixt, 
& Schulz, 2006; James, Taylor, Winmill, & Alfoadari, 2008; Rathus & 
Miller, 2002; Woodberry & Poponoe, 2008), as well as adolescents diag-
nosed with the following Axis I disorders: bipolar disorder (Goldstein, 
Axelson, Birmaher, & Brent, 2007); eating disorders (Safer, Lock, & Cou-
turier, 2007; Salbach, Klinkowski, Pfeiffer, Lehmkuhl, & Korte, 2007; 
Salbach- Andrae, Bohnekamp, Pfeiffer, Lehmkuhl, & Miller, 2008); and 
oppositional defiant disorder (ODD) (Nelson-Gray et al., 2006). Finally, 
evidence suggests that DBT is promising for adolescents deemed by the 
courts to be juvenile offenders (Trupin, Stewart, Beach, & Boesky, 2002).

As is the case in the adult literature, DBT with adolescents has been 
adapted for use in a variety of settings, such as acute inpatient hospitals 
(Katz, Cox, Gunasekara, & Miller, 2004), long-term inpatient hospitals 
(McDonnell et al., 2010), residential treatment settings (Sunseri, 2004), 
forensic settings (Trupin et al., 2002), schools (Mason, Catucci, Lusk, & 
Johnson, 2009; Sally, Jackson, Carney, Kevelson, & Miller, 2002), and 
children’s medical hospitals for youth with chronic medical conditions 
(Hashim, Vadnais, & Miller, in press). Thus, despite significant variability 
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in populations, settings, structure, and format of treatment, these results 
suggest that DBT is a promising treatment for adolescents with a range 
of diagnostic and behavioral problems, including suicidal behaviors and 
NSSI and other problems associated with BPD, bipolar disorder, external-
izing disorders, and eating disorders (Groves et al., 2012). While we await 
the results of RCTs applied to adolescents with varying disorders, our 
clinical wisdom, coupled with the results from the quasi- experimental 
and within- subjects treatment studies cited earlier, lend credibility to the 
notion that DBT is an appropriate model for transdiagnostic use with 
both adults and adolescents.

Why dBT can Be applied Transdiagnostically

Emotion dysregulation is widely considered to be the primary underlying 
feature of BPD in both adults and adolescents (Miller et al., 2007), as well 
as a key component of a variety of other psychological disorders (McRae 
& Gross, 2009). Difficulties in basic emotion regulation are often associ-
ated with a host of problematic behaviors (e.g., substance abuse, NSSI, 
suicide, binge eating; Selby, Anestis, Bender, & Joiner, 2009) and inter-
personal difficulties (e.g., chaotic relationships, disorganized social net-
works; Clifton, Pilkonis, & McCarty, 2007), which are common transdi-
agnostic target behaviors. Moreover, difficulties with emotion regulation 
are posited to play a central role in both internalizing (Abela, Brozina, & 
Haigh, 2002; Lyubomirsky & Nolen- Hoeksema, 1995; McLaughlin, Hat-
zenbuehler, & Hilt, 2009; Zeman, Shipman, & Suveg, 2002) and external-
izing (Kostiuk & Fouts, 2002; Leibenluft, Charney, & Pine, 2003) disor-
ders in adolescents.

DBT provides a unifying theoretical model that explains disparate 
conditions via common mechanisms and provides principles and treat-
ment strategies that are flexible enough to accommodate diverse prob-
lems. According to the biosocial theory that underpins DBT, the behav-
ioral, cognitive, interpersonal, and intrapersonal dysregulation often 
seen in BPD stems from a core difficulty with emotion regulation; thus, 
the primary treatment target is to improve emotion regulatory capacities. 
Hence, although a patient may present with a heterogeneous and compli-
cated diagnostic picture, DBT was designed to target the emotions and 
associated dysfunctional behaviors in a hierarchical, principle- based fash-
ion (see Linehan, 1993a; Miller et al., 2007) rather than targeting the “dis-
order” or the “diagnosis” itself. For example, one adolescent with clinical 
depression may present with sadness, anhedonia, and social withdrawal, 
whereas another adolescent with depression may present with irritabil-
ity, sleep disturbance, and suicidal ideation. Although both teens carry 
the same diagnosis, it is the specific behaviors and emotions that will be 
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targeted within the DBT treatment model. Similarly, two patients may 
be assigned different diagnoses even if both engage in NSSI and make 
repeated suicide attempts. The DBT clinician places a higher priority on 
targeting these dysfunctional, problematic behaviors first before target-
ing the depression, social anxiety, or other diagnoses the youth may carry. 
If, of course, a patient presents with a pure and uncomplicated Axis I 
diagnosis for which a more straightforward treatment (e.g., CBT) exists, 
the clinician would be wise to target the presenting problem directly 
using streamlined interventions rather than implementing the hierarchi-
cal DBT approach to treatment we are describing. This recommendation 
is based in part on the comprehensive and time- intensive nature of DBT; 
that is, weekly individual and group therapy may not be warranted for a 
case of major depression that is likely to respond to a more streamlined 
empirically supported treatment (e.g., 12–16 sessions of individual CBT). 
Although some of the principles that underlie DBT may be applicable 
for straightforward Axis I disorders, and although emotion dysregulation 
may be a common treatment target even in uncomplicated cases, we advo-
cate for treatment decisions based on a combination of empirical support 
and parsimony.

Transdiagnostic Theory Underlying dBT

The concept of a transdiagnostic treatment model can be applied both 
across and within patients. That is, a treatment can be considered trans-
diagnostic if it effectively treats a number of patients presenting for 
treatment with distinct diagnostic concerns (e.g., bipolar disorder, eat-
ing disorders, substance use disorders, BPD). Alternatively, a transdiag-
nostic treatment model can be used to treat one patient who presents 
with multiple diagnostic concerns (e.g., one patient who meets criteria 
for bipolar disorder, alcohol dependence, and BPD). DBT fits both of 
these types of models; the literature to date suggests that DBT is effective 
across various diagnoses (see previous discussion), as well as for patients 
who meet criteria for more than one diagnosis on Axes I and II (Groves 
et al., 2012; James et al., 2008). This flexibility can be explained in part 
by the fact that DBT is a principle- driven (rather than protocol- driven) 
approach to treatment. Whereas protocol- driven treatments typically are 
designed to address a specific diagnostic concern and generally unfold in 
a stepwise fashion (e.g., cognitive- behavior therapy [CBT]—Beck, Rush, 
Shaw, & Emery, 1979; panic control treatment— Barlow & Cerny, 1988), 
principle- driven treatments are designed to be flexibly implemented 
while adhering to therapeutic techniques unique to the model (e.g., 
acceptance and commitment therapy— Hayes, Strosahl, & Wilson, 1999; 
behavioral activation— Dimidjian et al., 2006). Like other principle- driven 
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treatments, DBT was designed to target and treat emotional and behav-
ioral dysregulation and their sequelae and thus can successfully be imple-
mented across a range of diagnostic presentations. There are five basic 
elements of DBT that allow it to fit this definition of a transdiagnostic 
model, and we describe each one in turn.

1. DBT targets emotion dysregulation in general rather than disorders spe-
cifically. As discussed, a basic assumption of DBT is that individuals with 
BPD suffer from pervasive emotion regulation problems that have arisen 
through the transaction between difficulties in the endogenous emotion 
regulation system (e.g., hyperreactivity in the amygdala and decreased 
central serotonergic activity; New & Siever, 2002) and an invalidating 
environment (e.g., an environment that is a poor fit with this emotional 
vulnerability). This focus on emotion dysregulation in general allows the 
treatment to be crafted to fit the needs of patients with a range of diag-
noses. Of course, an underlying problem with emotion regulation can 
produce a wide variety of symptoms and behavioral manifestations of 
distress and emotional responding; the DBT focus on both function and 
topography of behavior allows the therapist to move flexibly among these 
behavior targets as they are defined within the treatment hierarchy.

2. Individual sessions are guided by a structured yet flexible target hier-
archy. Each individual DBT session follows a four-item target hierarchy 
that is designed to be both structured and flexible. In order to set the 
agenda for each session, patients receiving DBT are asked to complete 
diary cards each day that assess their urges and actions regarding target 
behaviors, the degree to which they experience various emotions, and 
skills used over the course of the week. Diary cards help the therapist and 
patient establish an agenda that is both consistent with the DBT target 
hierarchy and in line with helping the patient reach his or her goals. The 
principle behind the structure of this hierarchy is that anything that is 
likely to disrupt treatment must be addressed first and foremost. In par-
ticular, life- threatening behaviors (i.e., suicide attempts, urges, threats, 
or increased suicidal ideation) receive top priority in DBT for the simple 
reason that clients who kill themselves are no longer in treatment. In 
addition, patients who make suicide attempts or who struggle with high or 
increasing suicidal ideation are at risk for hospitalization, which also can 
disrupt treatment.1 Self- harming behaviors (e.g., cutting, burning) are 
addressed next based on a similar rationale: NSSI is not only a significant 

1 To be clear, hospitalization can and should be used to ensure patient safety. That 
said, a primary goal of DBT is to reduce the duration and frequency of hospitalization 
and emergency room usage in the spirit of helping the patient create a life worth liv-
ing. Data from a multitude of studies have demonstrated that DBT is indeed effective 
at achieving this goal.
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risk for completed suicide (Nock, Joiner, Gordon, Lloyd- Richardson, & 
Prinstein, 2006) but is also antithetical to building a life worth living and 
often results in hospitalizations that disrupt treatment. After targeting 
life- threatening behaviors, the second agenda item on the treatment tar-
get hierarchy is referred to as therapy- interfering behaviors (TIB). These 
are any behaviors on the part of the patient, the family, or the therapist that 
increase the likelihood that therapy will end (either by the patient drop-
ping out or the therapist “firing” the patient). Examples of patient TIB 
include nonattendance, lateness, incomplete homework, and too many 
or too few coaching calls. Examples of family TIB include not bringing 
teens to therapy, not attending skills- training groups, and maintaining a 
negative attitude toward DBT treatment or the DBT therapist. Examples 
of therapist TIB include pushing too hard for change without sufficient 
validation, acceptance of the patient’s difficulties without helping him or 
her change, and not returning phone calls in a timely fashion.

The third agenda item on the treatment target hierarchy encom-
passes quality- of-life- interfering behaviors (QOL). This is the broadest 
of the agenda items and is structured collaboratively by the therapist 
and patient in order, from most to least life- impairing behaviors. QOL 
items include any other diagnosable psychiatric conditions (e.g., mood 
and anxiety disorders, substance- related disorders, etc.), medical condi-
tions (e.g., diabetes), or conditions that potentially compromise a person’s 
well-being, such as relationship, financial, employment, school, or hous-
ing issues. For example, a patient may present for treatment with panic 
attacks, depression, school difficulties, and a high- conflict relationship 
with a boyfriend. If the teen attends school that week and reports negli-
gible panic attacks and depressed mood but substantial conflicts with her 
boyfriend, the QOL agenda would likely be set as follows: interpersonal 
conflicts with boyfriend, depression, panic attacks, and school.

The fourth agenda on the treatment target hierarchy is increasing 
behavioral skills. Hence, while the therapist and patient are attending to 
reducing treatment targets 1 (suicide, NSSI), 2 (TIB), and 3 (QOL), they 
are also trying to increase treatment target 4 (i.e., behavioral skills). The 
idea is to replace problematic and dysfunctional behaviors with prosocial 
and skillful behaviors. Although the DBT skills trainer is often responsi-
ble for providing the initial didactic training of these skills, the individual 
DBT therapist’s role is to help the patient apply, strengthen, and general-
ize these skills to his or her daily life.

3. DBT relies on effective case conceptualization. DBT can be applied 
with a variety of patients and diagnoses because of its strong reliance 
on comprehensive and effective case conceptualization. With input from 
the consultation team, the therapist summarizes the patient’s demo-
graphic information and history and then organizes his or her presenting 
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problems into primary and secondary treatment targets (see Figure 10.1 
for a case conceptualization worksheet). As discussed previously, pri-
mary treatment targets include life- threatening, therapy- interfering, and 
quality- of-life- interfering behaviors. Linehan (1993a) identified numerous 
behavioral patterns that contribute to the maintenance of these primary 
target behaviors. These patterns are known as secondary treatment tar-
gets and include emotional vulnerability versus self- invalidation, active 
passivity versus apparent competence, and unrelenting crises versus 
inhibited grieving (for a discussion of these secondary targets, see Line-
han, 1993a). For adolescent patients, Rathus and Miller (2000) identified 
another set of secondary targets that are used to characterize the patient 
and her or his interactions with her or his primary environment (i.e., 
families, school personnel, therapists). These targets include excessive 
leniency versus authoritarian control, normalizing pathological behavior 
versus pathologizing normative behaviors, and forcing autonomy versus 
fostering dependence (see Miller et al., 2007). Finally, the therapist evalu-
ates and summarizes the patient’s skill strengths and deficits according to 
the DBT skill modules.

This type of conceptualization allows for the inclusion of all of the 
patient’s difficulties and strengths, both intra- and interpersonally, as well 
as across diagnostic categories. Moreover, environmental factors (e.g., dif-
ferent rules implemented by different caretakers) that may be reinforcing 
unskillful behaviors are incorporated, allowing the therapist to take a 
broad view of the patient’s life outside of the therapy setting. Case con-
ceptualizations can and should change over time; we advise therapists to 
complete a case conceptualization form early in treatment (around ses-
sion 4), to present this case conceptualization to the consultation team 
for feedback and discussion, and to periodically update the form. In addi-
tion to the immediate treatment utility that DBT case conceptualizations 
provide, they also yield meaningful data on the changes occurring over 
the course of treatment. Such rich data can be shared with patients and 
their families and are a particularly useful tool for therapists preparing 
for treatment termination when patients have met their treatment goals.

4. DBT includes four stages of treatment and provides a comprehensive 
framework. The overarching course of DBT treatment is structured in 
four stages preceded by a pretreatment stage, all of which have associ-
ated treatment goals (see Linehan, 1993a, for a discussion of these treat-
ment stages). At initial presentation, patients are considered to be in the 
pretreatment stage, during which the therapist helps the patient opera-
tionalize problems, identify goals, and make a commitment to working 
on those goals and to DBT treatment. In Stage 1, the predominant prob-
lem is severe behavioral dyscontrol, and the associated treatment goal is 
behavioral control. Adolescent patients are typically asked (depending on 
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Patient’s Name:  

Date treatment began:  

Date of this case conceptualization:  

This is the    case conceptualization I have completed for this patient.

Dates of previous completed conceptualizations:

  Baseline/beginning of treatment:  

  During treatment:  

Demographic Information and History:  

 

 

 

 

 

Primary treatment targets

Life‑threatening:  

 

TIB (patient and therapist):  

 

QOL (most to least severe):  

 

Secondary treatment targets

Emotional vulnerability:  

 

Self‑invalidation:  

 

Active‑passivity:  

 

Apparent competence:  

 

Unrelenting crisis:  

 

Inhibited grieving:  

 
 

(continued)

FIGUrE 10.1. DBT case conceptualization worksheet.
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adolescent/Family Secondary targets

Excessive leniency:  

 

Authoritarian control:  

 

Normalizing pathology:  

 

Pathologizing the norm:  

 

Forcing autonomy:  

 

Fostering dependence:  

assessment of Patient Skills

Mindfulness:  

 

Emotion regulation:  

 

Distress tolerance:  

 

Interpersonal effectiveness:  

 

assessment of Family Middle Path Skills

Behaviorism:  

 

Validation:  

 

Dialectics:  

 

FIGUrE 10.1. (continued)
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the specific treatment program) to commit to a minimum of 6 months 
of treatment,2 during which the primary focus is to reduce problematic 
behaviors (e.g., suicide attempts, NSSI, substance use, depression, school 
difficulties, interpersonal conflicts). As behavioral control is achieved 
and the patient stabilizes, she or he moves into Stage 2, in which the 
predominant problem is quiet desperation, and the associated treatment 
goal is emotional experiencing. For patients who have endured traumatic 
life events, including severe social alienation, neglect, and abuse, their 
trauma histories are addressed in Stage 2 via prolonged exposure therapy 
(Harned & Linehan, 2008). When a patient reaches Stage 3, the focus 
is on ordinary problems in living, with the goal of learning to experi-
ence typical happiness and unhappiness. Possible interventions useful to 
address Stage 3 targets include, but are not limited to, problem solving, 
standard CBT, and family therapy. Finally, the predominant problem in 
Stage 4 is a feeling of incompleteness, and the associated treatment goal 
is to develop meaning and a sense of joy and freedom. It is important to 
note that there is no time requirement with any of these stages; that is, 
one patient may accomplish his or her Stage 1 goals in 3 months, whereas 
another patient may remain in Stage 1 for 6 months. In addition, these 
stages are not mutually exclusive; a patient who has progressed to Stage 2 
may revert to Stage 1 treatment targets following a major life stressor or 
resurgence of behavioral dyscontrol.3

5. Different skills for different people or for the same person at different 
times. Finally, DBT teaches skills that can be flexibly implemented accord-
ing to the patient’s needs. Although many Stage 1 patients need skills 
from all of the modules taught in the skills- training group, some patients 
may place greater emphasis on certain skills than others. For example, a 
teen who is engaging in frequent NSSI may spend more time practicing 
distress tolerance skills, whereas a teen who has discontinued self-harm 
but who continues to experience significant social phobia may spend more 
time practicing the emotion regulation skill of opposite action. Impor-
tantly, patients and therapists work together collaboratively to ensure that 
(1) patients acquire the full array of DBT skills and (2) those skills are 
strengthened and generalized as needed for that particular individual.

DBt’s transdiagnostic Strategies and techniques

There are five functions of comprehensive DBT treatment, all of which 
apply to any adolescent patient experiencing emotional, behavioral, or 

2 Adults are asked to commit to 1 year.
3 It is important to note that no empirical studies have addressed the use of DBT 
beyond Stage 2.
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interpersonal dysregulation. The first function is to enhance the patient’s 
overall capabilities, with a special emphasis on emotion regulation. The 
second is to improve motivational factors. Therapists assess factors that 
interfere with behavioral change and, based on this assessment, choose 
from a variety of interventions (e.g., skills coaching, cognitive restructur-
ing, exposure, modification of behavioral contingencies). The third is to 
ensure generalization to the adolescent’s natural environment. By remaining 
accessible between sessions for telephone consultation, therapists encour-
age adolescents to call for skills coaching during real-life situations and 
stressors.4 The fourth function is to enhance therapist capabilities and his or 
her motivation to treat effectively. The DBT consultation team provides a sup-
portive network of therapists who offer “therapy for the therapist.” The 
functions of the team are to provide validation, to troubleshoot problems, 
to generate empathy toward the patient and his or her family, and to assist 
in case conceptualization. Perhaps most essential in working with youth 
with complex problems and their families, the consultation team also 
assesses and treats therapist burnout. Finally, the fifth function of DBT is 
to structure the environment so that treatment can be implemented effectively by 
the patient. By holding family sessions on an as- needed basis and by requir-
ing family members to accompany patients to skills- training groups, DBT 
ensures that adolescents are working toward change within their family 
systems so that negative behaviors are not reinforced.

A closer examination of the structure of skills training and individ-
ual DBT further highlights the transdiagnostic nature of DBT treatment 
strategies. Each of the five modules that are taught in group skills train-
ing were designed to target a specific area of dysregulation: the Mindful-
ness module targets identity dysregulation (e.g., poor self- awareness, poor 
attentional control); Distress Tolerance targets behavioral dysregulation; 
Emotion Regulation targets emotion dysregulation; Interpersonal Effec-
tiveness targets interpersonal and relational dysregulation; and Walking 
the Middle Path targets cognitive and familial dysregulation.

First, skills trainers teach mindfulness skills in an effort to address 
adolescents’ confusion about self and to improve attentional capacity. As 
teens’ ability to engage in abstract and hypothetical reasoning emerges, 
adolescents become more self-aware and self- reflective (Wagner, Rathus, 
& Miller, 2006). Coupled with the normative adolescent task of identity 
development, these new cognitive abilities leave some adolescents feel-
ing overwhelmed. The practice of mindfulness in DBT is a behavioral 
application of an eastern meditative practice that directs one’s atten-
tion to what is occurring in the present moment while maintaining a 

4 Some adolescent DBT programs also encourage family members who are simultane-
ously participating in skills training to contact the skills trainers for coaching related 
to challenging issues they are having with their adolescents (Miller et al., 2007).
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compassionate, nonjudgmental stance. Research has suggested the utility 
of combining mindfulness therapy with CBT for relapse prevention and 
symptom reduction in a variety of disorders, including depression (Segal, 
Williams, & Teasdale, 2002), generalized anxiety disorder (Rapgay, Bys-
tritsky, Dafter, & Spearman, 2011), and substance abuse (Breslin, Zack, & 
McMain, 2002). DBT presents “wise mind” as a balance between emotion 
and reason in which one can use intuition to engage in the moment and 
to act only after considering one’s thoughts and emotions. DBT provides 
adolescents with three mindfulness skills to achieve wise mind (observe, 
describe, and participate) and three skills for remaining mindful (don’t 
judge, stay focused, and do what works). By learning to observe and describe 
without judging, adolescents gain knowledge about their thoughts, feel-
ings, physiological reactions, and urges. Mindfulness can thus enhance 
self- knowledge and self- awareness so that adolescents can make decisions 
with both emotional and rational input (Wagner et al., 2006).

Mindfulness underscores all of the DBT skills and modalities of treat-
ment; in fact, mindfulness skills are taught between each of the other skill 
modules (see Figure 10.2). Adolescents and their family members learn 
mindfulness formally in skills- training groups, practice it in individual 
psychotherapy, and use it as needed during telephone consultations and 
when practicing skills between sessions. Mindfulness is of greatest import 
for patients who become emotionally dysregulated and then engage in 

FIGUrE 10.2. Entry points and order of skills- training modules in DBT-A groups.
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impulsive behaviors. By improving an adolescent’s ability to observe and 
identify their negative affective states, to notice their urges, and to listen 
to “wise mind” prior to acting, mindfulness can help effectively reduce 
emotional outbursts, suicide attempts, NSSI, and any other problematic 
behavior engendered by negative emotions.

The Distress Tolerance module addresses impulsive and reactive 
behaviors. Skills trainers teach adolescents how to radically accept situ-
ations they cannot change, to make “pros” and “cons” lists to help them 
skillfully evaluate whether to engage in effective or ineffective behaviors, 
and to use crisis survival skills such as distraction and self- soothing to stop 
them from making problematic situations worse. Crisis survival skills can 
be used for patients at risk for suicide, NSSI, running away, using drugs, 
school refusal, blurting out in class, fighting, binging/restricting food, 
or engaging in other problematic behaviors. Doodling, playing a video 
game, listening to music, eating a favorite food, and applying lotion to 
one’s body are all examples of distress tolerance skills. By providing alter-
native “replacement” behaviors to their heretofore problematic urges/
behaviors, DBT therapists use tenets of classical and operant condition-
ing to teach adolescents to pair new, nonharmful behaviors with feeling 
better and to reward teens for skillful behavior.

The Emotion Regulation module teaches adolescents how to engage 
in more positive events and how to reduce vulnerability to negative emo-
tions. Skills trainers teach adolescents to identify and “ride out” uncom-
fortable emotions so as to expose adolescents to the inevitability and 
finite nature of such emotions, as well as to teach them that emotions 
communicate important information to themselves and others. Adoles-
cents learn to differentiate between primary and secondary emotions, 
to identify unjustified emotions, and to act opposite to their emotional 
urges as a way to change unhelpful or unjustified emotions. They learn 
how to increase positive emotions by engaging in pleasant activities and 
building mastery. They also learn to reduce their vulnerability to emo-
tions by improving sleep hygiene and eating habits, reducing drug and 
alcohol use, taking prescribed medications regularly, getting regular 
exercise, and treating physical illnesses.

The Interpersonal Effectiveness module teaches adolescents how to 
communicate effectively and how to prioritize their interpersonal goals 
and objectives (i.e., improve and maintain existing relationships, meet 
a specific goal, or keep their self- respect). Adolescents are taught about 
the various barriers to being interpersonally effective, such as worry 
thoughts, indecision, and the power of the environment (e.g., parents, 
teachers, the legal system). They learn how to negotiate effectively, how 
to say no to unreasonable or unjustified requests in a skillful manner, 
and how to modify their nonverbal communication style to be more inter-
personally effective. Importantly, patients are taught that even the most 
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skillful people do not always get what they want and that they may need 
to modify their goals accordingly.

The Walking the Middle Path module was developed to address 
certain skill deficits that commonly appeared among emotionally dys-
regulated families. Specifically, Miller and colleagues (2007) noticed that 
some caregivers and teens had the capacity for skillful behavior outside 
of their families but that they became invalidating and nondialectical 
in thought and action in emotional situations that involved other family 
members. Moreover, they tended to apply ineffective punishments and 
missed opportunities to effectively reinforce desired behaviors when emo-
tions flared up. In an effort to target these family difficulties, Miller and 
colleagues designed the Middle Path module, which incorporates three 
additional skill sets for multifamily skills- training groups: validation, 
behavioral principles, and dialectical thinking and acting. Validation 
teaches patients and families how to engage in perspective taking and 
how to skillfully articulate another person’s viewpoint without necessarily 
agreeing with it. Behaviorism teaches families how to apply the principles 
of positive and negative reinforcement, shaping, extinction, and effective 
punishment in the family environment. Finally, dialectics helps adoles-
cents and their parents understand how to think and act dialectically 
in order to navigate the tensions that arise between teens and parents 
(described earlier in this chapter) in an effort to help them find a “mid-
dle path” and avert extreme thinking and behavioral patterns. Although 
some families may struggle more with one of these areas than another, 
the skills are intended to be broadly applicable across dyads within fami-
lies, as well as families as a whole.

transdiagnostic Mechanisms targeted by the DBt Model

As we have discussed throughout this chapter, DBT targets behaviors and 
mechanisms found across a spectrum of emotional disorders, including 
emotion dysregulation, confusion about self (i.e., poor self- awareness and 
attentional control), impulsivity, and interpersonal conflict. Emotion dys-
regulation is often described as being at the core of most psychological 
difficulties (see Gross, 2007), although it varies in its topography across 
disorders. DBT also targets behavioral dysregulation, including impulsive 
behaviors such as suicide attempts and NSSI. In addition to BPD (Miller 
et al., 2008), suicidal behaviors among adolescents also are associated 
with bipolar disorder (Goldstein et al., 2007), depression (Shaffer et al., 
1996), anxiety (Lewinsohn, Rohde, & Seeley, 1996), posttraumatic stress 
disorder (PTSD) (Giaconia et al., 1995), and disruptive behavior disor-
ders, including conduct disorder (Lewinsohn, Klein, & Seeley, 1995; Mar-
ttunen, Aro, Henriksson, & Lonnqvist, 1991). Moreover, several research-
ers have found that aggression with impulsivity is linked to suicidal 
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behaviors among youth (Brent et al., 1994; Grosz et al., 1994; Pfeffer, 
Newcorn, Kaplan, Mizruchi, & Plutchik, 1988). Other research has shown 
that adolescents who attempt or commit suicide frequently use or abuse 
substances; thus, substance use is a primary risk factor for adolescent sui-
cide (for a review, see Miller et al., 2007).

clinical Vignette

“Stacy,” a 16-year-old Caucasian female, presented for therapy in the DBT 
program after being discharged from a residential treatment facility that 
focused on remediating substance dependence. At intake, she endorsed 
symptoms consistent with diagnoses of major depression, generalized 
anxiety disorder, substance abuse, eating disorder not otherwise speci-
fied, and BPD. She also endorsed a history of sexual trauma and several 
associated symptoms of PTSD, though her symptoms were insufficient 
to warrant an independent diagnosis. Stacy’s parents noted that she 
had displayed symptoms of depression and anxiety dating back to early 
childhood. She began cutting herself and experiencing suicidal ideation 
around age 11. She noted that self-harm, restricted eating, and substance 
use all functioned to regulate negative emotions and that she tended to 
“rotate” among these emotion regulation strategies. She had been hos-
pitalized six times prior to starting DBT: twice for suicide attempts and 
four times for severe NSSI. In addition to her mood difficulties, Stacy 
and her parents reported that Stacy had been involved in several chaotic 
romantic relationships and that arguments with her current boyfriend 
were frequent triggers for Stacy’s cutting. Stacy’s parents reported that 
Stacy had reached her developmental milestones appropriately but that 
she had been difficult to soothe as a baby. They noted high emotionality 
in Stacy throughout early childhood and adolescence, stating that per-
ceived slights from friends were often enough to prompt alternating sad-
ness and anger for several days and that she often wound up “cutting off” 
her friendships in the wake of minor altercations. They also reported that 
Stacy had consistently been a high academic achiever and that she was 
extremely self- critical and perfectionistic.

Stacy committed to 6 months of individual therapy and group skills 
training. Her therapist devised a case conceptualization (see Figure 10.3) 
of Stacy that was reviewed by the consultation team and revised every 3 
months throughout treatment. Although Stacy initially expressed some 
reluctance to engage in therapy, she indicated that she liked the structure 
of both the skills- training group and individual therapy. In particular, she 
made good use of her diary card to track problem behaviors and began 
to see the links between substance use, fights with her boyfriend, mood 
dysregulation, poor self- management (especially with regard to sleep), 
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Patient’s Name: Stacy 
Date treatment began: 7/1/2011 
Date of this case conceptualization: 8/1/2011 
This is the 1st  case conceptualization I have completed for this patient.

Dates of previous completed conceptualizations:

  Baseline/beginning of treatment:  

  During treatment: N/A 

Demographic Information and History: 16yo Caucasian female, presents for  
treatment following 2 months in residential substance abuse treatment  
facility. History significant for 6 inpatient hospitalizations (2 suicide  
attempts, 4 NSSI by cutting, burning). Sexual trauma at age 13. Mood  
lability is present; pt reports significant symptoms of depression and  
anxiety as well as restricted eating periodically. She denies history of  
mania or psychotic symptoms. Meets criteria at intake for MDD, GAD,  
EDNOS, and BPD. 

Primary treatment targets

Life‑threatening: Elevated suicidal ideation, repeated suicide attempts,  
NSSI occurring 5–10 times a week. 

TIB (patient and therapist): Initial refusal to complete diary card, some  
verbally aggressive in-session behaviors, followed by high shame and  
dissociation, which disrupts session. 

QOL (most to least severe): Depression, anxiety, some continued substance  
use (marijuana), chaotic relationship with boyfriend, extreme anger  
displays at home (e.g., breaks objects, screams at parents), unprotected/ 
high-risk sexual intercourse with relatively unknown partners. 

Secondary treatment targets

Emotional vulnerability: There have been glimpses of this in two sessions,  
but thus far pt has generally presented with more self-invalidation  
than emotional vulnerability. She is clearly reluctant to cry in session  
and has difficulty making eye contact. At times asks to end sessions  
early. 

Self‑invalidation: Often describes self as “weak” following ineffective  
behaviors, even with an understandable/difficult/justified trigger;  

 
(continued)

FIGUrE 10.3. Sample initial case conceptualization in DBT: Defining treatment 
targets.
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frequently articulates that she “should” be able to deal with her  
problems without outside help; highly self-critical for perceived  
imperfections (academic, familial, body image). 

Active‑passivity: Particularly problematic with regard to boyfriend; also  

displayed in terms of improving relationship with parents (“they make  

the rules, there’s nothing I can do about it”). 

Apparent competence: In first four sessions, has articulated at some point  
in each session that she’s “fine” and doesn’t need help. 

Unrelenting crisis: Frantic calls from parents each week to date describing  
a “meltdown” at home; pt reports that abusive nature of relationship  
with b.f. is escalating into physical violence; pt seeking drugs in known  
dangerous area of town; states that she is often “a mess” for 2–3 days  
following negative interactions with parents or b.f. 

Inhibited grieving: Manifests in session as tendency to change topic when  
discussing painful emotional situations; is often reluctant to put difficult  
items from the week on therapy agenda. 

adolescent/Family Secondary targets

Excessive leniency: Is given fairly substantial allowance, free use of family  
car, and generally does not have a curfew, even during school week.  
Pt does not set many rules for self. 

Authoritarian control: Parents periodically get “fed up” and make long and  
stringent lists of rules that would be difficult for any teen to follow. 

Normalizing pathology: Pt and parents minimize marijuana use, even in  
the home. Pt minimizes NSSI and eating-disordered behavior, saying  
“all my friends do it too.” 

Pathologizing the norm: Parents consider body piercing (ears, nose)  
equivalent to NSSI and describe pt’s style of dress as “how crazy people  
look” (pt tends to wear jeans with holes in them and t-shirts with  
provocative political slogans or shirts with obscenities). 

Forcing autonomy: Pt largely expected to manage own schedule without  
consistent rules or guidance for how to do so. 

Fostering dependence: Pt has few chores around house and has difficulty  
taking care of herself when parents are away (e.g., does not know how  
to cook for herself, wash clothes). 

FIGUrE 10.3. (continued)
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and eventual ineffective emotion regulation strategies (e.g., cutting, food 
restriction). Stacy’s suicidal ideation decreased quickly, and she made no 
more suicide attempts during treatment, although she continued to strug-
gle with other primary treatment targets during her first 6 months in 
treatment. She eventually discontinued all self- harming behaviors, as well 
as food restriction, although she elected to continue smoking marijuana 
periodically. A visual representation of changes in these symptoms over 
the first 6 months of treatment is presented in Figure 10.4. In terms of 
TIB, Stacy and her therapist most frequently discussed the fact that Stacy 
was hesitant to make coaching calls, particularly during weeks when she 
engaged in NSSI.

As the year progressed, Stacy and her therapist spent the major-
ity of their time dealing with QOL targets. In particular, they spent a 
considerable amount of time discussing Stacy’s relationship with her 
boyfriend, who had become increasingly verbally and emotionally abu-
sive over the course of the year. This agenda item provided the therapist 
ample opportunity to address secondary treatment targets, as presented 
in Figure 10.3. In addition, Stacy and her parents worked on the ado-
lescent and family dilemmas presented in the Middle Path module. Her 
parents became aware of their tendency to alternate between excessive 
leniency (e.g., allowing Stacy to stay at a friend’s house all week with no 
curfews, overlooking drug use in the home) and authoritarian control. 
For example, when they got fed up with Stacy’s behavior, they made long 
lists of house rules that included daily drug testing, no social outings, and 
daily food allowances that were strictly monitored. Over time, Stacy and 
her parents worked to find a middle path to dealing with their similari-
ties and differences, and they benefitted tremendously from learning to 

Month 1 Month 2 Month 3 Month 4 Month 5 Month 6

Axis Title

NSSI

Food restriction

Suicidal ideation

Marijuana use

FIGUrE 10.4. Example graph of symptom changes over the first 6 months of 
treatment.
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validate each other’s experiences. Stacy’s parents worked toward develop-
ing a reasonable set of house rules, as well as appropriate rewards and 
consequences. They learned to implement skills both inter- and intraper-
sonally and maintained a “DBT culture” within their home.

After 1 year of therapy, Stacy had met her Stage 1 treatment targets. 
She elected to stay in individual therapy for an additional year to work on 
Stage 2 and 3 goals; during this time she also joined the DBT graduate 
group. In these contexts, she and her therapist were able to discuss her 
sexual trauma and eventually to work on developing healthier relation-
ships and better self- esteem and to reduce her tendency to self- invalidate. 
The remaining portion of her therapy was devoted to ordinary problems 
in living; in particular, she and her therapist spent time applying DBT 
skills to the college application process, using the pros and cons list and 
wise mind skills to select a university that would be the best fit for Stacy.

limits of the dBT approach

DBT for adolescents and families is a comprehensive, wraparound treat-
ment model that requires resources for specially trained individual thera-
pists who are consistently available for telephone consultation, group lead-
ers who are also available for telephone consultation for parents, a weekly 
2-hour multifamily skills group, a weekly DBT consultation team, and 
often a weekly 90-minute DBT graduate group for adolescents who have 
completed the skills training group. Thus, full- package DBT is an inten-
sive treatment for youth with multiple problems and their family mem-
bers. Given the intensive nature of DBT with adolescents, this treatment 
is not relevant for those disorders for which simpler treatment options 
are just as (if not more) effective, such as noncomorbid anxiety disorders 
and unipolar depression. For those diagnostic categories in which CBT 
alone is effective (e.g., major depression), investing in DBT would be use-
ful only for those individual patients who are not experiencing symptom 
relief due to other complex needs and who are beginning to present with 
more complex emotional and behavioral dysregulation. In addition to the 
substantial commitment required of families who participate in DBT, the 
treatment can also be difficult to implement, depending on the structure 
of the system within which it is being offered. For example, therapists 
must be trained in DBT and available to co-lead groups, to conduct indi-
vidual therapy, and to take coaching calls. Systems must be willing to 
provide time for consultation teams and as- needed supervision to protect 
against therapist burnout.

There are several patient populations for whom DBT could be effec-
tive but whom it could be challenging to accommodate, such as cases in 
which the family component is difficult or impossible to incorporate. In 
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such cases, the DBT treatment model may need to be modified. Nelson-
Gray and colleagues (2006) implemented a DBT treatment program for a 
group of 32 adolescents with ODD whose family members were unable to 
attend treatment. The authors modified the treatment so that adolescents 
attended a weekly adolescent- only skills- training group without individual 
therapy, multifamily skills training, or telephone consultation. In addi-
tion to the financial incentives that were provided to improve homework 
compliance, the manual was modified to make the material more age- 
appropriate. The authors reported posttreatment decreases in symptoms 
of ODD and externalizing behavior problems. Thus, Nelson-Gray and 
colleagues demonstrated that adolescent DBT can be implemented effec-
tively using adolescent- only groups when necessary.

Similarly, the DBT treatment manual for adolescents and families 
has been modified to accommodate difficulties specific to adolescents 
with eating disorders (Salbach et al., 2007) and bipolar disorder (Gold-
stein et al., 2007). Specifically, these authors added a psychoeducation 
component for these disorders; they also modified some of the skills in 
order to better target the specific needs of these populations. For exam-
ple, when treating patients with eating disorders, modifying DBT to focus 
on issues of weight and eating is called for, as this patient population faces 
risks that are not addressed in the standard model.

Trupin and colleagues (2002) provide another example of modify-
ing the adolescent DBT manual to treat a particular population. In this 
case, the authors conducted a controlled trial comparing a treatment unit 
receiving DBT, a general population unit receiving DBT, and a general 
population unit receiving treatment as usual (TAU) among females in a 
juvenile correctional facility. The authors added behavioral targets spe-
cific to unit problematic behaviors and offense- related behaviors. The goal 
of this treatment protocol was to move members from severe behavioral 
dyscontrol to behavioral control. Although the study had some method-
ological difficulties that precluded direct comparisons across conditions, 
the behavior problems on the DBT treatment unit decreased significantly. 
Importantly, the staff’s punitive actions toward adolescents on the unit 
were significantly lower in the DBT condition.

future directions

DBT is a promising treatment for youth with multiple problems. Numer-
ous quasi- experimental studies and open trials have found DBT to be 
effective in reducing severe behavioral and emotional dysregulation. Sev-
eral RCTs are under way to confirm whether DBT is effective for suicidal 
adolescents with multiple diagnoses, including BPD. Because DBT is a 
comprehensive, principle- based treatment that flexibly targets numerous 
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problems based on a treatment target hierarchy, DBT therapists are accus-
tomed to treating clients who present with a range of diagnoses and prob-
lem behaviors. As a result, based on the aforementioned research and 
our own clinical experience, we believe DBT to be an ideal treatment for 
transdiagnostic applications. Future researchers evaluating DBT should 
consider conducting component analyses and briefer applications of this 
treatment for youth in other settings, including schools and medical inpa-
tient units.
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c h a P t e r  1 1

Acceptance and Commitment Therapy

Lisa W. Coyne, Kirstin B. Birtwell, Louise McHugh, 
and Kelly G. Wilson

Third-wave cognitive and behavior therapies (Hayes, Villatte, Levin, & Hil-
debrandt, 2011) involve a transdiagnostic approach concerned not with the 
elimination of symptoms but rather with building broad, flexible behavioral 
repertoires (Ruiz, 2010). Acceptance and commitment therapy (ACT; Hayes, 
Strosahl, & Wilson, 1999, 2012) is a prominent example of a transdiagnostic 
therapeutic approach. Rather than focusing on symptom reduction, ACT 
encourages acceptance of aversive private experiences so that one can pur-
sue meaningful and valued activities. ACT has received substantial empiri-
cal support across numerous disorder categories (Ruiz, 2010; Öst, 2008).

ACT is grounded in basic behavioral science, more specifically, 
behavior analysis (e.g., Cooper, Heron, & Heward, 2007) and relational 
frame theory (RFT; Hayes, Barnes- Holmes, & Roche, 2001). This ground-
ing not only ensures that ACT is coherent and evidence based but also 
allows for the continued refinement of therapy at the process level, thus 
facilitating its ongoing evolution and development. In this chapter, we 
describe ACT and its evidence base with adults and youth, its underlying 
philosophy and theoretical model, its conceptualization of experiential 
avoidance as a transdiagnostic process characterizing psychopathology, 
and its application as a transdiagnostic therapy.

acT efficacy across disorders

The ACT approach to psychological dysfunction has been shown to be 
effective across a wide range of clinical and subclinical presentations. 
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Effect sizes have been found to be medium to large and have further 
improved at follow- up (Ruiz, 2010). In fact, the Substance Abuse and 
Mental Health Services Administration (SAMHSA) of the U.S. govern-
ment has recently listed ACT as an empirically supported method as part 
of its National Registry of Evidence- Based Programs and Practices (U.S. 
Department of Health & Human Services, 2011). ACT is also considered 
an empirically validated treatment by the American Psychological Asso-
ciation and is recognized as having moderate to strong research support 
for chronic pain, obsessive– compulsive disorder (OCD), mixed anxiety– 
depression, and psychosis (www.div12.org/PsychologicalTreatments/treat-
ments.html).

In addition to the areas cited, ACT trials with adult samples using 
single- case, open-trial, and randomized- trial methodology have demon-
strated positive outcomes for individuals with the following presenta-
tions: personality disorders (e.g., borderline personality disorder), sub-
stance abuse, smoking cessation, diabetes management, epilepsy, cancer, 
and weight loss (for comprehensive reviews, see Hayes, Luoma, Bond, 
Masuda, & Lillis, 2006; Ruiz, 2010). At present, more than 50 random-
ized clinical trials (RCTs) of ACT have been published, are in press, or are 
in preparation (see Table 11.1). Although promising results have surfaced 
thus far, replication and further research in new domains are needed— 
especially with youth.

Despite the breadth and depth of empirical investigation with adults, 
studies exploring ACT-based treatment adaptations for children, adoles-
cents, and families have been limited in both quantity and scope (e.g., 
small sample size, single- case or uncontrolled studies, lack of interstudy 
consistency). Nonetheless, researchers are analyzing ACT-based protocols 
for children and adolescents suffering from various mental health disor-
ders, chronic pain, eating disorders, and sickle cell disease. In addition, 
two published studies have evaluated ACT for parent populations, and 
several other trials are under way.

Though the field is only in its infancy, child- and adolescent- targeted 
ACT trials have demonstrated largely favorable outcomes for a range of 
mental health challenges. For example, Hayes, Boyd, and Sewell (2011) 
recently published results from an RCT with depressed adolescents, com-
paring ACT with a treatment- as-usual (TAU) condition. Participants in 
the ACT condition reported significantly lower depression levels than 
those in the TAU group and evidenced further improvement from post-
treatment to 3-month follow- up. In addition, Morris and Greco (2002) 
implemented an ACT-based protocol with socially anxious youngsters and 
reported a reduction of social anxiety and increased school attendance. 
In nonclinical populations, ACT resulted in less experiential avoidance, 
more social confidence, parent- reported shorter “episodes of anxiety,” 
and return to school for an 18-year-old developmentally delayed female 
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(Brown & Hooper, 2009). In two studies using a group intervention, ACT 
was also shown to reduce anxiety associated with chess performance in 
a nonclinical population of adolescents (Ruiz & Luciano, 2006) and to 
improve objectively measured chess performance (Ruiz & Luciano, 2012), 
compared with a wait-list control. ACT also appears useful with parent 
distress (Blackledge & Hayes, 2006) and impaired parenting (Coyne & 
Wilson, 2004).

ACT has been successful with children and adolescents experienc-
ing behavioral health conditions, including chronic pain (Wicksell, Dahl, 
Magnusson, & Olsson, 2005; Wicksell, Melin, Lekander, & Olsson, 2009; 
Wicksell, Melin, & Olsson, 2007), eating disorders (Heffner, Sperry, & 
Eifert, 2002; Merwin, Timko, Zucker, Martin, & Moskovich, 2010), and 
sickle cell disease (Masuda, Cohen, Wicksell, Kemani, & Johnson, 2011). 
In one well- designed small RCT with 32 adolescents described as severely 
disabled by chronic pain, Wicksell and colleagues (2009) compared the 
efficacy of ACT with that of a multidisciplinary treatment (MDT) based 
on a biobehavioral model of pain. MDT consisted of treatment by a psy-
chiatrist, a child psychologist, a physiotherapist, and a pain physician as 
needed by individual patients, as well as amitriptyline use. ACT partici-
pants reported significantly improved functional ability (i.e., global func-
tioning despite the presence of pain), fear of reinjury, pain interference, 
and quality of life compared with the MDT group, and these gains were 
maintained over time. Although preliminary findings regarding ACT 
efficacy with youth must be interpreted cautiously, they represent a com-
pelling rationale for further study. ACT has a strong theoretical basis, and 
research suggests that it may be used flexibly (and transdiagnostically) in 
diverse children, adolescents, and families.

acT as a Transdiagnostic approach to Psychopathology

Ideally, transdiagnostic approaches to treatment may be used flexibly 
across a variety of client presentations, populations, and contexts. A truly 
advantageous transdiagnostic approach must be informed by weaknesses 
in our current diagnostic system (discussed elsewhere in this book) and 
must hold onto current models of diagnostic categories lightly. Addition-
ally, it should identify a common psychological process that spans various 
types and levels of psychological dysfunction. Moreover, its goal would 
be to identify a mechanism (or mechanisms) of dysfunction that are ame-
nable to change, rather than stable traits or individual- difference factors. 
Finally, that identified process should be shown to be the “active ingre-
dient” in clinical change when measured and tracked in the context of 
treatment studies. Given its theoretical and empirical background, ACT 
clearly fits this description.
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theoretical Background of aCt: Functional Contextual Behaviorism

ACT assumes that psychological events are ongoing and best viewed 
within a situational and historical context. To this end, ACT has been 
called a “functional contextual” approach to human behavior. ACT 
assumes that behaviors can have different functions for any one individual 
in different settings, that different behaviors can belong to similar func-
tional domains, and that behavioral change is optimally achieved through 
manipulation of contextual factors. ACT also relies on the premise that 
contextual events regulate and organize behaviors (including cognitions) 
and link them with one another (Hayes et al., 2006).

Given its underlying philosophy of science, ACT seeks to influence 
behavior through the contextual variables that maintain it. In contrast, 
when speaking in diagnostic terms, we speak in terms of associated symp-
toms that exist outside of context. The process of “diagnosing” refers to 
detecting a constellation of linked symptoms that are part of some pre-
sumably meaningful category of illness. In ACT, what is more important 
than “diagnosis” is a functional analytical approach to behavior, couched 
in a thorough understanding of contemporary basic research on verbal 
behavior (Hayes et al., 2001), and inclusive of private events as well as the 
context in which they occur. The assessment procedure and goals thus 
differ markedly from traditional diagnostic methods. More specifically, 
an ACT therapist would be interested in behaviors that don’t “work” in 
the way the client wants them to, even though the client still engages in 
them in a rigid, narrow way.

aCt and rFt and Basic research

Whereas several transdiagnostic approaches described in this book draw 
on basic emotion science and its related fields (neurobiology, cognitive 
affective neuroscience, etc.), ACT draws from learning theory, specifi-
cally contemporary behavioral research that examines the development 
of language processes. Perhaps the most important feature of ACT is that 
it is founded on aspects of RFT (Hayes et al., 2001), a modern behavior 
analytical approach to language and cognition.

According to RFT, language and cognition can be understood in 
terms of the learned capacity to relate stimuli under arbitrary contex-
tual control, referred to as relational framing (see Hayes et al., 2001). To 
understand the meaning of “contextual control,” consider this example. A 
mother tells a child that “Shrek is taller than Donkey,” and when she asks 
who is shorter, he answers, “Donkey.” His reply is based on the contextual 
cue “taller.” He has previously learned to “relationally frame” stimuli in 
accordance with the relation of comparison in the presence of this cue, 
and thus, when he hears it, he frames Shrek and Donkey in this way and 
“derives” that Donkey is shorter.
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RFT argues that humans learn to relationally frame based on expo-
sure to contingencies of reinforcement in the socioverbal community. 
The earliest and arguably most fundamental example of relational fram-
ing that children learn (at around the age of 18 months) is the relation 
of coordination (sameness) between words and their referents (e.g., the 
spoken word “tree” is the same as an actual tree; see Lipkens, Hayes, & 
Hayes, 1993). With continued exposure to the socioverbal environment, 
they gradually learn a variety of alternative frames, such as bigger– smaller 
(comparison), different from (distinction), and “a type of” (hierarchical; 
e.g., a dachshund is a type of dog). These frames are often arbitrary; for 
example, children learn through social conventions that a dime is worth 
more than a nickel, even though it is physically smaller. Eventually chil-
dren’s framing generalizes so that the contextual cues alone control the 
response pattern (see Barnes- Holmes, Barnes- Holmes, Smeets, Strand, & 
Friman, 2004 for an empirical example of training the relational frame of 
comparison; and see Hayes et al., 2001, for a more comprehensive list and 
description of characteristics of particular families of relational frames). 
RFT researchers have provided an increasing quantity of empirical evi-
dence showing the diversity of patterns of framing as well as how they can 
be established and influenced (e.g., Dymond & Barnes, 1997; Roche & 
Barnes, 1996; Steele & Hayes, 1991).

According to RFT (Hayes et al., 2001), the way in which we verbally 
relate stimuli may be at the source of psychological suffering. RFT sug-
gests that we learn to relate (relationally frame) things in our environ-
ment and that this relational activity can change the psychological func-
tions of those things. This so- called “transformation of function” (TOF) 
can be highly useful in many contexts. For example, a child may learn to 
hit a baseball or softball by receiving step-by-step instructions from an 
adult on how to swing a bat. In this case, the child (via relational learning) 
may associate the notion of a bat as a wooden object used in baseball with 
the idea of a bat as a way in which to hit a home run (i.e., the bat comes 
to have positive psychological properties, such as positive emotion, fond 
memories, or eager anticipation and hope). Or perhaps the baseball bat 
can also come to remind the child of the loving relationship that he or she 
has with the parent (of that moment in time). In either case, the bat comes 
to have particular psychological functions for the child, derived through 
relational framing in this particular context.

TOF can also be problematic in some contexts. For example, the 
same child might be unsuccessful at hitting the ball, and consequently 
may define him- or herself as a physically awkward or nonathletic indi-
vidual. Because the bat in this context may come to have unpleasant psy-
chological properties, the child may avoid Little League altogether, thus 
precluding many of the pleasant experiences this might have afforded 
him or her. It may be painful or embarrassing not to be able to hit a ball 
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well, but those added self- evaluations of “I’m physically awkward” or “I’m 
not athletic” and their subsequent avoidance are what ACT would term 
suffering.

An ACT model of psychopathology assumes that humans encounter 
pain, stress, and loss and that these experiences are part of life. However, 
suffering arises through the interaction of language processes with direct 
contingencies that create an unhelpful persistence and singular focus on 
managing or minimizing pain that precludes engagement in behavior 
toward valued domains. This end result is called psychological inflexibil-
ity and is thought to arise from weak, ineffective contextual control over 
associative learning processes. This process illustrates two elements that 
ACT posits are central to the development and maintenance of psycholog-
ical problems. The first is cognitive fusion, which in technical terms refers 
to “excessive or improper regulation of behavior by verbal processes”—
specifically, derived relational networks (Hayes, Strosahl, & Wilson, 1999, 
p. 304; Hayes et al., 2006). In more general terms, this refers to the ten-
dency to experience one’s own thoughts and beliefs as literal or true. An 
individual is unable to consider actual environmental contingencies when 
they are fused with his or her own cognitive content, and consequently 
he or she is less likely to respond in effective, adaptive ways. Because ver-
bal or cognitive elements are treated as real, an individual may become 
engaged in a pervasive pattern of avoidance of such elements.

The attempt to change, minimize, or otherwise control unwanted 
psychological experiences is termed experiential avoidance, and it is the 
second element targeted by ACT (Hayes, Wilson, Strosahl, Gifford, & Fol-
lette, 1996). This avoidance, in limited doses or used in the short term 
without excessive personal costs, is not a problem per se. However, when 
individuals demonstrate excessive reliance on managing cognitive or ver-
bal experiences, it is thought to contribute to the development of maladap-
tive behavioral repertoires. Exclusive reliance on experiential avoidance 
draws attention inward, toward the goals of managing unmanageable psy-
chological events, and thus precluding attention to other, more meaning-
ful pursuits.

What is experiential avoidance?

ACT would define experiential avoidance as a functional class of behavior 
that includes both antecedent and consequent emotion regulatory strate-
gies that target suppression of unwanted or unpleasant private events. 
Experiential avoidance in and of itself is not a terrible thing and can 
actually be quite useful in the short term. For example, a child might 
look away from the doctor and the needle when getting a shot and thus 
might feel less afraid (Coyne, McHugh, & Martinez, 2011). However, sole 
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or excessive reliance on experiential avoidance is where the real problem 
lies. Emotions, whether positive or negative, intense or less so, are viewed 
as normal parts of human experience. Experiential avoidance, then, can 
be defined functionally as “an inability to persist in goal- directed behavior 
in the presence of difficult thoughts and emotions” (Boulanger, Hayes, & 
Pistorello, 2010). Simply put, it is not our emotions that are the problem; 
it’s what we do with them and about them when they occur—or, more spe-
cifically, what we do to prevent them from occurring and to escape them 
when they do occur.

If an individual is engaged in experiential avoidance (i.e., attempts 
to stop thinking about/feeling/experiencing unpleasant private events), 
his or her attention is narrowly focused on those events rather than on 
external contingencies. In this way, individuals are not in contact with 
the world, and, more important, they cannot access external reinforc-
ers of adaptive behavior. In general, there is always an array of stimuli, 
internal and external, that influences individuals’ behavior. However, an 
individual engaged in experiential avoidance focuses narrowly on only a 
subset of available stimuli, and thus the psychological functions of other 
available stimuli go unnoticed and consequently cannot influence behav-
ior. This may be problematic in several ways, including in a therapy set-
ting.

Consider the example of a child with social phobia engaged in expo-
sure exercises, such as speaking in the front of a classroom. If the child is 
unwilling to engage in exposure, despite the urging of her therapist, she 
may engage in cognitive strategies that she feels may protect her from 
her anxiety during that experience. She may try to distract herself, or 
tell herself to “hang on until it’s over,” or tell herself “you shouldn’t feel 
this anxious,” rather than flexibly letting her awareness contain the expo-
sure. This process appears to explain why anxiety does not extinguish in 
some individuals, despite their exposure to feared activities (Clark, 2001). 
From an ACT perspective, these behaviors constitute rigid, difficult- to- 
extinguish functional avoidance strategies.

These cognitive avoidance strategies create a secondary problem: 
The youngster just described may begin to evaluate her own success (or 
lack thereof) in managing her emotions. Now, in addition to her anxi-
ety, her cognitive avoidance strategies may have inadvertently created 
new content she wishes to avoid (i.e., suffering): such thoughts as “There’s 
something wrong with me because I can’t manage my anxiety” and “I’m a 
failure at speaking to my class.” In addition, although engagement in cog-
nitive avoidance may reduce her anxiety in the short term, it may also pre-
clude her from experiencing other aspects of the situation— for example, 
that perhaps her classmates are enjoying her talk, or that she has made a 
good joke, or that her teacher is smiling in approval. Thus, even though 
she has engaged in exposure, her cognitive avoidance has prevented the 
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possibility of her public speaking behavior coming under the control of 
other available discriminative stimuli. Consequently, she is likely to con-
tinue to engage in narrow and inflexible safety- seeking strategies, includ-
ing more cognitive avoidance (see Figure 11.1 for an illustration).

Experiential avoidance as a transdiagnostic Process 
in Psychopathology

There is growing evidence that in adult populations, experiential avoid-
ance plays a role in the development and maintenance of psychopathol-
ogy, as well as in treatment outcome (for reviews, see Boulanger, 2010; 
Chowla & Ostafin, 2007; Hayes et al., 2006). A recent meta- analysis dem-
onstrated that experiential avoidance accounted for 16–28% of variance 
in psychological difficulties and had a moderately strong relationship 
(average r = .5) with varying forms of psychopathology, including depres-
sion, anxiety, and psychological distress in clinical and nonclinical pop-
ulations and across diagnostic categories (Hayes et al., 2006). There is 
also evidence that experiential avoidance moderates response to experi-
mentally induced stressors, including panic (Karekla, Forsyth, & Kelly, 
2004), anxiety, and stress (Feldner, Zvolensky, Eifert, & Spira, 2003), and 
that it mediates treatment outcome in interventions for diabetes (Gregg, 
Callaghan, Hayes, & Glenn- Lawson, 2007), epilepsy (Lundgren, Dahl, & 
Hayes. 2008), stress (Bond & Bunce, 2000), smoking (Gifford et al., 2004), 
and weight control (Lillis, Hayes, Bunting, & Masuda, 2009).

Broad,
flexible behavior

Narrow,
inflexible behavior

Thoughts, feelings,
physical sensations

Situational
demands

Experiential Avoidance

Experiential AcceptanceContext

FIGUrE 11.1. Conceptual model of experiential avoidance.



246 TRANSDIAGNOSTIC CONCEPTUALIZATIONS OF TRADITIONAL THERAPIES 

In youth populations, experiential avoidance has been implicated 
in adolescent well-being and prosocial tendencies (Ciarrochi, Kashdan, 
Leeson, Heaven, & Jordan, 2011), emotional and behavioral difficulties 
(Greco, Lambert, & Baer, 2008), and chronic pain (McCracken, Gauntlett- 
Gilbert, & Eccleston, 2010). Experiential avoidance also appears impor-
tant in samples of youth who experience specific psychosocial stressors. In 
a sample of 85 gay, lesbian, and bisexual teens, experiential avoidance and 
self- critical thoughts together mediated the relationship between verbal 
bullying and depression, which suggests that avoidant coping used to deal 
with verbal abuse may confer greater risk of depression (Armelie, Delah-
anty, & Bloarts, 2010). Finally, experiential avoidance has been implicated 
in parenting stress and psychological functioning (Blackledge & Hayes, 
2006; Cheron, Ehrenreich, & Pincus, 2009; Coyne & Silvia, 2007; Coyne 
& Thompson, 2011), parenting behaviors (Berlin, Sato, Jastrowski, Woods, 
& Davies, 2006; Coyne & Burke- Currie, 2011; Murrell, Wilson, LaBorde, 
Drake, & Rogers, 2009; Shea & Coyne, 2011), the quality of parent– child 
relationships (Shea & Coyne, 2011), and child emotional and behavioral 
functioning across developmental periods from birth (Greco et al., 2005) 
to early adulthood (Berlin et al., 2006; for a review, see Coyne, McHugh, 
& Martinez, 2011). Studies targeting experiential avoidance in parents 
have demonstrated decreases in parent distress in parents of autistic chil-
dren (Blackledge & Hayes, 2006).

How Does ACT Target Cognitive Fusion  
and Experiential Avoidance?

ACT targets experiential avoidance and cognitive fusion by attempting to 
undermine the negative effects of language while capitalizing on the posi-
tive effects. RFT and ACT suggest that clients’ verbal structures are circu-
lating the message that “undesirable thought content is a barrier to effec-
tive living.” Two strategies are traditionally used to change this system: 
(1) changing the situation so as to change the content; (2) changing the 
content directly by avoiding it, disputing it, arguing with it, challenging 
it, justifying it, rationalizing it, denying it, ignoring it, tolerating it, and so 
forth. Despite implicit and explicit societal rules that specify otherwise, 
trying to successfully implement these functional avoidance strategies is 
futile and counterproductive.

Children and teens exposed to ACT treatment are brought through 
a series of experiential activities (exercises and metaphors) used to allow 
them to see for themselves how change attempts described previously 
are “unworkable” and to see that there is another option, which involves 
halting counterproductive avoidance strategies and instead focusing on 
pursuing their values. Put simply, clients stop trying to remove aversive 
experiences from their lives and start working for appetitives, or pleasant 
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stimuli. Hence, after using experiential exercises to undermine the nega-
tive influence of language, ACT also facilitates values- directed behavior 
in children’s everyday lives, even in the face of discomfort and distress. 
This is often referred to as psychological flexibility, which is defined as 
engaging in effective, flexible behavior even in the presence of unwanted 
or unpleasant thoughts, emotions, and physiological responses, and it is 
the goal of ACT treatment. To describe it in its simplest terms, psychologi-
cal flexibility is “the ability to open up, be present, and do what matters,” 
illustrated in Figure 11.2 as a “triflex” (Harris, 2009, p. 12).

acT Therapy components and applications

ACT is made up of six components that can be divided into two broad 
groups: acceptance and mindfulness processes (acceptance, defusion) 

Present Moment

Committed ActionDefusion

Acceptance Values

Self as Context

Be present

Learning
psychological

flexibility

Do what
mattersOpen up

FIGUrE 11.2. Core ACT processes expressed as a triflex. From Harris (2009, 
p. 13). Copyright 2009 by Russ Harris. Adapted with permission from New Har-
binger Publications.
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and commitment and behavior change processes (values, committed 
action), with the components present- moment awareness and self as con-
text overlapping in each group.

The first component of ACT is cognitive defusion, which targets cogni-
tive fusion, and can be conceptualized as deliteralization of thoughts. In 
other words, it refers to the process through which an individual comes 
to understand that his or her thoughts are merely verbal events rather 
than actual events. For example, rather than a thought being perceived 
as a literal truth and serving as antecedents to avoidance, an individual 
might say, “I am having the thought that . . . .” The second component 
is acceptance. Acceptance is an alternative to experiential avoidance and 
comprises awareness and compassionate acceptance of unpleasant mate-
rial without any attempts to alter or avoid it. In the case of chronic physi-
cal pain, an ACT therapist might draw a client’s attention to it or ask him 
or her to deliberately notice its quality, rather than distracting him- or 
herself from it. Present- moment awareness, the third ACT component, is 
defined as ongoing, nonevaluative awareness of psychological and envi-
ronmental events as they occur on a moment- to- moment basis (this is also 
called mindfulness). The goal of present- moment awareness is to be in 
direct, continuous contact with the world.

Self as context is the fourth component of ACT and refers to the aware-
ness that the self is experienced as a constant, unchanging perspective 
from which one can observe thoughts, emotions, and external experi-
ences as they come and go. The fifth component, values, refers to the indi-
vidual’s domains of importance. They are not goals that can be attained 
but rather are guiding principles that are thought to motivate sustained 
and complex chains of behavior (Wilson & Murrell, 2004). Because behav-
iors are enacted in the service of values, these behaviors themselves may 
come to have some of the rewarding psychological properties of the val-
ued domain. Sixth, ACT is also very explicit in its goal of fostering commit-
ted action in the service of one’s valued goals. When individuals engage in 
committed action in the service of their values, they are typically brought 
into contact with previously avoided psychological experiences. To make 
a commitment to continued engagement in these behaviors implies will-
ingness to have those experiences and to persist in one’s behaviors, even 
in the face of psychological discomfort. This is a cornerstone of the ACT 
model of psychological flexibility— to continue to pursue valued ends in 
the face of discomfort or stress.

The following case example illustrates the adaptation of ACT for a 
middle- school- age child with significant comorbidity and functional impair-
ment. For children and teens, ACT is often used with other traditional 
behavioral interventions, such as contingency management, parent man-
agement training, and skills building. Therefore, the intervention described 
next highlights how ACT may be integrated with these techniques.
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case example: acT for school refusal
Identifying Features of Client

Joseph, a 12-year-old, typically developing, slightly obese Caucasian male, 
was initially referred by his mother, Ms. N., to a university psychological 
treatment center in the rural Southeast to address problems of chronic 
school refusal, anxiety, depression, noncompliance, and disruptive behav-
ior both at home and in school. At the time of his assessment in April, 
Joseph had missed 69 days of school. He was failing, despite having gotten 
all A’s and B’s in the first 9 weeks of the school year, due to poor atten-
dance and refusal to complete schoolwork at home. This followed a year 
in which he had been home- schooled due to his school avoidance. Joseph 
described numerous anxiety and somatic symptoms while in school, and 
he reported experiencing continued verbal and physical bullying, as well 
as unsympathetic teachers. While at home, Joseph mostly slept or watched 
TV, growing argumentative and violent when his mother encouraged 
him to go back to school. The school had informed Joseph’s parents that 
they were to be fined and potentially jailed for educational neglect. Con-
sequently, Mr. and Mrs. N. hoped that intervention would help Joseph 
return to school.

Past treatment History

Ms. N. reported that Joseph had an extensive history of psychiatric treat-
ment beginning 3 years before, subsequent to the death of his grand-
father, to whom he was very close. Joseph received both inpatient and 
outpatient services at various points. He stated that he was hospitalized 
for “anxiety” because he got “real bad sick” when away from his parents. 
A series of pharmacological treatments had been tried, and currently 
Joseph was taking 1000 mg of Depakote for “mood swings,” in addition to 
15 mg of Paxil for “agitation and worry.”

assessment from an aCt Perspective

 An ACT case conceptualization begins with a functional assessment to 
ascertain client behaviors that are unhelpful and reflective of experiential 
avoidance. With children, this includes assessment of the child’s behavior, 
the family’s response, and the nature of past treatment. In all three domains, 
Joseph’s excessive anxiety and worry was seen as the cause of school refusal. 
Joseph avoided situations that elicited his anxiety— specifically school, but 
also any situations involving separation from his family. Therefore, Joseph’s 
behavior constituted a functional avoidance strategy.

A variety of contingencies, both verbally mediated and immediately 
experienced, supported Joseph’s experiential avoidance. Considered 



250 TRANSDIAGNOSTIC CONCEPTUALIZATIONS OF TRADITIONAL THERAPIES 

from an ecological perspective, these contingencies existed in Joseph’s 
immediate environment (his family), as well as at school, in the treatment 
community, and in the broader culture.

1. Joseph perceived his anxiety as “unbearable,” and he engaged in 
situational avoidance to prevent its occurrence, as well as to escape (e.g., 
promising to attend school in response to his mother’s demands to go and 
then failing to follow through; leaving school as soon as he was dropped 
off; engaging in fights at school that resulted in his being sent home; 
spending time in the nurse’s office; “falling asleep” at his desk).

2. Joseph’s mother accommodated his anxiety by making, and then 
failing to enforce, demands to attend school. She allowed him to stay 
home if he was “too upset.”

3. Medical and mental health professionals supported Joseph’s and 
his family’s view that in order for him to return to school, his anxiety 
should be eliminated. They identified the anxiety- related cognition and 
emotion as “the problem” and, in an effort to eliminate anxiety, provided 
treatments aimed at altering the intensity and frequency of “the problem.”

4. The culture teaches us that negative affect and cognition, unless 
relatively short in duration, are abnormal and problematic. For example, 
when Joseph showed anxiety in school, he was bullied by peers, who called 
him derogatory names.

5. To the extent that anxiety avoidance tactics and unilateral acts by 
the client (staying home from school) reduce anxiety, these “solutions” will 
be immediately reinforced by these reductions. Thus Joseph’s multitude 
of anxiety avoidance strategies constitutes a narrow, inflexible behavioral 
repertoire that ultimately results in more sustained and intense anxiety 
over time. Moreover, the failure of these strategies to remove anxiety may 
have also contributed to Joseph’s depression and externalizing behaviors.

aCt as a Solution

From an ACT perspective, excessive attempts to control anxiety, rather 
than the anxiety itself, are seen as pathogenic. Therefore, we aim our 
efforts at disrupting the socioverbal context that establishes and main-
tains functional avoidance strategies. The first phase of the treatment of 
this young man involved a fairly straightforward reorganization of contin-
gencies having to do with school attendance. The second phase of treat-
ment is more specific to ACT and addressed the contingencies relevant to 
the establishment and maintenance of experiential avoidance. This latter 
set of contingencies are the focus of most of the following discussion.

During the course of treatment, the family met with therapist once 
per week for sessions lasting between 1 and 2 hours, for approximately 8 
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months (April to December). Both Joseph and his mother attended the 
majority of sessions, although each also attended separately, as needed.

Phase 1: Organization of Contingencies Regarding School Attendance

At the outset of treatment, the therapist instructed Joseph’s mother to 
stop trying to get him to attend school. It was clear that her attempts to 
argue, cajole, threaten, and beg Joseph to attend school were unproduc-
tive with respect to school attendance and also highly disruptive of the 
family’s home life. If he refused to go to school, Joseph was to restrict 
his activity to resting or at most reading, but he ought not to engage 
in any activity that might be too stimulating, including watching televi-
sion, going outside, or playing any games. Above all, Joseph’s parents 
were admonished not to attempt in any way to argue, convince, or coerce 
Joseph into attending school. Joseph’s therapist also put in place a reward 
system through which he could earn the privilege of participating in activ-
ities such as bowling or riding his go-cart, provided he attend a certain 
number of days of school during the week. This part of the intervention 
is a straightforward application of the principle of relativity of reinforce-
ment (e.g., Timberlake & Allison, 1974): the therapist greatly decreased 
the availability of reinforcement at home and increased it contingent on 
school attendance.

In addition to this contingency- management component of treat-
ment, Joseph, his mother, and the therapist began a conversation that 
focused on the following question: “In a world where you could take a 
direction in life that you really care about, what direction might you 
take?” The balance of this discussion of intervention focuses on the ACT 
components of the treatment and about what got in the way of Joseph 
moving in that valued direction.

Phase 2: Targeting Experiential Avoidance

Treatment of experiential avoidance begins by aggregating a functional 
class of avoidant behaviors and helping the client to make psychological 
contact with those behaviors and their results. The parents of this young 
man were quite sympathetic to the obvious distress that he was experi-
encing at school. The case conceptualization presented to them by other 
professionals was generally consistent with a lay view of anxiety problems. 
That is, Joseph behaved badly because he was feeling overwhelming anxi-
ety and worry when he went to school. He felt that in order for him to 
attend school, anxiety and worry would need to be reduced. Thus the 
therapist began treatment by carefully going over all of the ways that the 
family and Joseph had tried to eliminate or at least reduce anxiety. This 
intervention, called creative hopelessness, strives to undermine the client’s 



252 TRANSDIAGNOSTIC CONCEPTUALIZATIONS OF TRADITIONAL THERAPIES 

desire to control private events. The intervention has a variety of func-
tions. First, if attempts at control are truly pathogenic, we need to extin-
guish these responses. However, the client has actually been engaged in 
wholly sensible responses: in virtually every domain of life, attempts to 
remove oneself from pain are adaptive. Unfortunately, when such strate-
gies are used to eliminate unwanted private events such as thoughts, emo-
tions, or physical sensations, the result is their paradoxical amplification. 
In creative hopelessness interventions, ACT therapists pit entirely sensible 
avoidance strategies, again and again, against the client’s experience of 
the unworkability of those strategies to manage private events. One aim 
of this intervention is to make a direct connection between a functional 
class of control strategies and their directly experienced, devastating 
consequences. Specifically, this includes the failure of these strategies to 
manage the anxiety in the long term.

Phase 3: Acceptance and Mindfulness Processes

In ACT, individuals are taught mindfulness and acceptance in an experien-
tial way, such that they may simply notice and detach from their thoughts 
and appreciate the present moment without evaluation or response. Here 
is an example, adapted from Coyne, Burke, and Freeman (2008), of how 
present- moment awareness was described to Joseph:

TherapisT: I’d like to show you a way to be what we call “mindful,” 
and to really notice what’s going on around you. Would that be 
OK? ( Joseph nods.) We’re going to practice being explorers. Do 
you know what explorers do?

Joseph: They travel really far, even if they don’t know the way. They 
discover stuff.

TherapisT: How do you think they do that?

Joseph: I’m not sure. Maybe they start off on a journey?

TherapisT: That’s exactly right. Explorers get curious about stuff, 
and they set out to find out. They might be scared, or not know 
the right direction, but they do their best and start off anyway. 
But here’s the trick—they are curious about what will happen, 
but they watch what happens without trying make stuff happen.

Joseph: I’m not sure I understand.

TherapisT: Think of it this way. If you were at a restaurant and saw 
another kid eating a hot fudge sundae, what do you think about?

Joseph: How yummy it might be! And I want to eat it!

TherapisT: Yup. And you probably imagine what the cold, vanilla ice 
cream will taste like, and wonder whether it’s sweet, or maybe a 
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little melty because of the hot fudge, and if the brownie is chewy, 
and has chips in it. But you wouldn’t go over to that kid and take 
his ice cream sundae, right? Well, that’s like what an explorer 
does— noticing stuff, and being curious about it, without trying 
to change it. That’s what we call being mindful. Can we try to 
practice that right now?

Joseph: All right.

TherapisT: OK. Close your eyes . . . get comfy in your chair . . . notice 
how your body feels . . . where it touches the chair, where your 
feet touch the floor . . . notice all the sounds you hear . . . see how 
many different ones you can notice . . . see if you can notice how 
warm or cool the room is . . . see if you can feel the chair beneath 
you, holding you up . . . see if you can notice your breathing, 
gently, in and out . . . notice that the air is cool when you breathe 
it in, and warmer as you breathe it out. Now notice what you are 
thinking . . . if you are seeing pictures in your head, see if you 
can print them on the screen on your cellphone, like little texts 
or photos . . . imagine that each thought or picture in your head 
is on your phone . . . and just look at it until it passes and a new 
text or picture pops in . . . .

Defusion. In order to target Joseph’s cognitive fusion with the idea 
that going to school was impossible, the next phase of treatment involved 
defusion, which refers to exposure to unwanted private events such that 
they cease to be experienced as literal truths. The therapist introduced this 
concept to Joseph and his mother in the following way. To begin, he asked 
Joseph to imagine that he wanted very badly to leave the therapy room.

TherapisT: If you wanted to leave this room, you could assume that 
the door was locked or assume that the door was unlocked. 
Right?

Joseph: Sure.

TherapisT: What if you assumed that the door was unlocked . . . 
what would you do?

Joseph: I’d leave.

TherapisT: Right. You’d get up, walk over to the door, and turn the 
knob. What if you assumed the door was locked?

Joseph: I don’t know . . . wait until someone unlocked it I guess.

TherapisT: OK. Could you assume that the door was unlocked, even 
if you believed that it was locked. That is, could you have the 
thought “the door is locked” while getting up and walking over 
to the door and turning the knob.
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Joseph: Yes.

TherapisT: OK. We are going to play a little game. In this game, I 
am going to ask you to assume that something is possible, even 
though your mind may say that it is not. Are you willing to play?

Joseph: I guess so.

Acceptance. Acceptance, like present- moment awareness, is a compo-
nent of mindfulness. It involves giving oneself permission to experience 
the whole of one’s experiences in a compassionate, nondefensive way. 
Acceptance can be particularly useful for parents who have difficulty 
tolerating their child’s behavior or strong negative emotion. Here is an 
example, adapted from Coyne and Murrell (2009), of how an acceptance 
exercise was used with Joseph’s mother:

TherapisT: There’s a Buddhist saying that, paraphrased, is some-
thing like, Don’t speak unless you can improve on the silence. 
When Joseph is fearful and arguing with you about going to 
school, you have a choice about what you can do. You can engage 
him, and from what you tell me, the situation quickly escalates. 
But what if there’s another way?

Mrs. N.: I’m not sure what that would be.

TherapisT: We call it “acceptance,” or nonjudgmental awareness of 
whatever you are feeling— all of your thoughts and feelings in 
response to Joseph, as well as all the thoughts and feelings that 
he expresses. Are you willing to try it here, right now, for a few 
minutes?

Mrs. N.: Um, sure. I’m just not sure how to do it.

TherapisT: That’s OK. Let me try to show you, and let’s see what 
happens. (Client nods.) Please close your eyes, and take a few 
moments to simply notice your breath. (Client does so.) I want you 
to imagine Joseph standing in front of you when he is anxious. 
Imagine the look on his face, his eyes, how he is breathing, if he 
is flushed, his posture, how quickly he moves, how he sounds 
when he speaks. Practice simply seeing him, how anxious he is. 
Don’t try to change or solve anything, or help, or soothe him. 
There is no need. Simply be. Appreciate all the feelings he is 
showing you in this moment. Imagine that he sees you noticing 
him. Take a few moments to simply experience being with him.

Self-as- Context. A simple way to understand the “self-as- context” com-
ponent of ACT is as perspective taking. It involves meta- awareness of 
one’s experiences, or the ability to experience a stable, safe, and whole 
sense of self that holds thoughts, emotions, and physical sensations briefly 
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as they pass. Self-as- context awareness involves the ability to distinguish a 
few simple relational frames: I–you; here–there; and now–then (McHugh, 
Barnes- Holmes, & Barnes- Holmes, 2004). Here is an example of how the 
therapist introduced self-as- context to Joseph through an experiential 
exercise called “the Treehouse” (Coyne & Murrell, 2009):

“When you are angry, close your eyes, and imagine you are in a tree-
house. Outside the window of your treehouse is the sky, and it is 
stormy. Your feelings and thoughts about school and being away 
from home are the stormclouds— you can watch them safely from 
inside your treehouse. You are high up in the tree, so you are close to 
them, but you are far enough away to be safe in the treehouse. Watch 
what they do outside the window. What do they look like? Are they 
moving slowly or quickly? Is there lightning? Thunder? Rain? Let me 
know how they move, and when they come and go.”

Phase 4: Behavior Change Processes

Valuing. If symptom removal is not the work of therapy, what then? 
In order to identify treatment targets in ACT, one needs to establish the 
client’s sense of direction. As with any behavioral intervention, clinicians 
need to assess for reinforcers that are sufficiently potent to motivate ther-
apeutic activity. Identifying reinforcers that are available in the individ-
ual’s day-to-day environment and that are the naturally occurring conse-
quences of the desired behavior is optimal, as behavior brought under the 
control of such consequences has the greatest potential to be maintained 
posttreatment. In ACT, therapists conduct a values assessment because 
many of the strongest reinforcers available for people lie well outside the 
realm of primary reinforcers (e.g., going to heaven, being thought a good 
parent, being a pillar of the community, making a scientific contribu-
tion). Therapists thus assess for values in areas such as education, family, 
and social relations, among others. ACT therapists often ask children to 
generate lists of behaviors that are consistent with their values, as well 
as those that are inconsistent. Joseph had a great fondness for a certain 
university in the South, as do many young people from that area. When 
asked if he would like to attend that university when he finished school, 
he agreed that he would definitely like that. In order to attend a univer-
sity, Joseph knew he had to do well in school. Therefore, he identified his 
value as “being an extraordinary student.”

Committed Action. What ensued was a conversation about what would 
need to happen in order for Joseph to attend that university. Joseph stated 
that he would have to go to school. The therapist asked Joseph: “If ther-
apy could be about you being an extraordinary student, would that be 
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something you would be willing to work for?” The therapist then went on 
to ask him to imagine that this was possible and then instructed Joseph to 
ask himself a few questions: “If this could really work—you could become 
an extraordinary student— would it be worth feeling anxious, if that were 
the cost?” “What if you had to feel even more anxious than you ever felt, 
but in the end, you got to be an extraordinary student?”

To begin to more clearly delineate behaviors that would assist Joseph 
in becoming an extraordinary student, the clinician worked with him on 
discriminating those behaviors that “worked” and those that didn’t. For 
example, he identified going to school, paying attention in class, staying 
in his seat, raising his hand if he had a question, and staying out of fights 
when he was mad as behaviors that “worked.” Things that didn’t work 
included arguing with his mother, staying home and sleeping all day, and 
telling the nurse he was sick so that he could go home.

Thus Joseph agreed to a treatment contract that involved working 
on becoming an extraordinary student as a project. Joseph was told that 
being an extraordinary student is like a team sport. His therapist asked 
him to imagine what would happen if he played on a football team (he 
loved football) in which the other team had eleven players, but his team 
had fifty players. Joseph could see the advantage of having a large team, 
and it was clear that his family and teachers at school would be important 
members of the team. Joseph and his therapist developed a recruiting 
strategy that had the following elements.

1. Approaching the person he wanted to recruit.
2. Stating his intention for the school year (being an extraordinary 

student).
3. Acknowledging the person’s skepticism if he or she had known 

him the previous year. This usually took the form of: “I know this 
sounds kind of impossible, and I don’t expect you to believe me 
just yet, but I intend to be an extraordinary student this year.”

4. Repairing damaged relationships where necessary. This step typi-
cally involved saying something like: “I realize that I behaved very 
badly in your class last year. I know that my behavior was disre-
spectful. I know that I made it impossible for you to teach me 
anything.”

5. Finally, Joseph asked the teacher to be on his team. This usually 
took the following form: “I know that to do this, I will need a lot 
of help. I am building a team to help me be an extraordinary 
student. Would you please be on my team and help me to be an 
extraordinary student this year?”

It is worth noting that this commitment exercise involved massive 
exposure to avoided psychological and environmental content. In order 
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to do the exercises, Joseph had to go to school. He had to interact with 
teachers. Who likes to admit when they have been wrong?

To enhance the probability of this work being done, the therapist con-
ducted defusion and exposure work on past academic failures, because 
any attempt on Joseph’s part to do better in school would almost certainly 
occasion memories of past school failures. Consequently, Joseph needed 
to develop greater flexibility in his reactions to his thoughts about failure. 
In addition, the therapist told Joseph that if he did this task, his experi-
ence in school might be completely transformed. The therapist asked him 
to imagine a world in which enemies became friends, in which mistakes 
that he made could help him to move ahead, and in which things that 
once seemed impossible became possible. To his delight, Joseph’s recruit-
ing efforts were met with no less than astonishment by his teachers. He 
did not receive a single negative response to his recruiting efforts.

conclusions

The theories, mechanisms, and implementation of ACT have been shown 
to be efficacious across a wide range of adult populations. Though the 
child/adolescent ACT literature is only in its early stages, the overall 
effects are promising. In order to move forward, future work is needed, 
especially prospective studies of experiential avoidance and cognitive 
fusion as common or transdiagnostic risk factors in younger samples of 
children. Furthermore, the process of experiential avoidance should be 
more broadly measured, using observational tools, other report measures, 
and lab-based analogue indices. Finally, intervention studies should com-
pare ACT or ACT-based interventions with traditional evidence- based 
strategies to determine whether ACT approaches parallel or improve on 
them. Perhaps most important, experiential avoidance should be assessed 
as a mediator or moderator of treatment outcome in clinical trials with 
children, adolescents, and parents. In sum, ACT may be a relatively ideal 
transdiagnostic model, given its clear linkage between treatment compo-
nents, theory, and empirical data. Furthermore, the goals of ACT are not 
only malleable to various clinical presentations, but they are also acces-
sible to youth at different developmental levels. Thus ACT demonstrates 
significant transdiagnostic potential for children, adolescents, and fami-
lies.
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This chapter discusses the rationale, development, and preliminary effi-
cacy of two emotion- focused, transdiagnostic cognitive- behavioral (CBT) 
treatments for emotional disorders in youth, using anxiety and depressive 
disorders as primary targets for change in initial research. The first of 
these treatments is the Unified Protocol for the Treatment of Emotional 
Disorders in Adolescents (UP-A; Ehrenreich et al., 2008), an individual 
treatment for adolescents ages 12–17 years with a principal diagnosis 
of any anxiety disorder, any depressive disorder, or any combination of 
these. The second treatment is the Unified Protocol for Children: Emo-
tion Detectives (UP-C:ED; Ehrenreich- May & Bilek, 2009), a group-based 
program for children ages 7–12 years and a downward extension of the 
UP-A. The chapter begins with a brief discussion of anxiety and depres-
sion in youth, as well as benefits of a non- disorder- specific approach when 
considering the commonalities and overlap between such emotional dis-
orders in childhood and adolescence.
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Youth anxiety and depression:  
Phenomenology and Treatment response

Anxiety disorders are among the most common psychological disorders in 
children and adolescents, with 12-month prevalence estimates of 10–21% 
in the general population (Beesdo, Knappe, & Pine, 2009; Costello, 
Mustillo, Erkanli, Keeler, & Angold, 2003; Pine, 1994). Unipolar depres-
sive disorders (i.e., major depressive disorder [MDD], dysthymic disor-
der [DD]) are also common, particularly in adolescence, when prevalence 
rates rise to 4–7% (Costello et al., 2002), comparable to depressive disor-
der rates in adulthood (Narrow, Rae, Robins, & Regier, 2002). The preva-
lence of depressive episodes is even higher, with approximately 28% of 
individuals experiencing a depressive episode before age 18 (Lewinsohn, 
Rohde, & Seeley, 1998). Both youth anxiety and depression are chronic 
conditions (Birmaher, Mustillo, Erkanli, Keeler, & Angold, 1996; Keller, 
Lavori, Mueller, & Endicott, 1992) associated with negative effects on 
social and academic functioning (Brunstein- Klomek, Marrocco, Klein-
man, Schonfeld, & Gould, 2007; Messer & Beidel, 1994; Sheeber, Davis, 
Leve, Hops, & Tildesley, 2007), as well as increased risk of negative out-
comes in adulthood, including poor occupational functioning, substance 
abuse, and suicide (Geller, Zimerman, Williams, Bolhofner, & Craney, 
2001; Weissman et al., 1999).

In addition to their unique prevalence rates and impairments, a high 
degree of diagnostic comorbidity also exists between youth anxiety and 
depressive disorders. A meta- analysis by Brady and Kendall (1992) revealed 
that across multiple settings (e.g., community settings, inpatient facilities, 
pediatric clinics), 15.9–61.9% of children and adolescents met diagnostic 
criteria for at least one anxiety disorder and a concurrent depressive disor-
der. Rates of anxiety and depression comorbidity are higher among older 
children and adolescents (Ollendick, Shortt, & Sander, 2005; Strauss, 
Last, Hersen, & Kazdin, 1988), as well as treatment- seeking youth (Brady 
& Kendall, 1992). In addition to diagnostic comorbidity, anxiety and 
depressive symptoms show a moderately strong correlation (r = .34), even 
after controlling for overlapping items on self- report anxiety and depres-
sion measures (Stark & Laurent, 2001). Beyond their high co- occurrence, 
youth anxiety and depression share a number of common biological and 
environmental risk factors, including behaviorally inhibited tempera-
ment (Caspi et al., 1996; Gladstone, Parker, Mitchell, Wilhelm, & Malhi, 
2005; Pérez-Edgar & Fox, 2005), negative early life experiences (Chor-
pita & Barlow, 1998), and deficits in emotion regulation (Hannesdottir & 
Ollendick, 2007; Kovacs, Joormann, & Gotlib, 2008; Southam- Gerow & 
Kendall, 2000; Suveg & Zeman, 2004).

Despite this high degree of comorbidity and common risk factors, 
many youth with anxiety disorders and comorbid depression have been 
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excluded from treatment trials for youth anxiety (e.g., the Child/Adoles-
cent Multimodal Study [CAMS]; Kendall et al., 2010; Walkup et al., 2008). 
This historical exclusion of youth with comorbid disorders in clinical trials 
is troubling, given consistent evidence that children and adolescents with 
comorbid anxiety and depression present with greater baseline diagnostic 
severity, more severe anxiety and depression symptomatology, and poorer 
family and peer relationships than youth with either disorder alone (Masi, 
Favilla, Mucci, & Millepiedi, 2000; O’Neil, Podell, Benjamin, & Kendall, 
2010; Starr & Davila, 2008; Strauss et al., 1988). In regard to outcomes, 
youth with comorbid depressive disorders tend to be poorer responders to 
anxiety- focused treatment than youth with anxiety disorders alone (Ber-
man, Weems, Silverman, & Kurtines, 2000; Crawley, Beidas, Benjamin, 
Martin, & Kendall, 2008; Suveg, Sood, Comer, & Kendall, 2009). On a 
symptom level, higher self- reported and parent- reported youth depressive 
symptoms at baseline predicted poorer treatment response at posttreat-
ment and 12-month follow- up in both child and family CBT, compared 
with youth with lower depressive symptoms (O’Neil & Kendall, 2012). In 
addition, some studies have found that a comorbid anxiety disorder pre-
dicts poorer treatment response to CBT for depression in youth (Curry 
et al., 2006), although others have found the opposite effect (Brent et al., 
1998; Rohde, Clark, Lewinsohn, Seeley, & Kaufman, 2001).

Given the generally poorer treatment response of individuals with 
comorbid conditions to disorder- specific CBT, the use of a transdiagnos-
tic approach that targets the common processes of internalizing disorders 
may improve outcomes for those traditionally unresponsive to CBT, as 
well as those presenting with a more disorder- specific problem focus. In 
addition, a transdiagnostic treatment for emotional disorders may appeal 
to community clinicians, given the lesser burden of learning a singular 
protocol as opposed to having to learn multiple disorder- specific manu-
als (McHugh & Barlow, 2010). In the following sections, we first present 
a theoretical rationale for the UP-A and UP-C:ED, based primarily on 
findings within emotion science, cognition, and behavior modification. 
We then present information regarding the treatment structure and con-
tent for these two transdiagnostic protocols. Last, we present preliminary 
findings from each trial that offer empirical evidence to support the use 
of these transdiagnostic approaches.

Theoretical Basis for the Unified Protocols for emotional disorders

The UP-A and UP-C:ED have a strong theoretical basis in emotion reg-
ulation (ER) research, cognitive science, and literature on behavioral 
modification. Research within emotion science indicates that anxiety and 
depression share a number of underlying affective and ER characteristics. 
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For instance, high negative affect (NA) has been shown to be a risk factor 
for the development of both anxiety and depressive disorders (Brown, 
Chorpita, & Barlow, 1998; Chorpita, Daleiden, Moffitt, Yim, & Umemoto, 
2000; Lonigan & Phillips, 2001). Anxiety and depression are also associ-
ated with increased usage of maladaptive ER strategies, including emo-
tional avoidance and suppression of negative emotions (Campbell- Sills, 
Barlow, Brown, & Hofmann, 2006; Tull & Roemer, 2007). In addition 
to suppression of negative emotion, individuals with depression demon-
strate an attenuated response to pleasant emotions (Allen, Trinder, & 
Brennan, 1999; Sloan, Strauss, Quirk, & Sajatovic, 1997; Sloan, Strauss, & 
Wisner, 2001). Although some of these emotion regulation processes have 
been understudied in child and adolescent populations, youth anxiety 
and depression have been shown to be related to poorer emotional aware-
ness (Penza-Clyve & Zeman, 2002), as well as to high inhibition of worry, 
sadness, and anger (Chaplin, 2006; Zeman, Shipman, & Suveg, 2002).

The theoretical model underlying the UP-A and UP-C:ED is Gross 
and Thompson’s (2007) modal model of emotions and ER. According to 
this model, emotions consist of experiential, physiological, and behav-
ioral reactions to external and internal stimuli, and ER refers to the use 
of cognitive and behavioral processes to modulate the intensity, duration, 
or expression of emotions. This model enumerates five core ER strate-
gies that run parallel to the generation of emotions: (1) situation selection, 
which involves approaching situations believed to generate pleasurable 
emotions and avoiding situations believed to produce uncomfortable 
emotions (e.g., avoidance of threat, social withdrawal); (2) situation modifi-
cation, or modifying the situation to reduce the emotional intensity gener-
ated (e.g., use of safety objects, excessive reassurance seeking); (3) atten-
tional deployment, which involves directing attention toward or away from 
pleasurable or uncomfortable emotions (e.g., worry, rumination); (4) cog-
nitive change, which refers to the use of reframing techniques to increase 
or decrease the emotional significance of the situation; and (5) response 
modulation, or directly altering one’s emotional experience through physi-
ological or behavioral manners (Gross & Thompson, 2007). Importantly, 
this model is non- emotion- specific and can be generalized to cognitive 
and behavioral responses to a broad range of negative emotions (e.g., 
anger, sadness, worry, fear, guilt, disgust) and, of greater relevance to 
depression (e.g., Sloan et al., 2001), responses to positive emotions (e.g., 
pleasure, joy, excitement). Given that this model is not anxiety- specific 
or depression- specific but rather can be applied to how individuals with 
anxiety, depression, or their combination experience and respond to a 
broad array of emotions, it is an ideal model for an emotion- focused, 
transdiagnostic treatment for emotional disorders.

Using the modal model as a theoretical guide, the UP-A and UP-
C:ED incorporate ER skills within traditional CBT for youth anxiety and 
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depression. This is accomplished by targeting three core components 
relevant to emotional responding: (1) modifying cognitive appraisals of 
emotions and emotion- provoking stimuli; (2) promoting action tenden-
cies that are incongruent with maladaptive emotion- driven behaviors 
(EDBs); and (3) preventing emotional avoidance (Campbell- Sills & Bar-
low, 2007). Thus, although components of standard CBT for youth anxiety 
and depression (e.g., psychoeducation, cognitive reappraisal, exposure, 
behavioral activation, problem solving) are utilized within these proto-
cols, these skills are refocused to target the ways in which youth experi-
ence, evaluate, and respond to emotions more broadly. As a result, this 
approach is theorized to positively affect ER more broadly than anxiety- 
disorder- specific or depressive- disorder- specific manuals. For example, 
CBT for youth anxiety has been shown to improve regulation of worry, 
but not anger or sadness (Suveg et al., 2009).

The UP‑a: Treatment structure, content, and case study

The UP-A (Ehrenreich et al., 2008) is an emotion- focused, transdiagnos-
tic CBT for adolescents (ages 12–17) with a principal anxiety disorder 
diagnosis, principal depressive disorder diagnosis, or coprincipal anxi-
ety and depressive disorder diagnoses. Although not the focus of initial 
investigation, the UP-A may theoretically be useful for adolescents with 
comorbid, noninternalizing diagnoses (e.g., attention- deficit/hyperactiv-
ity disorder [ADHD]) or other co- occurring issues with ER (e.g., nonsui-
cidal self- injury, other mood regulation difficulties), as long as anxiety 
or depressive symptoms may be considered primary concerns at present. 
The UP-A is a downward extension and adaptation of the unified proto-
col (UP; Barlow, Allen, & Choate, 2004), a transdiagnostic treatment for 
adults with anxiety and depressive disorders that shares the same theo-
retical basis and focus on the broad context of emotional experiences as 
the UP-A. However, although the adult and adolescent protocols share 
the same theoretical approach, as well as numerous treatment compo-
nents, the UP-A contains a number of developmental adaptations, includ-
ing using worksheets to concretize material, relating didactic content to 
topics relevant to adolescents (i.e., peer relationships, academic worries), 
greater focus on building treatment motivation, and involving parents in 
treatment.

UP-a Structure

The UP-A follows a modular treatment structure in which treatment can 
be delivered flexibly based on client needs and is designed to be delivered 
within 8–21 weekly sessions. The UP-A is divided into five main treatment 
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modules and three optional modules. Although all modules are delivered 
in sequential order, the number of sessions devoted to a particular mod-
ule is allowed to vary, dependent on client needs or characteristics. In this 
regard, the UP-A is particularly client- driven and encourages the clinician 
to make use of its overarching principles flexibly to meet particular client 
needs. For instance, a clinician may devote more sessions to enhancing 
the skill of cognitive reappraisal for an adolescent with high metacogni-
tive skills. In contrast, for an adolescent with low metacognitive skills, 
less time may be devoted to cognitive reappraisal, whereas behavioral 
strategies (e.g., behavioral activation) may be given more clinical focus. 
Although the number of modules may vary, Table 12.1 illustrates the rec-
ommended number of sessions and the skills taught within each module. 
In addition, Table 12.1 notes the corresponding process within Gross and 
Thompson’s (2007) model of ER that is targeted within each module.

UP-a Content

The UP-A contains five required modules. In the first module, adolescent 
clients and their parents are introduced to treatment. The initial session 
focuses on establishing rapport with the adolescent. In addition, treat-
ment goals and benefits of change are reviewed to build motivation. In 
subsequent sessions during the first module, the function and parts of 
emotions (thoughts, physical sensations, and emotion- driven behaviors) 
are reviewed. A core theme introduced in this module is that emotions 

taBLE 12.1. UP-a: required treatment Modules

Module

Recommended 
number 
of sessions Content

Corresponding emotion 
regulation process in 
Gross and Thompson’s 
(2007) modal model

1 One to three Emotion education, emotional 
awareness

2 One to three Generalized emotion exposures, 
nonjudgmental awareness

Attentional deployment

3 One to three Cognitive reappraisal, 
problem solving

Cognitive change

4 Four or more Interoceptive and in vivo 
exposures, behavioral activation

Situation selection, 
situation modification, 
and response modulation

5 One to two Skill consolidation, relapse 
prevention
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are “normal, natural, and necessary.” Emotional awareness is embedded 
within a functional assessment of emotions, including helping adolescent 
patients learn to identify the antecedents, behaviors, and consequences 
associated with various emotional experiences (e.g., fear when speaking in 
front of the class, sadness resulting from a romantic breakup). This assess-
ment is used to guide case conceptualization, as well as working with the 
adolescent to develop an emotion and avoidance hierarchy (EAH). The 
EAH is developed to rank various situations, as well as the emotions elic-
ited in these situations, based on which are most commonly avoided by 
the adolescent, as well as which evoke the greatest distress for the patient.

In addition, the role of the adolescent’s parent or parents in treat-
ment is discussed. The importance of parental involvement is first exam-
ined, including how educating the parent(s) about skills the adolescent 
is learning in treatment will better allow them to be an effective support 
system for him or her. Except in rare exceptions (e.g., interfering levels 
of parental psychopathology or extreme parent– child conflict), adoles-
cents are not given the option of no parental involvement. However, dif-
ferent methods by which to include parents are discussed. Most typically, 
parents are brought back to the clinic room in the last 5–10 minutes to 
discuss the treatment content from that session, with the adolescent pres-
ent. However, other options for including parents (e.g., check-in with par-
ent without the adolescent present, individual sessions with parent plus 
check-in) are discussed with the adolescent, to ascertain what will be the 
most comfortable.

The second module of treatment includes generalized emotion expo-
sures, generated through traditional mood- induction paradigms (i.e., 
watching a sad or happy movie clip or musical piece). During these gen-
eralized emotion exposures, clients are encouraged to “fully feel” their 
emotions and avoid attempts to alter or suppress their emotional expe-
rience. In addition, mindfulness- based strategies (Kabat-Zinn, 1994) are 
incorporated into treatment and framed through “nonjudgmental aware-
ness” of emotional experiences, in which adolescents are encouraged to 
attend to their emotions but refrain from judgment. Given that emotional 
suppression is associated with increased sympathetic arousal and anxiety 
symptomatology (Campbell- Sills et al., 2006; Tull & Roemer, 2007), the 
goal of this module is to begin a process of emotional experiencing and 
acceptance, even of uncomfortable emotions (i.e., fear, sadness, anger). 
It is recommended that adolescents progress from these more general-
ized emotion exposures to more personalized experiences with opposite 
behavioral action as treatment progresses.

The third module of treatment focuses on reappraisal of emotions 
and emotion- evoking situations, which corresponds to the first core com-
ponent: modifying cognitive appraisals. Cognitive reappraisal is intro-
duced to the adolescent as “detective thinking,” in which clients first learn 
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to recognize cognitive errors (“thinking traps”) and then apply strate-
gies to alter these thoughts. Similar to the UP (Campbell- Sills & Barlow, 
2007), two primary “thinking traps” targeted are (1) overestimation of 
the likelihood of a negative event occurring (“Everyone is going to laugh 
at me”) and (2) catastrophizing the consequences of the negative event 
(“I couldn’t handle being embarrassed”). Clients learn to ask “detective 
questions” to assess the accuracy and true probability of these thoughts, 
as well as how to reframe thoughts to be more realistic. Note that the 
goal of this module is not to denote these thoughts as “wrong” but rather 
to allow the adolescent to increase cognitive flexibility and to appraise 
situations from multiple perspectives. Adolescents are encouraged to 
use this reappraisal before an emotion- provoking situation occurs (i.e., 
antecedent- focused reappraisal). In addition to cognitive reappraisal, this 
module also contains a section on problem solving for situations in which 
the adolescent feels “stuck” or is having difficulty with decision making. 
It is particularly recommended that clinicians use problem- solving strate-
gies for interpersonal conflicts and anger regulation during treatment.

The fourth module of treatment extends the generalized emotion 
exposures from the second module to emotionally evocative situations 
listed on the patient’s EAH, with an overarching goal of encouraging 
behavioral action tendencies that are incompatible with dysregulated 
emotion states. In this regard, the fourth module targets the remain-
ing two core components: altering emotion- driven action tendencies 
(i.e., approach vs. avoidance) and preventing emotional avoidance (i.e., 
removal of both overt and subtle avoidance attempts). Consistent with 
a transdiagnostic approach, these exposures are designed to be able to 
target avoidance strategies across emotions (e.g., fear, sadness, worry). 
In line with this emotion focus, the goal of the exposures is twofold: (1) 
approach of the emotion- provoking stimuli or situations and (2) “sitting 
with” the actual emotion(s) elicited. Adolescents are encouraged to “fully 
feel” the emotional experiences and refrain from even subtle attempts 
to avoid emotions (i.e., looking down). Similar to other exposure treat-
ments, patients use subjective units of distress (SUDs) to monitor the level 
of their emotional intensity. Through this monitoring, the goal of expo-
sures is for adolescents to recognize that the emotional intensity will have 
a peak and then decrease naturally with time, thus making emotional 
avoidance unnecessary.

For youth with primary (or secondary) depressive symptoms, the 
fourth module also contains elements of behavioral activation to improve 
mood. During behavioral activation, the clinician works with the adoles-
cent to develop a list of pleasurable activities that the client can engage 
in, particularly during times of low mood. Consistent with the underly-
ing theory of the treatment, behavioral activation is conceptualized as 
“positive emotion exposures,” given the tendency for depressed individu-
als to avoid or suppress positive emotions (Campbell- Sills et al., 2006). 
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Furthermore, activation can be conceptualized as incongruent with the 
action tendency of depressed mood (i.e., behavioral withdrawal). Impor-
tantly, this element of the treatment may need to be presented immedi-
ately following psychoeducation for primarily depressed adolescents and 
then reinforced throughout the course of treatment, but it is vital that 
adolescents attain a basic understanding of the treatment model before 
proceeding with activation in order to maintain maximal fidelity to 
planned behavioral engagement strategies.

The fifth module is devoted to skill review and consolidation, relapse 
prevention, and planning for the future. The clinician and adolescent 
rerate the client’s fear hierarchy and discuss progress made in problem 
areas. The adolescent is praised for his or her progress and is encouraged 
to identify which skills of treatment were most helpful. In planning for 
the future, the clinician should distinguish between “lapse” and “relapse” 
and, together with the adolescent, determine how the client can use his or 
her newly developed skills to address a return of symptoms.

Optional Modules

The UP-A contains three optional modules, which can be utilized as 
needed at any point in treatment. The first optional module concerns 
dealing with issues of low motivation, which is not atypical for adoles-
cents referred for treatment, especially those with depression (Birmaher 
et al., 2000). Thus for adolescents with low motivation or those at risk 
for treatment dropout, the first optional module, which is based on tech-
niques of motivational interviewing (Miller & Rollnick, 2002), may be 
indicated. Similar motivation enhancement techniques have been shown 
to be useful in other psychosocial treatments for adolescents (e.g., Gowers 
& Smyth, 2004).

The second optional module can be utilized in the event of treatment- 
interfering situations. Such events may include a significant decline in 
functioning (e.g., worsening of depressive symptoms) or increases in sui-
cidal ideation. In the case of these events, this optional module allows the 
therapist to work with the adolescent and his or her parent or parents to 
develop a safety plan, as well as to use any strategies to remain safe. Given 
that this module can be used at any point in treatment, it gives the thera-
pist flexibility to handle any potential crises, even if relevant treatment 
material has not yet been covered.

The third optional module can be used to address parenting issues, 
particularly if treatment- interfering parenting behaviors are evident (e.g., 
giving frequent reassurance, criticizing the adolescent, permitting avoid-
ant behaviors). Although parents are included throughout treatment, 
these optional module sessions allow for individual sessions with parents 
and can be used at any point in treatment. Common uses for these ses-
sions may be to provide a more in-depth treatment rationale and emotion 
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education, including how to avoid common “pitfalls” when parenting anx-
ious and/or depressed adolescents— pitfalls such as being overinvolved/
overprotective and modeling anxious and/or depressed behaviors (e.g., 
avoidance, withdrawal). In promoting more adaptive parenting behav-
iors, three core components are discussed: independence, consistency, 
and empathy (ICE). These components are discussed within the section 
in this chapter that discusses UP-C:ED. Finally, another common target 
may be parent– child conflict, particularly conflict that is relevant to treat-
ment or interferes with generalization of treatment skills.

UP-a research Findings

An open trial of the UP-A demonstrated preliminary efficacy with 12 ado-
lescents with any principal anxiety or depressive disorder. In summary, 
clinical severity ratings (CSRs) for all anxiety and depressive disorders, 
as assessed using child and parent responses on the Anxiety Disorders 
Interview Schedule for the DSM-IV, Child and Parent reports (ADIS-IV-
C/P; Silverman & Albano, 1996), were reduced significantly from pre-
treatment to posttreatment (see Ehrenreich, Goldstein, Wright, & Bar-
low, 2009, for more details). These treatment gains were maintained at 
3-month and 6-month follow- up (Ehrenreich et al., 2009). Similarly, both 
anxiety and depressive symptoms significantly decreased, and in con-
trast to other CBT protocols (e.g., Suveg et al., 2009), improvements were 
noted in parent- rated worry, sadness, and anger regulation. Currently, a 
randomized controlled trial (RCT) with a larger sample comparing imme-
diate treatment of the UP-A to an 8-week wait-list (WL) condition is near-
ing completion. Among treatment completers, we have observed greater 
improvements in principal anxiety- or depressive- disorder CSRs for those 
receiving immediate treatment compared with WL. Furthermore, similar 
to the open trial, treatment completers have demonstrated improvements 
in both anxiety and depressive symptoms, as well as numerous indices 
of adolescent- rated and parent- rated emotion regulation skills. Further 
analyses using an intent- to-treat (ITT) approach and hierarchical linear 
modeling (HLM) are planned, and full RCT results will be presented in 
future papers.

the UP-a: Case Study

Assessment

“Erica”1 was a 17-year-old female who presented for treatment at our clinic 
as a potential participant in the UP-A. Erica’s intake assessment consisted 

1 All relevant case demographics have been altered to ensure patient confidentiality.
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of adolescent and parent diagnostic interviews using the ADIS-IV-C/P. In 
addition, Erica and her mother completed self- report and parent- report 
questionnaires about Erica’s symptoms of anxiety and depression and ER 
strategies. Erica’s primary symptoms included persistent worries about 
schoolwork, perfectionism, and social impressions, as well as symptoms 
consistent with panic, including a pounding heart, fears of going crazy, 
dizziness, and difficulty breathing. Secondary to these worry and panic 
symptoms, Erica reported symptoms consistent with a current depressive 
episode, including anhedonia, social withdrawal, and low energy.

Based on information obtained during the ADIS-IV-C/P, coprincipal 
diagnoses of generalized anxiety disorder (GAD) and panic disorder with-
out agoraphobia (PD) were assigned to account for Erica’s anxiety symp-
toms. Each diagnosis was given a CSR of 5 (range = 0–8, with a 4 indicat-
ing a clinical level of interference). Although Erica’s depressive symptoms 
failed to meet a clinical level (with a CSR of 3), her self- report of depres-
sive symptoms, based on the MDD subscale of the Revised Child Anxi-
ety and Depression Scale (RCADS; Chorpita, Yim, Moffitt, Umemoto, 
& Francis, 2000) was considered elevated (T-score = 69). Notably, Erica’s 
comorbid depressive symptoms are common in the clinical presentation 
of adolescents with GAD and PD (Birmaher & Ollendick, 2004).

Case Conceptualization

In addition to anxious and depressive symptomatology, self- report and 
parent report of Erica’s ER indicated high degrees of both emotional 
avoidance and suppression, consistent with findings from the literature 
(Campbell- Sills et al., 2006; Tull & Roemer, 2007). Based on diagnostic 
information and questionnaire data, her therapist hypothesized that Eri-
ca’s strong attempts to avoid and suppress uncomfortable emotions (e.g., 
fear, sadness, anger) underlay her panic, worry, and depressive symptoms. 
Therefore, a primary treatment goal, in addition to symptom reduction, 
was to work with Erica to more fully experience and accept a broad range 
of emotional experiences, both positive and negative.

Treatment

Erica met treatment eligibility and was randomized to the immediate 
treatment condition, with treatment beginning 2 weeks after the intake 
assessment. Erica completed the UP-A in 15 weekly 50-minute sessions. 
Consistent with the theoretical foundation of the protocol, common 
themes embedded within Erica’s treatment included “facing” uncomfort-
able emotions and adopting a nonjudgmental attitude toward her emo-
tional experiences. In vivo exposures included giving mock speeches in 
front of confederates instructed to provide nonverbal cues of disapproval, 
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which were intended to target Erica’s fears of negative social evaluation. In 
addition, during these mock speeches Erica was instructed to make mis-
takes purposely in order to target her perfectionism. In addition to indi-
vidualized, in vivo exposures, Erica engaged in interoceptive exercises, 
such as running in place for 1 minute, drawn from treatment for ado-
lescent PD (Pincus, Ehrenreich- May, Whitton, Mattis, & Barlow, 2010) to 
target somatic sensations of anxiety. Through both in vivo and interocep-
tive exposures, Erica learned to habituate to anxiety- provoking situations 
and somatic sensations and to accept her emotions. Behavioral activation 
strategies designed to increase positive emotions were also incorporated 
to address her depressive symptoms.

Results

Data gathered from Erica’s posttreatment assessment suggested that the 
UP-A was effective in reducing Erica’s anxious and depressive symptoms, 
as well as emotional avoidance and suppression. Based on the posttreat-
ment ADIS-IV-C/P, conducted by an independent evaluator, Erica’s CSRs 
for both her GAD and PD diagnoses reduced from a 5 at pretreatment 
to a 2 at posttreatment, indicating subclinical interference. In addition, 
Erica’s posttreatment CSR for MDD decreased from a pretreatment CSR 
of 3 to a 1. Thus Erica no longer displayed clinical elevations of all of pre-
treatment diagnoses, suggesting that the UP-A was successful across inter-
nalizing symptoms. Similarly, clinician- rated severity of Erica’s symptom 
impairment evidenced reduction, from a pretreatment clinician global 
impression (CGI) severity score of 4 (moderate severity) to a posttreat-
ment CGI severity score of 2 (slight severity). Finally, gains were main-
tained at 3-month and 6-month follow- up assessments.

Similarly, decreases in self- and parent report of Erica’s emotional 
avoidance and suppression were also observed. Erica reported a signifi-
cant decrease in emotional suppression, as evidenced by scores on the 
Emotion Regulation Questionnaire— Children and Adolescents (ERQ-
CA; MacDermott, Betts, Gullone, & Allen, 2008), from pretreatment to 
posttreatment, with improvements maintained at 3-month and 6-month 
follow- ups. Using the Children’s Emotion Management Scale (CEMS; 
Zeman, Shipman, & Penza-Clyve, 2001), Erica’s mother reported decreases 
in Erica’s dysregulation of anger, sadness, and worry and increases in 
Erica’s ability to cope with these emotions, which were also maintained at 
3-month and 6-month follow- ups. These results suggest that (1) the UP-A 
was effective in reducing Erica’s anxiety and depressive symptoms and (2) 
the UP-A was effective in promoting adaptive emotion regulation strate-
gies across three affective domains (anger, sadness, and worry). These 
results are promising for adolescents who, like Erica, present with mul-
tiple internalizing symptoms and broad deficits in emotion regulation.
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The UP‑c:ed: Treatment structure, content, and case study

The UP-C:ED is a downward extension of the UP-A for younger children 
(ages 7–12) with anxiety disorders, with or without concurrent elevated 
depressive symptoms. Although the UP-C:ED shares the same theoretical 
basis and core treatment components as the UP and UP-A, it is develop-
mentally adapted toward younger children, both in the delivery of content 
and the structure of content. For instance, whereas the UP-A is an indi-
vidual treatment, the UP-C:ED is a group treatment. The group modality 
was selected for UP-C:ED to mimic environments in which young children 
are particularly motivated by fun activities and learn from each other 
(Santucci, Ehrenreich, Trosper, Bennett, & Pincus, 2009). Furthermore, 
the treatment components are broken down using a simple mnemonic 
device and are introduced sequentially as the CLUES skills: Consider 
how I feel, Look at my thoughts, Use detective questions, Experience my 
fears and feelings, and Stay healthy and happy. In addition, although par-
ents are included in the UP-A, parental involvement is even greater in the 
UP-C:ED, as a child group and parent group meet concurrently for each 
session with separate clinicians. The strong parent component was devel-
oped to maximize generalization of treatment skills outside of session. 
Finally, just as positive reinforcement is used in the UP-A, small rewards 
are used even more frequently in UP-C:ED to maintain the attention of 
younger clients and to reinforce learning and appropriate behavior.

UP-C:ED Structure

Unlike the UP-A, which has a modular structure, the UP-C:ED consists 
of 15 weekly 90-minute sessions that unfold in the same order across par-
ticipants. With the exception of the sessions dedicated to the “Experience 
my fears and feelings” skill,2 each session begins with the parents, chil-
dren, and clinicians convening to discuss homework and progress from 
the prior session and the treatment goals for the current session. Then, 
clinicians lead the child and parent groups in separate rooms for approxi-
mately 60 minutes.

UP-C:ED Content

During the “Consider how I feel” sessions of treatment, participants 
receive general emotion education, including on the purpose and parts 

2 During sessions dedicated to the “Experience my fears and feelings” skill, the par-
ent group does not meet, and all of the clinicians are devoted to completing in vivo 
personalized exposures with the child participants. The parent group reconvenes for 
the last session, dedicated to the “Stay healthy and happy” skill.
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of emotions. UP-C:ED emphasizes the normalization of emotions by 
engaging participants in activities that demonstrate the universality of 
emotions. Additionally, participants learn about the nature of avoidance 
and its negative consequences. During the “Look at my thoughts” por-
tion, participants are introduced to antecedent cognitive reappraisal and 
begin to practice flexible thinking, or evaluating ambiguous situations 
from multiple perspectives.

In the “Use detective questions” segment, participants expand on the 
cognitive skills taught in “Look at my thoughts” and practice reevaluating 
emotionally charged situations and challenging their automatic interpre-
tations. During the “Experience my fears and feelings” skill, participants 
engage in both general and individually tailored emotional exposures 
and approach previously avoided situations. Finally, the “Stay healthy and 
happy” component provides an opportunity for participants to review the 
skills they have learned and to reflect on the progress they have made. 
Participants are encouraged to “become their own therapists” and to list 
ongoing goals for posttreatment. Table 12.2 describes the skills intro-
duced within each CLUES domain, as well as the corresponding treat-
ment session(s).

To maximize motivation and learning, each child session incorpo-
rates both didactic and experiential activities, with skill repetition and 
positive reinforcement. Experiential activities were designed specifically 
to reinforce didactic components with the aim of aiding children’s mem-
ory for skills discussed (Kolb, 1984). For example, during the “Consider 

taBLE 12.2. UP-C:ED Structure and Content

Session number(s) CLUES content Skills introduced

1–5 Consider how I feel Emotion education, emotion 
awareness, somatization, behavioral 
activation, mindfulness, generalized 
emotion exposures

6 Look at my thoughts Identifying automatic thoughts 
(e.g., probability overestimation, 
catastrophic thinking)

7–8 Use detective questions Cognitive reappraisal, problem 
solving, conflict management

9–14 Experience my fears 
and feelings

Rationale for emotion exposures, 
interoceptive exposures, in vivo 
exposures

15 Stay healthy and happy Relapse prevention, review of skills, 
wrap-up
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how I feel” skill, children learn about the importance of preventing 
emotional avoidance and fully engaging in emotional experiences. The 
participants then practice this skill by engaging in “generalized emotion 
exposures,” which are activities that produce low levels of emotions (e.g. 
watching an emotional film clip). To further encourage generalization of 
skills, treatment concepts are reviewed using three levels of specificity: 
abstract, general, and specific. During the “Look at my thoughts” skill, 
for instance, child participants are introduced to the concept of flexible 
thinking. To gain experience with this skill, they look at optical illusions 
and practice generating multiple interpretations of ambiguous pictures. 
They then generalize this skill to emotions more generally and brain-
storm multiple interpretations of emotionally valenced but ambiguous 
situations (e.g., seeing a group of girls laughing across the street). Finally, 
they practice applying the skill to specific situations that are personally 
relevant.

Parental Involvement

While the children practice skills with clinicians in the child group, the 
parent group meets independently. The overarching goals of the parent 
group are to teach the parents the skills that the children are practicing 
and how to best support their children as they navigate the treatment 
process. Thus, in addition to learning the CLUES skills, parents also learn 
a set of parenting skills, the “ICE skills,” which were originally developed 
for use in the parent component of the UP-A (Ehrenreich et al., 2008). 
As noted earlier, the ICE skills include Independence, Consistency, and 
Empathy.

The “Independence” skill teaches parents techniques to encour-
age their children to engage in age- appropriate activities that promote 
autonomy. Anxious children may be especially avoidant of engaging in 
independence- building activities that involve some level of perceived dis-
tress (Hudson & Rapee, 2002). Their parents may be prone to becom-
ing overprotective and overcontrolling of their children; however, such 
behavior can ultimately accommodate their children’s avoidance (Rapee, 
2001). The “Consistency” skill teaches parents to consistently use positive 
reinforcement and other behavioral strategies to encourage appropriate 
child behavior. Inconsistent discipline is associated with externalizing 
behaviors, which may undermine treatment (Patterson, 1982). Addition-
ally, evidence suggests that unpredictable parenting may also be associ-
ated with depressive symptoms in children (Kim et al., 2003). Children 
may also particularly benefit from praise and incentives to increase their 
motivation (Kendall & Gosch, 1994). Finally, the “Empathy” skill provides 
parents with insight into how to manage their children’s distress and to 
acknowledge progress throughout the treatment process.
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In addition to learning the CLUES and ICE skills, parents have time 
to speak openly about their experiences and seek advice from the clini-
cians and other parents. This less structured portion of treatment allows 
clinicians to address any concerns not specifically targeted in treatment 
and provides the opportunity for parents to connect. Overall, these 
 sessions give parents the skills to help themselves and their children navi-
gate the difficult process of engaging in treatment for internalizing dis-
orders.

After approximately 60 minutes, the two groups reunite and spend 
the remainder of session reviewing the skills that were covered and dis-
cussing homework for the next session. Because this program is in devel-
opment, it is important that participants are offered multiple opportu-
nities to offer qualitative feedback about their experiences. Therefore, 
sessions conclude with an opportunity to speak about any concerns or 
questions regarding an individual child, group procedures, or session 
content.

UP-C:ED research Findings

To date, the UP-C:ED has been implemented both as a treatment inter-
vention and within a preventative context. A preliminary investigation 
examining the application of UP-C:ED as a universal prevention within a 
recreational camp demonstrated that the UP-C:ED prevention program 
was associated with high levels of participant satisfaction and a significant 
reduction in child- reported anxiety symptoms (Ehrenreich- May & Bilek, 
2011).

Additionally, a recent open trial of the treatment arm of Emotion 
Detectives demonstrated the preliminary efficacy of the protocol to 
address principal anxiety diagnoses, as well as anxious and depressive 
symptoms (Bilek & Ehrenreich- May, 2012). Specifically, participants in 
the open trial experienced a significant reduction in CSR ratings for the 
principal anxiety disorder from pretreatment to posttreatment, as well 
as a significant reduction in all anxiety and depressive disorder severity 
ratings. Children reported a significant reduction in anxiety symptoms 
from pre- to posttreatment, and parents reported a significant reduction 
in child depressive symptoms following the UP-C:ED. In contrast to find-
ings with anxiety- focused CBT, neither parent- nor child- reported youth 
depressive symptoms at baseline predicted change in principal anxiety 
disorder CSR, suggesting that pretreatment depressive symptoms were 
not associated with poorer outcomes in this investigation. Currently, an 
RCT is under way to further investigate the efficacy of the UP-C:ED as 
compared with an active comparison condition (Lyneham, Abbott, Wig-
nall, & Rapee, 2003).
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UP-C:ED: Case Study

Assessment

“Mark” was an 11-year-old white, Hispanic male who presented at our 
clinic as a potential participant in the UP-C:ED. Mark’s initial assessment 
included administration of the ADIS-IV-C/P, as well as self- report and 
parent- rated anxiety and depressive symptom questionnaires (Screen for 
Anxiety Related Disorders [SCARED]—Birmaher et al., 1997; Children’s 
Depression Inventory [CDI]—Kovacs, 2001). During the ADIS-IV-C/P, 
Mark and his mother reported that, despite receiving high marks in all his 
classes, Mark was experiencing significant anxiety about schoolwork. Spe-
cifically, Mark and his mother reported that Mark delayed completing his 
writing assignments, asked frequent questions when completing school-
work, and refused to complete his writing assignments without help from 
others. In addition to Mark’s school- related worries, he reported excessive 
worry about various interpersonal and perfectionistic concerns, which 
had begun to negatively affect his social and academic functioning. In 
addition to experiencing significant worries, both Mark and his mother 
reported that he had been experiencing depressive symptoms, including 
loss of interest in usual activities, difficulty concentrating, excessive guilt, 
and irritability, intermittently over the preceding 18 months.

In addition to anxiety and depressive symptoms, Mark’s mother also 
reported that he was previously diagnosed with ADHD—Inattentive Type. 
At the time of intake, he was taking 25 mg/day of Zoloft and 50 mg/
day of Strattera for management of his ADHD and depressive symptoms. 
Based on data collected in the clinical interview and from the question-
naires, Mark was given a principal diagnosis of GAD (CSR = 6) and a 
secondary diagnosis of depressive disorder— not otherwise specified (DD-
NOS; CSR = 4). Additionally, a diagnosis of ADHD—Inattentive Type was 
assigned by history.

Case Conceptualization

Mark was suffering from elevated levels of negative affect and physio-
logical arousal, particularly over schoolwork. In line with Gross’s model, 
Mark’s maladaptive attempts to regulate these negative emotions mani-
fested in persistent worries about his schoolwork, as well as seeking reas-
surance from others. In turn, these maladaptive regulation strategies 
created academic difficulties and interpersonal arguments. In addition, 
Mark’s behavioral withdrawal had resulted in decreased levels of positive 
affect, which served to maintain Mark’s depressed mood. Given Mark’s 
mixed anxious and depressive presentation, the therapist’s treatment 
plan involved helping Mark to develop more effective up- regulation and 
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down- regulation skills to (1) more adaptively cope with negative emotions 
and physiological arousal and (2) increase levels of positive affect.

Treatment

During the first session of treatment, Mark and his mother identified 
goals for treatment, including worrying less about schoolwork, reducing 
depressive symptoms, and improving his relationships with his siblings. 
During the following sessions, Mark continued to participate readily and 
was especially interested in learning about the three- component model of 
emotions. In the parent group, Mark’s mother recognized Mark’s infre-
quent participation in pleasurable activities. Mark worked with his indi-
vidual clinician and his mother to identify activities in which he could 
participate when he was feeling in a low mood. In subsequent weeks, 
Mark reported that he had engaged in several pleasurable activities and 
reported improved mood. Given the success of this initial exercise, Mark’s 
therapist continued to assign behavioral activation homework throughout 
treatment.

Following behavioral activation, cognitive reappraisal was intro-
duced as “identifying thinking traps” and “using detective thinking” 
in emotionally evocative situations. Mark identified completing writing 
assignments as one such situation. He reported that he was afraid that 
he would not be able to complete the assignment as expected, thus caus-
ing him to do poorly and reinforcing his core fear of failing. After learn-
ing about thinking traps, Mark identified this fear as “Disaster Dan,” 
or catastrophic thinking. Mark was challenged to reevaluate his cata-
strophic thinking and examine whether there could be alternative inter-
pretations when he made mistakes on homework or tests. Mark realized 
that making mistakes could help him identify areas in which he might 
need help.

Mark and his mother then created an emotional avoidance hierar-
chy, which included completing writing assignments, making mistakes on 
homework, and being evaluated negatively by others. These concerns were 
all addressed through emotional exposures conducted within session and 
at home. In- session exposure exercises included giving a speech while 
purposely making mistakes, asking people for the time while wearing a 
watch visible to others, and completing a writing assignment in session on 
which he received both negative and positive feedback. For homework, 
he completed exposure exercises consisting of completing writing assign-
ments without help from his parents and making purposeful mistakes on 
a homework sheet.

In the final section of treatment, Mark had an opportunity to reflect 
on the progress that he had made during treatment. Mark’s mother told 
the group that Mark had been able to complete his homework assignments 
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without asking his parents for help. This was a large step for Mark, who 
had previously required assistance on all of his assignments. Mark’s clini-
cian met with Mark and his mother to review ways in which he could con-
tinue facing his fears when feeling afraid, as well as continue to engage in 
pleasurable activities when feeling sad.

Results

Mark attended a total of 13 of the 15 sessions of treatment. Mark and 
his mother reported decreased anxiety symptoms on the SCARED. Addi-
tionally, Mark’s mother reported that he was no longer experiencing 
depressive symptoms at an elevated level. At the posttreatment assess-
ment, Mark’s CSR for both his emotional diagnoses had been reduced to 
a subclinical level. Specifically, his diagnosis of GAD was reduced from a 
6 to a 3, and his diagnosis of DD-NOS was reduced from a 4 to a 2. These 
improvements were maintained at a 3-month follow- up assessment. Addi-
tionally, Mark demonstrated improvements on child- reported ER. Specifi-
cally, Mark reported an improvement on the ERQ-CA in his emotional 
reappraisal (increasing from 16 to 18) and a decrease in his suppression 
of emotional experiences (falling from 8 to 4).

discussion and future research

The high co- occurrence of youth anxiety and depressive diagnoses (Brady 
& Kendall, 1992) and symptoms (Stark & Laurent, 2001) necessitates treat-
ments that effectively target both domains of internalizing distress. This 
is especially true given that youth with comorbid diagnoses have histori-
cally been underrepresented in treatment trials (e.g., Kendall et al., 2010) 
and tend to have poorer outcomes when receiving disorder- specific CBT 
(e.g., Berman et al., 2000; Suveg et al., 2009). The UP-A and UP-C:ED are 
two emotion- focused, transdiagnostic CBT protocols that focus on com-
mon emotional factors in youth anxiety and depression, including higher 
levels of underlying negative emotionality (e.g., Brown et al., 1998), as 
well as higher usage of maladaptive strategies (e.g., suppression, avoid-
ance) to regulate a range of negative emotions, including fear, worry, sad-
ness, and anger (e.g., Zeman et al., 2002). As a result, using standard CBT 
components such as psychoeducation, cognitive reappraisal, problem 
solving, exposure, and behavioral activation, as well as emotion aware-
ness, experiencing, and expression, more broadly, the UP-A and UP-C:ED 
seek to positively affect how children and adolescents with anxiety and/
or depression experience, think about, and respond to a broad range of 
negative and positive emotions, rather than disorder- specific emotions 
(e.g., fear, sadness).
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Preliminary results from three research trials, two open trials, and 
an RCT nearing completion show promise for these two transdiagnostic 
interventions and may also distinguish them based on prior findings with 
anxiety- focused or depression- focused treatments. Initial findings suggest 
that both the UP-A and UP-C:ED demonstrate efficacy in reduction of 
principal diagnosis severity, as well as total emotional diagnostic severity. 
Furthermore, both anxiety and depressive symptoms were significantly 
reduced in the UP-A and UP-C:ED, with comparable effect sizes for anxi-
ety and depression symptom change in each intervention. In contrast to 
prior anxiety- specific or depression- specific CBT findings, children and 
adolescents with depressive disorders, or elevated depressive symptoms, 
have not shown a reduced treatment response when receiving the UP-A or 
UP-C:ED. Finally, in contrast to prior findings showing positive improve-
ments in only one domain of ER (e.g., worry) with anxiety- focused CBT 
(Suveg et al., 2009), improvements in worry, sadness, and anger dysregu-
lation have been found with these transdiagnostic protocols, providing 
evidence that the UP-A and UP-C:ED positively target a broader range of 
emotional experiences than disorder- specific protocols.

Future research should examine theory- driven mediators of treat-
ment response, including the three core components (e.g., modifying cog-
nitive appraisals, promoting action tendencies incompatible with EDBs, 
preventing avoidance) targeted in these interventions. In addition, future 
research should examine potential baseline predictors of treatment 
response (e.g., levels of negative and positive affect, anxiety sensitivity, 
emotional awareness) on treatment outcome. Results of such an evalua-
tion, which could be completed in a brief assessment format, would be one 
avenue for supporting the UP-A’s flexible modular treatment approach, 
whereby assessment could guide the order of skill presentation. Thus this 
highly individualized intervention would match strengths and weaknesses 
of each client while incorporating all skill areas over the course of treat-
ment. For example, a child or adolescent who lacks skill with identifying 
emotions or thoughts might benefit from participating in exposures early 
in treatment. These experiences might provide concrete, recent, and per-
sonal examples the therapist can use to illustrate the other skills.

In addition to examining mediators and predictors of treatment 
response, a better understanding of how these interventions would fare in 
community settings is also needed. The flexible structure of these treat-
ments, as well as their transdiagnostic focus, may be particularly attractive 
to community clinicians. For one, the use of a unified protocol for youth 
anxiety and depressive disorders may reduce training burden, as practi-
tioners can learn one singular treatment as opposed to multiple disorder- 
specific manuals. Indeed, inadequate clinician training is considered one 
of the greatest barriers to effective dissemination and implementation of 
evidence- based treatments (McHugh & Barlow, 2010). Furthermore, the 
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focus on a broad domain of emotional experiences may also be advanta-
geous, given that community clinicians may often see youth with numer-
ous comorbidities and complex emotional and symptom profiles (Addis 
& Krasnow, 2000; Weisz, Jensen-Doss, & Hawley, 2006). However, the fea-
sibility and effectiveness of these transdiagnostic interventions, as well 
as modifications needed within community mental health settings, await 
empirical testing.
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c h a P t e r  1 3

Beyond Disruptive Behavior 
Disorder Diagnoses

Applications of the Coping Power Program

John E. Lochman, Nicole P. Powell, Caroline L. Boxmeyer, 
Haley L. Ford, and Jessica A. Minney

The Coping Power program (Lochman, Wells, & Lenhart, 2008; Wells, 
Lochman, & Lenhart, 2008) takes a transdiagnostic approach to address-
ing externalizing behavior problems in children. Rather than focusing on 
specific diagnoses, such as oppositional defiant disorder (ODD) or con-
duct disorder (CD), the intervention focuses on reducing children’s anger 
and aggression more broadly by targeting specific risk factors and active 
mechanisms that underlie these problems. The Coping Power program is 
based on a contextual social- cognitive model of risk for anger and aggres-
sion (for review, see Matthys & Lochman, 2010). The aim of the Cop-
ing Power intervention is to address the risk factors for children’s anger 
and aggression that are malleable. In doing so, the intervention seeks to 
improve children’s social and emotional coping skills, as well as parents’ 
emotional coping skills and their parenting behavior.

support for a Transdiagnostic Theory for disruptive Behaviors

Although problems with anger and aggression can be part of the clini-
cal profile for children with internalizing disorders, as in the irritability 



294 TRANSDIAGNOSTIC TREATMENT APPROACHES 

displayed by children with depression or when a child with separation 
anxiety has a tantrum while being dropped off at school, internalizing 
and externalizing behavior problems are most easily conceptualized as 
distinct categories. However, research suggests that the initiation and 
maintenance of internalizing and externalizing behavior problems can 
be influenced by a common set of risk factors.

temperament

Children who display “difficult” temperamental features such as irritabil-
ity, restlessness, irregular patterns of behavior, lack of persistence, and 
low adaptability are at increased risk for behavior problems (e.g., Caspi, 
Henry, McGee, Moffitt, & Silva, 1995; Guerin, Gottfried, & Thomas, 
1997; Rubin, Burgess, Hastings, & Dwyer, 2003), as well as for internal-
izing problems (e.g., Booth-LaForce & Oxford, 2008; Keenan, Shaw, 
Delliquadri, Giovannelli, & Walsh, 1998). Children with “difficult” tem-
peraments appear to be particularly sensitive to their caregiving environ-
ments, with increased risk of developing behavioral problems when par-
enting quality is poor (e.g., Belsky & Pluess, 2009). Similarly, Tschann, 
Kaiser, Chesney, Alkon, and Boyce (1996) found that preschoolers with 
“difficult” temperaments were at highest risk for both internalizing and 
externalizing problems when they lived in high- conflict families.

Family Factors

Research has identified several parenting behaviors that can lead to child-
hood adjustment problems of both an internalizing and an externaliz-
ing nature. Notably, parents who employ harsh discipline practices place 
their children at risk for conduct problems, as well as for symptoms of 
anxiety and depression (e.g., Bender et al., 2008). Similarly, low levels of 
parental warmth and acceptance have been shown to predict external-
izing and internalizing problems in children (e.g., Hipwell et al., 2008; 
Pedersen, 1994). Although parenting practices have been implicated in 
both internalizing and externalizing problems, some research suggests 
that certain parenting behaviors may be more characteristic of certain 
categories of childhood problems. For example, in a review article, Berg- 
Nielsen, Vikan, and Dahl (2002) concluded that negative parental control 
appeared more related to internalizing problems, whereas inconsistent 
discipline practices and low levels of monitoring were associated with con-
duct problems.

Other family factors that may influence children’s emotional and 
behavioral adjustment include multiple changes in family composition 
(Ackerman, Brown, D’Eramo, & Izard, 2002), parental alcoholism (e.g., 
Chassin, Rogosch, & Barrera, 1991), and parental psychiatric problems 
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(e.g., Johnson, Cohen, Kasen, & Brook, 2006). Interestingly, Johnson and 
colleagues (2006) found that children of parents with externalizing dis-
orders were almost as likely to develop an internalizing disorder as an 
externalizing disorder, whereas children of parents with internalizing 
disorders showed only a slightly greater tendency toward developing an 
internalizing disorder than an externalizing disorder.

Psychosocial Stress

A large body of empirical evidence supports the relation between psy-
chosocial stress and both internalizing and externalizing behaviors in 
children (Grant et al., 2003). In a review article, McMahon, Grant, Com-
pas, Thurm, and Ey (2003) examined research on the emotional and 
behavioral effects of different types of psychosocial stress in children, 
such as exposure to violence, abuse, and exposure to marital conflict. 
The authors concluded that there was little evidence to suggest that cer-
tain categories of stressors are specifically related to either internalizing 
or externalizing problems. Although there was variability in the find-
ings from different studies, overall most stressors were related to both 
internalizing and externalizing problems in children. Tiet and colleagues 
(2001) found that some stressful life events (e.g., school change, parent 
being jailed) predicted both internalizing and externalizing disorders but 
that other stressors were associated with specific categories of disorder. 
For example, stressors involving loss and grief were related to depressive 
disorders, whereas being a victim of crime, violence, or assault was related 
to disruptive behavior disorders.

Social-Cognitive Skills

In a review article, Owen (2011) examined empirical research on cogni-
tive processes related to trait anger in adults, concluding that processes 
relevant to Axis I disorders such as anxiety and depression are similarly 
related to problems with anger. Selective attention, misinterpretation of 
others’ motives, and a tendency to ruminate were implicated in both the 
Axis I disorders and trait anger, providing support for a transdiagnostic 
approach to understanding psychological problems.

Deficiencies and distortions in social- cognitive skills are also associ-
ated with both conduct problems and internalizing symptoms in children. 
The social information processing (SIP; Crick & Dodge, 1994) model 
was developed to explain aggressive behavior in children but has also 
been applied to childhood anxiety and depression. Aggressive children 
have been shown to demonstrate problems at each of the SIP model’s 
six stages. Compared to nonaggressive peers, aggressive children tend 
to encode fewer relevant details (Lochman & Dodge, 1994) and to be 
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overly attentive to hostile cues (Gouze, 1987); to excessively perceive oth-
ers’ actions as hostile (Lochman & Dodge, 1994); to value dominance 
and revenge over social affiliation goals (Erdley & Asher, 1996); to gener-
ate more action- oriented and aggressive solutions and fewer compromise 
and verbally assertive solutions (Larson & Lochman, 2011); to evaluate 
aggression in a positive manner (Crick & Werner, 1998); and to have dif-
ficulty enacting prosocial behaviors (Dodge, Pettit, McClaskey, & Brown, 
1986). Children with anxiety display problems in the encoding stage by 
attending to cues signifying danger or threat (Bell-Dolan, 1995) and at 
the solution evaluation stage by choosing more avoidant response strate-
gies (Barrett, Rapee, Dadds, & Ryan, 1996). Children with depression 
display problems with solution generation and evaluation, offering and 
selecting fewer assertive strategies and more ineffective solutions (Good-
man, Gravitt, & Kaslow, 1995).

support for a Transdiagnostic Treatment  
for angry and aggressive symptoms

Interest in transdiagnostic treatments is growing, as clinicians and 
researchers search for increasingly effective and efficient intervention 
approaches (McEvoy, Nathan, & Norton, 2009). Although the existing 
body of research focuses on internalizing disorders, support for a trans-
diagnostic approach to treatment across internalizing and externalizing 
problems can be extrapolated from the literature.

One source of support for a transdiagnostic approach to treatment 
across internalizing and externalizing disorders comes from nonspecific 
intervention effects. Empirically supported treatments (ESTs) originally 
developed to target one category of childhood disorders have been shown 
to effect positive changes on behaviors in another, presumably distinct, 
category. For example, parent– child interaction therapy (PCIT; Zisser & 
Eyberg, 2010) was designed to address oppositional and defiant behaviors 
in preschool- age children. Consistent with the program’s goals, outcome 
research has demonstrated the effectiveness of PCIT in reducing exter-
nalizing behaviors (Zisser & Eyberg, 2010). In addition, PCIT has also 
been shown to reduce both externalizing and internalizing problems for 
children with comorbid ODD and separation anxiety disorder (Chase & 
Eyberg, 2008; Choate, Pincus, Eyberg, & Barlow, 2005). These effects have 
been attributed to the program’s focus on parenting skills, which likely 
generalize across various child symptoms and behaviors. Another well- 
supported treatment for disruptive behaviors in children, parent manage-
ment training (Kazdin, 2010), has similarly documented posttreatment 
improvements in both externalizing and internalizing behaviors, again 
likely due to the generalizability of parenting skills taught.
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Common treatment elements form a second source of support for 
transdiagnostic interventions. As noted earlier, parent involvement is a 
core component of ESTs for childhood anxiety and depression, as well as 
for disruptive behaviors. Similarities in treatment elements across ESTs 
for internalizing and externalizing problems also include coping strate-
gies, problem- solving skills, and relaxation training. Interventions con-
taining these elements hold the potential for transdiagnostic application.

description of clinical Population

Children are typically referred for inclusion in Coping Power by their 
parents or through teacher nominations. Parent and teacher concerns 
may be validated through administration of behavior rating scales that 
include aggression and externalizing problems, such as the Behavior 
Assessment System for Children, Second Edition (BASC-2; Reynolds & 
Kamphaus, 2004). Because anger and aggression are symptoms of a num-
ber of clinical concerns, comprehensive evaluation is important to ensure 
that these problems are the main referral behaviors and not secondary 
to another condition that warrants the primary focus of treatment. For 
example, children with depression who display irritability will require 
treatment of their mood symptoms, and a medication adjustment may be 
the first treatment option for children presenting with stimulant- induced 
agitation or dysphoria.

In a clinic setting, children may be identified for the program by 
virtue of diagnoses such as ODD or CD; however, an explicit disruptive 
behavior disorder diagnosis is not required. Children who display aggres-
sion as part of a range of clinical presentations may benefit, as anger, 
aggression, and poor behavioral regulation are common to a variety of 
clinical concerns. For example, Coping Power may be appropriate for chil-
dren displaying increased anger and aggression related to DSM-5 diagno-
ses such as adjustment disorder with disturbance of conduct, parent– child 
relational problem, and sibling relational problem or in cases in which 
these problems are related to difficulties with peer relationships, temper-
amental issues, or impulse control problems. The concept of equifinality 
applies here, as problems with anger and aggression may develop from, 
and be maintained by, a diverse range of circumstances. However, the 
Coping Power program’s focus is on coping, both with the circumstances 
that trigger anger and with the angry feelings that arise. As such, the 
program can be applied to children experiencing any number of issues 
leading to angry feelings and aggressive behaviors.

In addition to directly targeting processes related to anger and aggres-
sion, Coping Power addresses additional problems commonly observed 
in aggressive children. For instance, aggressive youth frequently have 
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difficulty getting along with peers, and they are often rejected by their 
peers (Lochman et al., 2012). Furthermore, such youth are at greater risk 
for developing problems with substance use and violence if their problems 
with anger and aggression go untreated (Tremblay, 2000). Finally, aggres-
sive youth also encounter problems in the academic domain, including 
difficulty with reading and mathematics, as well as a lack of skills related 
to success in school (e.g., motivation, engagement; Lochman et al., 2012).

description of the coping Power intervention

The Coping Power program includes separate child and parent interven-
tion components. Both intervention components are based on cognitive 
and behavioral treatment principles. The child component includes inter-
vention content for 34 child sessions, which aim to teach a number of 
core social and emotional competencies. The parent component includes 
intervention content for 16 parent sessions, which aim to teach specific 
behavioral parenting skills and to help parents facilitate their children’s 
use of the skills learned in the intervention in their daily lives.

transdiagnostic Features of Coping Power

There are a number of features inherent in the Coping Power program 
that can be considered transdiagnostic. The intervention is transdiagnos-
tic across externalizing disorders as a whole in that it does not focus on 
children with specific diagnoses (e.g., ODD or CD) but rather focuses 
on targeting malleable risk factors and active mechanisms that under-
lie anger and aggression. Specific aspects of the intervention that are 
designed to alter active mechanisms for anger and aggression and are also 
likely to influence other behavioral outcomes are described next.

Contingency Management

An overarching aim of both the child and parent intervention compo-
nents is to set and enforce clear contingencies for children’s behavior. 
During the first child intervention session, behavior rules are established, 
and a token economy is laid out in which children can earn reinforcers 
for compliant behavior and positive group participation. A systematic 
method of responding to rule violations is also utilized in each child inter-
vention session. In the parent intervention, parents practice setting clear 
behavior rules and expectations, giving clear instructions, and assessing 
child compliance. Parents learn a specific system for providing positive 
consequences for desired behaviors and utilizing effective punishment 
strategies for noncompliance and other forms of problem behavior. A 
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primary goal of Coping Power is to reduce parental inconsistency, as 
intervention- produced improvements in parental consistency have been 
found to mediate intervention effects on children’s externalizing behav-
ior problems (Lochman & Wells, 2002). However, the effective use of con-
tingency management is more broadly transdiagnostic, as it can be used 
to increase a broad range of desired child behaviors. Creating a more 
predictable therapeutic environment (through contingency management) 
may also create a “safe space” within which children can feel comfortable 
discussing their behavior problems and working to improve their behav-
ior.

Personal Goal Setting

The first several sessions in the child intervention focus on identifying 
short-term and long-term personal behavioral goals. Therapists solicit 
input from parents and teachers in advance of child sessions about areas 
in which each child is in need of behavioral improvement. Therapists 
then work with children during the initial sessions to help them identify 
specific behavior goals that they are willing to work on (e.g., resolving 
problems without fighting, following adults’ directions, keeping anger 
at a medium level or lower). Children continue to set weekly behavior 
goals throughout the Coping Power program. This intervention activity 
is intended to serve several purposes, including engaging children in the 
intervention and making it personally relevant to them, increasing chil-
dren’s motivation to improve their behavior outside of intervention ses-
sions, and facilitating children’s receipt of daily feedback about target 
behaviors and reinforcement for behavioral gains. This intervention activ-
ity is inherently transdiagnostic in that it can be adapted to fit each child’s 
specific behavioral needs (based on the therapist’s overall case conceptu-
alization) on an ongoing basis throughout the intervention.

Emotional Awareness and Emotion Regulation

The next major unit in the Coping Power child component aims to help 
children become better at detecting a range of emotions and to recognize 
the early signs of emotional arousal. Children learn to use a “feelings 
thermometer” to measure different intensities of common emotions (e.g., 
happy, sad, scared, mad). Next, they are taught to recognize the physi-
ological, behavioral, and cognitive manifestations of each emotion and 
how they can use their own thoughts and behavior to reduce negative 
emotional arousal. Intervention homework assignments are given to help 
children monitor their own patterns of emotional arousal and to identify 
common triggers for high levels of anger. Finally, children practice reduc-
ing their anger arousal by using a range of coping strategies, including 
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self- instruction, distraction, deep breathing, and relaxation. Children are 
exposed to increasingly high levels of anger arousal during a series of 
graded in vivo exposure tasks, and they practice using one or more cop-
ing strategies to reduce their anger arousal.

Although the primary emphasis in Coping Power is on helping chil-
dren learn to manage anger arousal by becoming better at recognizing 
the early signs of arousal, at paying attention to their thoughts and the 
impact of their thoughts on their feelings and behavior, and at using cop-
ing skills to manage arousal, this sequence of intervention activities may 
help children manage the arousal associated with other disorders, such as 
anxiety or depression. Therapists are given the option during these Cop-
ing Power sessions to extend the discussion and practice opportunities to 
address other feeling states, including fear and sadness. These extension 
activities are particularly recommended when children are exhibiting 
both externalizing and internalizing symptoms.

Perspective Taking

The next aim of the Coping Power intervention is to help children view 
situations from others’ perspectives. Children practice generating a range 
of explanations for others’ behavior based on hypothetical and real-life 
interpersonal scenarios. Children also practice attending to a larger range 
of social cues rather than focusing only on cues that likely convey hos-
tile intent. Although these intervention activities are primarily intended 
to reduce the hostile attribution bias that frequently occurs in children 
with anger and aggression problems (Lochman & Dodge, 1994), they also 
have the potential for transdiagnostic effects. For example, children with 
social skill deficits or social anxiety may benefit from learning to encode 
social cues more accurately and learning to view social situations from 
others’ perspectives.

Social Problem Solving

A major unit of the Coping Power intervention teaches children to rec-
ognize when they are experiencing a social problem, to generate a range 
of solutions, to think ahead about the likely consequences of each solu-
tion, and to pick the solution with the most positive expected outcome. 
Children practice the steps in this process, first with hypothetical and 
then with real-life problem situations, across a number of intervention 
sessions.

This intervention unit has considerable potential for transdiagnos-
tic application. Programs incorporating social problem- solving strate-
gies have demonstrated effectiveness for children experiencing a range 
of clinical concerns, including anxiety (Kendall et al., 1997), depression 
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(Eskin, Ertekin, & Demir, 2008), and impulsivity (Baer & Nietzel, 1991). 
Although a diverse group, children experiencing emotional and behav-
ioral problems may show similar difficulties in social information pro-
cessing, such as attending to unhelpful environmental cues, misattribut-
ing others’ intentions, and failing to generate and consider alternative 
responses. Orbach, Mikulincer, Blumenson, Mester, and Stein (1999), for 
example, have posited that suicidal youth resort to self-harm because they 
feel that their problems are irresolvable in that potential solutions to their 
problems are undesirable or would result in additional problems.

Social problem- solving strategies can help children with anger or 
anxiety become aware of problems earlier (before reaching heightened 
levels of arousal) and can help children identify problems from others’ 
perspectives (rather than being overly self- focused or making misattri-
butions about others’ intentions). This process can help impulsive chil-
dren learn to slow down and think ahead about the consequences of 
their behavior before acting. Practicing solution enactment can also help 
children become more adept at using verbal communication strategies 
(including assertive statements, bargaining, and compromise solutions) 
and can increase the value children place on verbal solutions. Learning 
effective problem solving can improve children’s relationships with their 
friends and family members and improve their sense of self- efficacy and 
may thereby reduce secondary depression in children and perhaps even 
in their parents.

Coping Power teaches parents to use the same approach to solve fam-
ily problems. This can help reduce family conflict, increase family cohe-
sion, and help children feel as though they have a “voice” in resolving 
family problems collaboratively. Finally, learning to enact more than one 
solution when the first solution does not work out as planned can also 
help children and parents become more resilient.

Rehearsal and Mastery Opportunities

Every child and parent Coping Power session includes opportunities to 
practice the specific skill(s) being taught. Homework assignments and 
personal goal sheets are also utilized to foster rehearsal and generaliza-
tion of skills outside of Coping Power sessions. The problem- solving unit 
has a mastery activity in which children produce their own videotaped 
public- service announcements teaching others how to solve social prob-
lems effectively. The children are able to show their completed video to 
their parents in order to help their parents learn to use the same approach 
to solve family problems. Thus important transdiagnostic elements of the 
Coping Power intervention may be (1) its emphasis on clearly defining 
target behavioral goals; (2) teaching specific social and emotional coping 
skills to meet these goals; and (3) providing children and parents with 
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frequent opportunities to practice and master new skills, both in and out 
of therapy sessions.

adapting Coping Power for Multiple Diagnoses or Problem Sets

The Coping Power activities just described can be adapted as needed to 
address coexisting diagnoses or problem sets. For example, a compre-
hensive evaluation may indicate that a child’s primary issues result from 
angry and aggressive behaviors related to a disruptive behavior disorder, 
that these issues are adversely affecting relationships with teachers and 
peers, and that, as a result of these problematic interactions, the child 
is endorsing a mild degree of anxiety in the school setting. In this case, 
the therapist may make a number of adaptations while implementing the 
program.

When identifying target behavior goals, the therapist may guide the 
child toward behavior goals related to anxiety (e.g., “I will volunteer ideas 
in front of the class”), in addition to aggression (e.g., “I will solve problems 
without fighting”). To go a step further, the therapist may try to identify 
an underlying mechanism linking the child’s aggression and anxiety and 
then generate behavior goals that address that mechanism. For example, 
if the therapist has learned that the child becomes physically or verbally 
aggressive whenever she feels embarrassed or “singled out” in front of the 
class, the therapist might help the child generate a goal of taking three 
deep breaths and using a coping statement whenever she is feeling embar-
rassed, before deciding what to do next.

During the unit on emotional awareness, the therapist might spend 
additional time helping the child identify specific physiological signs of 
anxiety (e.g., sweaty palms, racing thoughts, dry mouth), situations that 
tend to trigger her anxiety (e.g., being teased by classmates, being redi-
rected by her teacher), and thoughts that cause her anxiety to escalate 
(e.g., “No one likes me”; “I am such a loser”). The therapist can then help 
the child practice coping with anxiety by exposing her to scenarios likely 
to trigger anxiety arousal and helping her practice using coping strategies 
to reduce her arousal (e.g., taking deep breaths and telling herself “don’t 
worry about what other people think of me”; “it is okay if I get in a little 
bit of trouble once in awhile, it happens to everyone”). The therapist can 
conduct exposure tasks for coping with anxiety arousal in addition to the 
planned exposure tasks for coping with anger arousal.

During the perspective- taking sessions, the therapist may seek to 
help the child reduce self- directed attributions (e.g., “He looked at me 
funny because he thinks I am a loser”) and practice generating alternate 
attributions (e.g., “He may have looked at me funny because he lost his 
glasses,” or “He may have been worried about the math test he had com-
ing up”). Finally, during the problem- solving sessions, the therapist may 
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seek to reduce the child’s use of avoidant or aggressive solutions and 
increase the child’s use of verbal assertion solutions. Being aware of the 
child’s anxiety symptoms, the therapist may choose to provide additional 
practice opportunities to help the child become more comfortable resolv-
ing problems verbally. The therapist might also provide extra encourage-
ment or rewards when he or she observes the child speaking assertively 
to others or attempting to do so. It is important to note that, if ongoing 
evaluation during treatment suggests that it is the child’s anxiety that 
primarily drives his aggression, the therapist may modify the case concep-
tualization and shift to an evidence- based intervention specifically target-
ing anxiety (e.g., Coping Cat; Kendall & Hedtke, 2006) while continuing 
to monitor the aggressive behavior.

This strategy of flexibly using Coping Power to incorporate themes 
relevant to a variety of clinical issues can also be applied to cases involving 
depression, impulsivity, or relationship problems. For example, coping 
self- statements can be developed to address depressive cognitions (e.g., 
“I have things to look forward to”), perspective- taking exercises can be 
focused on the child’s problematic relationships (e.g., with parents, peers, 
or siblings), and the importance of thinking through solutions and evalu-
ating potential consequences can be emphasized for impulsive youth.

empirical support for coping Power

The efficacy and effectiveness of Coping Power has been supported by 
several randomized control trials (RCTs). An initial investigation of the 
Coping Power program randomized boys who were rated by their teach-
ers as being aggressive to one of three conditions: Coping Power child 
program only, Coping Power child plus Coping Power parent program, or 
treatment as usual (Lochman & Wells, 2003). Both of the Coping Power 
groups had significantly lower rates of delinquency and parent- rated sub-
stance abuse relative to the control group at 1-year follow- up (Lochman & 
Wells, 2004). Furthermore, compared with the control group, both Cop-
ing Power groups showed significantly more improvement in teacher- rated 
behavior at 1-year follow- up. The effects were stronger for the child-plus- 
parent group, but both groups improved relative to the control group, 
and significant differences were evident at 1-year postintervention (Loch-
man & Wells, 2004). These outcomes were mediated by improvements 
in the children’s social cognitive processes and their parents’ processes, 
which supports the theoretical framework of Coping Power (Lochman & 
Wells, 2002).

Another study evaluated the additive effects of including a universal 
intervention along with the standard Coping Power program (Lochman & 
Wells, 2003). The universal intervention included both parent and teacher 
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components but did not intervene directly with the children (Lochman 
& Wells, 2003). Participating teachers received five in- service training 
sessions led by Coping Power staff. The in- service sessions focused on 
equipping teachers with strategies to develop children’s academic, social, 
and emotional competences and increase parents’ involvement with the 
school. Parents of children in the universal intervention classrooms were 
invited to attend four parent meetings that also focused on improving 
children’s social, academic, and emotional skills, as well as on how parents 
could prepare their children to transition to middle school (Lochman & 
Wells, 2003). Relative to an untreated comparison group, the children 
who received both Coping Power and the universal intervention showed 
less self- reported substance use and teacher- rated aggression. In addition, 
children who received both the universal and targeted prevention pro-
grams reported higher perceived social competency and were rated by 
their teachers as having more improvements in classroom behavior. At 1 
year postintervention, children who received Coping Power, the universal 
intervention, or both components had lower rates of delinquent behavior 
and substance use than children who received no intervention.

Coping Power has also been successfully utilized with clinical popula-
tions. Dutch children meeting criteria for at least one disruptive behavior 
disorder were randomly assigned to clinic treatment as usual or to an 
abbreviated version of Coping Power. Reductions in disruptive behaviors 
were evident in both groups; however, the Coping Power group showed 
significantly greater reductions in overt aggression (van de Wiel et al., 
2007; van de Wiel, Matthys, Cohen- Kettenis, & van Engeland, 2003). At 
6 months postintervention, both groups had maintained their reductions 
in disruptive behavior. Four years after treatment, the children in the 
Coping Power group reported significantly lower rates of tobacco and 
marijuana use than children who had received clinic treatment as usual 
(Zonnevylle- Bender, Matthys, Van De Wiel, & Lochman, 2007). In con-
trast with the experienced therapists conducting treatment as usual, the 
Coping Power therapists in this study were trained in the manualized 
intervention but had little clinical experience, yet both groups demon-
strated long-term improvements. This suggests that Coping Power can be 
effectively implemented by less experienced therapists, which may make 
it an attractive option for community providers and schools (Zonnevylle- 
Bender et al., 2007).

developmental considerations

The contextual social- cognitive model of risk factors (Lochman & Wells, 
2002) that serves as a basis for the Coping Power program and the Coping 
Power Intervention Program and its activities are both developmentally 
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informed. The contextual social- cognitive model describes how distal 
contextual risk factors and proximal risk factors affect the development 
and maintenance of children’s aggression and conduct problems over 
time (Matthys & Lochman, 2010). Distal, or background, risk factors pre-
dict children’s rates of aggressive behaviors and include community and 
family characteristics. At the community level, children who grow up in 
impoverished neighborhoods are at greater risk for exhibiting increases 
in proactive aggressive behavior when they enter into early adolescence 
in the middle school years (Fite, Wynn, Lochman, & Wells, 2009). Youth 
who display more proactive aggressive behavior are likely to display 
severe antisocial behavior such as delinquency and substance use as they 
proceed through the adolescent years (Fite, Colder, Lochman, & Wells, 
2008). Neighborhoods with greater levels of poverty likely have a range 
of other associated risk factors, such as an active drug trade and violent 
gangs, which contribute to the youths’ development of increasingly seri-
ous conduct problems. These broad community- level risk factors are also 
apparent in the effects of the school environment on children. Aggressive 
children who are placed into classrooms with high numbers of highly 
aggressive children are likely to increase their own aggressive behavior 
across the year, in comparison with similarly aggressive children who are 
placed in classroom environments with fewer highly aggressive children 
(Barth, Dunlap, Dane, Lochman, & Wells, 2004).

Family characteristics such as marital conflict, maternal depres-
sion, single parenthood, and family poverty predict children’s aggressive 
behavior as well. Many of these background family risk factors influence 
children’s behavior because they disrupt adults’ parenting practices. For 
example, depressed mothers have more inconsistent parenting, and the 
inconsistent parenting is the mediator, or the direct cause, of children’s 
increased problem behaviors (Barry, Dunlap, Lochman, & Wells, 2009). 
Thus the inconsistent parenting practices of depressed parents, includ-
ing their inability to follow through with stated consequences following 
children’s misbehavior, are examples of proximal risk factors contribut-
ing to children’s aggressive behavior. Other proximal risk factors include 
children’s disrupted peer relations, such as being rejected by one’s peers 
and becoming involved in deviant peer groups (Fite et al., 2008), and the 
children’s acquired social- cognitive and self- regulatory abilities (Matthys 
& Lochman, 2010).

Interventions such as the Coping Power program can strategically 
target these proximal risk factors, which are anticipated to be more muta-
ble and open to intervention. This set of distal and proximal risk factors 
affect children in a developmental cascade, with youth being more prone 
to experience and possessing multiple risk factors as they get older, lead-
ing to the need for increasingly complex and comprehensive interventions 
for severely antisocial adolescents.
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Another developmental process that is very relevant to a transdiag-
nostic perspective of children’s disorder involves the way in which some 
behavior problems lead to or contribute to other types of emotional or 
behavioral problems that children may display. Preadolescent and early 
adolescent aggression has been found to lead to increasing levels of 
depressive symptoms in subsequent years (Capaldi & Stoolmiller, 1999; 
Johnson & Lochman, 2011). Later in adolescence, depression has been 
found to have a bidirectional effect and to lead to increasing levels of con-
duct problems (Capaldi, 1992; Johnson & Lochman, 2011). Once present, 
the co- occurrence of conduct problems and depression predisposes youth 
to earlier onset of other problems, such as substance use (Miller- Johnson, 
Lochman, Coie, Terry, & Hyman, 1998).

The developmentally appropriate age range for youth to participate 
in the Coping Power program is 8–14 years of age. Although the program 
may be able to be adapted for lower functioning youth, Coping Power is 
most appropriate for children who have at least low average intellectual 
functioning. The program has been developed to assist children in the 
latter years of elementary school to acquire improved coping skills as they 
get ready to transition into middle school. The middle school years are a 
period of increased risk for youth because of the decreased monitoring 
and supervision that youth receive in school, the increased array of devi-
ant peers who can influence them, and changes associated with puberty. 
The program has been adapted for use with children both younger and 
older than the 8–14 age range. With younger children and with lower 
functioning preadolescents, program activities and discussion are made 
more concrete and involve less broad hypothetical reasoning. Activities 
are more centered around use of puppet role plays and engaging picture 
books that touch on themes relevant to program objectives. At the other 
end of developmental adaptation, we are currently engaged with col-
leagues at Johns Hopkins University in the creation of a version of Coping 
Power for adolescents. This enhanced version for older adolescents will 
include a focus on the same objectives as with early adolescents but will 
also incorporate age- appropriate activities such as journaling, as well as 
age- appropriate content such as assisting adolescents to repair damaged 
relationships and to cope with cyberbullying.

strengths and challenges

Coping Power is focused on children with aggressive behavior problems, 
and in that sense it is a disorder- specific intervention. In contrast, trans-
diagnostic interventions can be defined as interventions that apply the 
same underlying treatment principles across different disorders (Clark & 
Taylor, 2009). However, as Clark and Taylor (2009) note, the difference 
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between transdiagnostic and disorder- specific protocols can be a matter 
of degree. Thus disorder- specific interventions, such as Coping Power, 
may have certain key transdiagnostic elements. Research has found that 
disorder- specific interventions for panic disorder and for posttraumatic 
stress disorder have produced reductions in comorbid depression (Clark & 
Taylor, 2009). Even a focused intervention such as Coping Power, targeted 
on certain risk factors, can influence other outcomes (besides aggression) 
because (1) some other outcomes follow from aggression (e.g., secondary 
depression in the child, and perhaps even in the parent), and changes in 
aggression or conduct problems can influence those outcomes; (2) there 
are some common active mechanisms that can influence multiple out-
comes (e.g., social problem solving can affect aggression and depression), 
and thus activities (social problem- solving training) designed to affect that 
targeted mechanism can affect the related outcomes; and (3) aggressive 
children can commonly have co- occurring problems (reactive aggressive 
children can have co- occurring anxiety, as well as aggression) that can 
be influenced by well- planned adaptations of the intervention (the use of 
Coping Power with an aggressive- anxious child). We perceive that Coping 
Power frequently operates in these types of hybrid transdiagnostic ways.

A primary challenge is deciding whether and when a co- occurring 
set of anxiety or depression symptoms is so severe that the common 
treatment effect from the Coping Power activities may not be sufficient 
to address the co- occurring problems. In that case, use of a disorder- 
specific intervention such as Coping Power requires a clinical decision 
about whether there should be a pause in the Coping Power sessions in 
order to introduce a disorder- specific intervention for a period of time to 
address the co- occurring anxiety or depression, or whether several ses-
sions directed at the co- occurring problem can be imported into the Cop-
ing Power sequence. The latter approach, which relies on “traveling ses-
sions,” is a key feature of the integrated set of disorder- specific, but easily 
integrated, program modules developed by the Integrated Psychotherapy 
Consortium (e.g. Wells, Lochman, Goldman, & the Integrated Psycho-
therapy Consortium, 2007).

future directions

Future directions for refinement and research on Coping Power include 
a focus on several transdiagnostic- related changes to the basic program, 
including testing an adaptive, or tailored, version of Coping Power and 
incorporating other specific intervention elements into Coping Power to 
directly enhance its potential for transdiagnostic effects. In addition, it 
will be critical to test the comparative efficacy of transdiagnostic interven-
tions and disorder- specific protocols (Clark & Taylor, 2009).
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Manualized interventions such as the Coping Power program (Loch-
man & Wells, 2003) have been effective in reducing children’s proactive 
aggression and subsequent delinquency but have been less successful in 
quickly reducing children’s reactive aggression. These results suggest that 
the anger management portions of cognitive- behavioral interventions 
such as Coping Power could be adapted to better address children’s reac-
tive aggression and associated fearfulness and anxiety. Two promising 
approaches to assisting children to better self- regulate their physiologi-
cal arousal when in socially problematic situations are yoga and mindful-
ness training (e.g., Duncan, Coatsworth, & Greenberg, 2009). Mindful-
ness training assists individuals in bringing their attention to internal 
and external experiences occurring in the present moment and has been 
found to feasibly address multiple anxiety and depression disorders (Baer, 
2003; Burke, 2009). We would like to examine whether the Coping Power 
program, augmented with mindfulness training (CP-MT), could influence 
biomarkers and emotional reactions associated with reactive aggression 
and anxiety, in comparison with Coping Power and treatment as usual. 
We plan to develop a new manualized CP-MT protocol that will include 
translational tools and mindfulness components designed to assist chil-
dren to better self- regulate their arousal (yoga, mindful attention and 
awareness, meditation, deep breathing) in both the parent and the child 
components of Coping Power.

It will be useful to explore how a structured, manualized program 
such as Coping Power can be provided in an adaptive, tailored way to 
address the specific risk factors and comorbid behavioral- emotional prob-
lems of individual children and their parents. With colleagues at Johns 
Hopkins University and the University of Missouri, we are beginning to 
explore how a motivational interviewing approach such as the Family 
Check-Up (Dishion & Kavanagh, 2003) can lead families to choose which 
program elements are most fitting for their particular pattern of prob-
lem behaviors. Adaptive versions of Coping Power could be structured to 
include additional program elements to make the program more transdi-
agnostic, with the aim of directly addressing the co- occurring depression 
and anxiety of aggressive children.
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Multisystemic Therapy

Sonja K. Schoenwald

Interventions that aim to retain theoretically cogent and empirically 
supported case conceptualization and clinical procedures while allow-
ing for individualization to client attributes have been described as fall-
ing into three categories: transdiagnostic, modular, and principle- based 
treatments (McHugh, Murray, & Barlow, 2009). These approaches aim to 
leverage the evidence base on the efficacy and effectiveness of diagnosis- 
specific treatment protocols, evidence regarding the similarities within 
some classes of disorders among clinical features and maintaining mecha-
nisms, and practitioner capacity to deploy effective treatment approaches 
without having to master multiple, distinct, evidence- based treatment 
protocols (Chorpita & Daleiden, 2009; Ehrenreich, Goldstein, Wright, & 
Barlow, 2009; McHugh et al., 2009). An additional aim is to accommodate 
flexibility within fidelity, at least where evidence indicates such accom-
modation can occur without attendant degradation in client outcomes. 
Retaining clinician focus on the client— with respect to outcomes and as 
the basis for flexibility— is paramount. As emphasized in a recent treatise 
on the compatibility of evidence- based, measurement- based, and indi-
vidualized care: “Conflict between personalized care and evidence- based 
care arises only if we are personalizing care to meet the needs of provid-
ers. That is, unfortunately, sometimes the case” (Simon, 2011, p. 701).

The extent to which transdiagnostic, modular, or principle- based 
approaches to intervention offer efficient means by which to extend 
the reach of effective treatments to consumers or to realize the effec-
tive personalization of such treatments (i.e., personalization that main-
tains or enhances positive outcomes achieved under distinct protocols) is 
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an empirical question. Answers to the question may turn out to vary by 
approach (e.g., transdiagnostic, modular, principle- based) and/or target 
population. The focus of this chapter is on multisystemic therapy (MST; 
Henggeler, Schoenwald, Borduin, Rowland, & Cunningham, 2009). MST 
could be characterized as principle based, measurement based, and flex-
ible. There is extensive evidence of the effectiveness of MST with juvenile 
offenders, the target population for which it was originally developed. 
Modifications of MST for use with other challenging populations have 
also been developed and rigorously evaluated. This chapter describes the 
unified approach MST takes to clinical conceptualization and interven-
tion across target populations and the processes used to determine when 
a target population is sufficiently distinctive to warrant the integration 
and evaluation of novel therapeutic techniques into MST.

description of the msT intervention

MST uses a short-term (3–5 months) intensive home- and community- based 
model of service delivery to implement comprehensive treatment that spe-
cifically targets factors in each system in the youth’s social ecology (family, 
peers, school, neighborhood, and community). Clinicians are organized 
into teams of two to four therapists and a clinical supervisor. MST therapists 
carry a caseload of four to six families at a time and vary the frequency and 
duration of treatment contacts to the circumstances, needs, and strengths 
of each family throughout the treatment episode. Nine treatment principles 
and a specified analytical process guide the clinical formulation process 
and MST assessment and intervention strategies. Interventions typically 
focus on improving caregiver discipline and monitoring practices, reduc-
ing family conflict, improving affective relations among family members, 
decreasing youth association with deviant peers, increasing association 
with prosocial peers, improving school or vocational performance, and 
developing an indigenous support network of family, friends, and neigh-
bors to support treatment progress and help the family sustain treatment 
gains. Specific treatment techniques are integrated into a social ecological 
framework for understanding behavior from those therapies that have the 
most empirical support, including behavioral and behavioral parent train-
ing, cognitive behavioral, and pragmatic family therapies.

research and theory Underlying MSt

Research findings from large correlational and longitudinal studies show 
that delinquency is predicted by a combination of risk factors within and 
between the key systems in which children are embedded— family (super-
vision, discipline strategies, consistency of parenting, parental support, 
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affective relations, conflict) peer (association with deviant peers), school 
(poor performance, poor family– school linkage), and neighborhood 
(transience, high crime). Among seminal longitudinal studies are those 
conducted by Elliott (e.g., Elliott, 1994), Loeber (e.g., Loeber, Farrington, 
Stouthamer- Loeber, & Van Kammen, 1998), and Thornberry (Thornberry 
& Krohn, 2003). Although some differences in risk factors for different 
populations (e.g., males vs. females, whites vs. African Americans, early 
vs. late adolescence) have emerged, findings from these and other stud-
ies of antisocial behavior in adolescents have been remarkably consistent 
throughout the past decades. Antisocial behavior in adolescents is mul-
tiply determined by factors within the youth and across his or her social 
ecology (i.e., family, peers, school, and neighborhood) (Biglan, Brennan, 
Foster, & Holder; 2004; Hoge, Guerra, & Boxer, 2008). Delinquency inter-
ventions, however, historically focused on only one or a small set of these 
risk factors and were largely ineffective (Howell, 2003).

Theory of Social Ecology

The fundamental tenet of the social ecological framework (Bronfen-
brenner, 1979) is that individuals are embedded in multiple systems that 
have direct and indirect influences on behavior. This conceptualization 
provides an excellent fit with the known determinants of antisocial behav-
ior in children and adolescents in family, peer, school, and community. 
Moreover, as first emphasized by Bell (1968), interactions among these 
systems are reciprocal in nature. For example, adolescents influence their 
parents, and, in turn, parents influence their children. Hence behavior is 
embedded within systems of reciprocal influence.

Pragmatic Family Therapies

The development of MST was also informed by the work of strategic 
(Haley, 1976) and structural (Minuchin, 1974) family therapy theorists. 
Several aspects of MST are based on commonalities of these approaches. 
The models (1) are problem focused and change oriented, (2) recognize 
the principle of equifinality (i.e., that many different paths can lead to the 
same outcomes), (3) assume that the therapist should take an active role 
in treatment, (4) develop interventions within the context of the present-
ing problem, and (5) view changing interpersonal transactions as essen-
tial to long-term behavior change.

Specification via Principles

The focus of MST on the interaction of a comprehensive array of risk fac-
tors in the social ecology, as well as the individualization of treatment to 
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each youth and family, defies its specification in step-by-step or session- 
by- session format. An intermediary step between describing MST largely 
through extended case examples (Henggeler & Borduin, 1990) and the 
specification of MST in manuals for therapists (Henggeler, Schoenwald, 
Borduin, Rowland, & Cunningham, 1998; Henggeler, Schoenwald, et al., 
2009) was the development of treatment principles. This principle- based 
approach to treatment specification was based on the example set by Fred 
Piercy (1986) in research on brief family therapy.

The nine principles of MST, which follow, were designed to balance 
specification of key aspects of the model with responsiveness to the needs 
and strengths of each youth and family. These principles organize thera-
pists’ case conceptualizations and the development and implementation 
of intervention strategies.

•	 Principle 1: The primary purpose of assessment is to understand 
the “fit” between the identified problems and their broader sys-
temic context.

•	 Principle 2: Therapeutic contacts should emphasize the positive 
and should use systemic strengths as levers for change.

•	 Principle 3: Interventions should be designed to promote respon-
sible behavior and decrease irresponsible behavior among family 
members.

•	 Principle 4: Interventions should be present- focused and action ori-
ented, targeting specific and well- defined problems.

•	 Principle 5: Interventions should target sequences of behavior 
within and between multiple systems that maintain the identified 
problems.

•	 Principle 6: Interventions should be developmentally appropriate 
and fit the developmental needs of the youth.

•	 Principle 7: Interventions should be designed to require daily or 
weekly effort by family members.

•	 Principle 8: Intervention efficacy is evaluated continuously from 
multiple perspectives, with providers assuming accountability for 
overcoming barriers to successful outcomes.

•	 Principle 9: Interventions should be designed to promote treatment 
generalization and long-term maintenance of therapeutic change 
by empowering caregivers to address family members’ needs across 
multiple systemic contexts.

The MST principles embody the specificity of problem definition 
and the present- focused and action- oriented emphases of behavioral and 
cognitive- behavioral treatment techniques; the contextual emphases of 
pragmatic family systems therapies; and the importance of client– clinician 
collaboration and treatment generalization emphasized in the system of 
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care and consumer philosophies. In MST, however, these evidence- based 
interventions, which have historically focused on a limited aspect of the 
youth’s social ecology (e.g., the cognitions or problem- solving skills of 
the individual youth, the discipline strategies of a parent, or family inter-
actions but not interactions between family and other systems, such as 
schools or youth peer networks), are integrated into a social- ecological 
framework. Moreover, MST interventions are delivered where the prob-
lems and their potential solutions are found: at home, at school, and in 
the neighborhood, rather than in a therapist’s office.

In contrast with “combined” (Kazdin, 1996) and multicomponent 
(Liddle, 1996) approaches to treatment, MST interventions are not deliv-
ered as separate elements. Instead, they are strategically selected and 
integrated in ways hypothesized to maximize synergistic interaction. For 
example, parents who follow permissive parenting practices often need 
instrumental and emotional support from spouses, kin, and/or friends to 
change their parenting practices in the face of significant protests from 
the youth. Thus therapist and parent might need to work together to 
mend fences between the parent and an estranged relative before trying 
to implement new rules and consequences for a youth so that the relative 
can actively support the parent when she or he first tries to implement 
new rules and consequences.

Analytical Process

In addition to the MST principles, a scientific method of hypothesis test-
ing, referred to as the MST analytical process (a.k.a. the “Do-Loop”; Fig-
ure 14.1) encourages clinicians to generate specific hypotheses about the 
combination of factors that sustain a particular problem behavior, to pro-
vide evidence to support the hypotheses, to test the hypotheses by inter-
vening, to collect data to assess the impact of the intervention, and to use 
that data to begin the assessment process again. The sources of informa-
tion from which hypotheses are drawn are, first, the knowledge base on 
the individual, family, peer, school, and neighborhood factors that con-
tribute to serious clinical problems and, second, observations and reports 
of the youth, family members, and key members of the social context.

The MST analytical process, or “Do-Loop,” entails interrelated steps 
that connect the ongoing assessment of the “fit” of referral problems 
(e.g., criminal activity, fighting with peers, verbal and physical aggression 
with family members, school expulsion) with the development, imple-
mentation, and evaluation of interventions. From initial case formulation 
through discharge from treatment, therapists are encouraged to engage 
in hypothesis testing as they try to identify the causes and correlates of 
a particular problem, the reasons that improvements have occurred, and 
barriers to change. Therapists refine the initial conceptualization of the 
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fit of the referral problems on the basis of information and observations 
about the strengths and weaknesses in all systems of the social ecology, 
develop intermediary treatment goals that represent logical steps toward 
achieving the overarching goals, and identify and implement interven-
tion modalities. Assessment of the effects of interventions and of factors 
presenting barriers to their effectiveness is ongoing (e.g., marital dis-
cord, parental depression, and low social support interfere with paren-
tal rule setting and youth monitoring). Each of these factors, in turn, 
may be influenced by a combination of case- specific, clinician- specific, 
and supervision- specific issues. For example, a clinician may have missed 
a proximal and powerful influence on a particular behavior, may have 
failed to ensure that caregivers had sufficient practice in sessions with a 
behavioral intervention for the youth to implement it adequately, or may 
have aborted an effort to reduce marital conflict when verbal aggression 
between spouses escalated. A supervisor, in turn, may not have ensured 
that the therapist was adequately skilled to diffuse such aggression. Thus 

FIGURE 14.1. MST analytical process (Do-Loop). From Henggeler, Schoenwald, 
Borduin, Rowland, and Cunningham (2009). Copyright 2009 by The Guilford 
Press. Reprinted with permission.
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the MST treatment process is self- reflexive for clinicians and supervisors, 
who continuously consider how their own behaviors contribute to inter-
vention success and failure.

MST Quality Assurance/Quality Improvement System

The MST quality assurance and improvement (QA/QI) system is designed 
to support the sustainable implementation with fidelity of MST at mul-
tiple levels of the clinical context. The three broad components of the 
MST QA/QI system are: (1) clinician training and ongoing support in the 
form of weekly onsite group clinical supervision, remote (telephone) con-
sultation from an MST expert, and quarterly booster training; (2) orga-
nizational support; and (3) implementation measurement and reporting. 
Each component consists of several elements, which are integrated into 
a feedback loop that includes data about MST implementation at the 
level of the family, therapist, supervisor, expert consultant, and organi-
zation operating the MST program. Optimizing youth outcomes is the 
focus of all elements of the system. Findings supporting linkages among 
adherence at each level of the practice context and youth outcomes have 
emerged from randomized trials and from a 43-site National Institute of 
Mental Health (NIMH)-funded study of the transportability of MST and 
are summarized elsewhere (Schoenwald, 2008; Schoenwald, Sheidow, 
& Chapman, 2009). The MST QA/QI system is depicted and described 
in detail in several publications (see, e.g., Henggeler, Schoenwald, et al., 
2009; Schoenwald, 2008) and Internet sites (www.mstinstitute.org) and is 
deployed through MST Services, LLC (MSTS), and 21 Network Partner 
organizations.

evidence for effectiveness of msT

MST has been evaluated in 21 published outcome studies (19 random-
ized trials and two quasi- experimental studies) and identified in govern-
ment, scholarly, and meta- analytic reviews as an effective treatment for 
adolescents with serious behavioral problems that include delinquency, 
substance abuse, and comorbidity of these conditions and other prob-
lems. A comprehensive review by Scott Henggeler (2011) of the processes 
and science involved in the development and validation of MST includes 
an extensive table presenting information on the design, measures, and 
results of published MST outcome studies. MST has been found consis-
tently to reduce recidivism, out-of-home placement, and substance abuse 
of juvenile offenders cost effectively in both the short and long term and 
to improve family functioning, including parenting practices associated 
with youth outcomes. The results of randomized trials of adaptations of 
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MST for target populations with other challenging clinical problems are 
briefly presented in a subsequent section of this chapter.

empirical Tests of the msT Theory of change

Three lines of research provide support for the MST theory of change 
and the theory of social ecology on which MST is based.

results from MSt Clinical trials

Randomized clinical trials with juvenile offenders have shown that MST 
can significantly reduce youth antisocial behavior (i.e., criminal offending, 
substance use) in comparison with other types of interventions (see Heng-
geler, 2011). Importantly for examining the MST theory of change, many 
of these same studies also showed that MST was effective in changing key 
family (e.g., improved parenting) and peer (e.g., decreased association 
with deviant peers) variables that are linked with adolescent antisocial 
behavior. Some of these findings are described next. Although the find-
ings do not demonstrate that improved family relations and decreased 
association with deviant peers directly caused the reductions in youth 
antisocial behavior, such findings are consistent with this possibility.

Direct tests of MSt Mechanisms of Change

A second line of research tests the MST theory of change directly through 
advanced statistical methods. Using data from separate MST clinical tri-
als with serious juvenile offenders (Henggeler, Melton, Brondino, Scherer, 
& Hanley, 1997) and substance- abusing offenders (Henggeler, Pickrel, 
& Brondino, 1999), Huey and colleagues (Huey, Henggeler, Brondino, 
& Pickrel, 2000) showed that, across both studies, therapist adherence 
to MST was associated with improved family relations and decreased 
association with delinquent peers, which, in turn, were associated with 
reductions in delinquent behavior. Findings from a randomized trial of 
MST with juvenile sexual offenders (Henggeler, Letourneau, et al., 2009) 
showed that favorable MST effects on reducing youth antisocial behavior 
were mediated by increased follow- through on discipline practices, as well 
as decreased caregiver disapproval of and concern about the youth’s devi-
ant peers, over a 12-month follow- up. These findings suggest that MST 
empowered caregivers to better identify friends that were having a nega-
tive influence on their adolescents, to advise the youth to stop associating 
with such friends, and to follow through on planned discipline. These 
behaviors, in turn, led to decreased antisocial behavior of the juvenile 
sexual offenders.
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Similar findings emerged from a randomized trial testing the effects 
of juvenile drug courts relative to traditional family courts, MST, and the 
integration of contingency management procedures into MST (Schaeffer 
et al., 2010). Specifically, increased parental supervision was associated 
with reduced delinquent behavior and marijuana and polydrug use, and 
reduction in polydrug use was associated with more consistent parental 
discipline. Decreased association of youth with delinquent peers and 
with drug-using peers was associated with reduced delinquent behavior 
and reduced use of alcohol, marijuana, and polydrugs. Finally, increased 
youth association with conventional peers predicted decreased delin-
quent behavior, alcohol use, and polydrug use.

The similar results across these trials are consistent with the MST 
theory of change. MST (or adherence to MST) altered key family and 
peer risk factors for criminal behavior, and these changes in risk factors 
resulted in decreased adolescent antisocial behavior.

Mechanisms of Change for Other Evidence-Based treatments 
of Youth antisocial Behavior

The third line of research supporting the MST theory of change per-
tains to the few studies that have examined mechanisms of change for 
other evidence- based treatments of youth antisocial behavior. In a study 
of multidimensional treatment foster care (MTFC; Chamberlain, 2003) in 
which juvenile offenders received either MTFC or group home care, Eddy 
and Chamberlain (2000) showed that the positive effects of MTFC on 
adolescent criminal activity were mediated by caregiver behavior manage-
ment practices and adolescent association with deviant peers. Similarly, 
in an indicated prevention trial of the Coping Power Program with at-risk 
preadolescent boys, Lochman and Wells (2002) found that inconsistent 
parental discipline was a key mediator of subsequent youth antisocial 
behavior outcomes.

msT adaptations

As the effectiveness of MST in treating serious juvenile offenders became 
known to the policy, practice, and research communities, several groups 
of investigators began to use standard MST as a platform for the develop-
ment of adaptations to treat other serious problems, including substance 
abuse and dependence, chronic psychiatric problems that place youth 
at high risk for hospitalization, juvenile sex offending, child abuse and 
neglect, and chronic health conditions such as diabetes, obesity, asthma, 
and HIV infection. However, interest in testing the feasibility and effects 
of MST with populations of youth presenting serious problems in addition 
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to delinquency has existed since the early years of model development. 
For example, the feasibility and effects of using standard MST to treat 
juvenile sex offenders and their families (Borduin, Henggeler, Blaske, 
& Stein, 1990) and families in which child abuse and neglect occurred 
(Brunk, Henggeler, & Whelan, 1987) had been tested with small samples 
in the mid-1980s. Subsequently, larger scale, community- based, random-
ized effectiveness trials of MST were conducted with specific adaptations 
for each of these populations.

A common feature of all MST adaptations is their focus on popula-
tions of youth whose serious and complex problems trigger involvement 
with one or more service systems with legal mandates related to public 
health or safety. The target populations are not defined by a specific diag-
nostic criterion or disorder but rather by, first, the topography of the 
behavioral and functional challenges the youth evidences across multiple 
contexts— home, school, and community— and, second, the consequences 
to the youth, family, and public of that constellation of challenges.

In the programs of research focused on MST adaptations, the MST 
principles for assessment and intervention, analytical process (Do-Loop), 
home-based model of service delivery, and training and quality assurance 
procedures are retained. The addition and integration of select clinical 
procedures for each adaptation is informed by research on the specific 
aspects of clinical presentation and social ecology pertinent to the spe-
cific target problem (i.e., substance abuse/dependence, psychiatric crises, 
sex offending, abuse/neglect, chronic health problems). The procedures 
are specified in manuals and training sessions that augment but do not 
supplant the standard MST manual and training process. There are cur-
rently 13 adaptations of MST progressing through stages of adaptation 
pilot testing, efficacy and effectiveness trials, transportability pilot test-
ing, mature transport, and proactive dissemination. A four-page docu-
ment that summarizes the process, identifies the primary developers of 
the adaptations, discusses the stage of adaptation development and test-
ing, and provides cursory information about key enhancements of adapta-
tionAcan be downloaded from the MST Services website (www. mstservices.
com).

Four adaptations are described here: (1) MST augmented with con-
tingency management components for adolescent substance abuse and 
dependence (MST–Substance Abuse); (2) MST with Psychiatric Supports 
(MST–Psychiatric, or MST-PSYCH) for youth ages 9–17 at risk of out-of-
home placement (including psychiatric hospitalization) due to serious 
behavioral problems and co- occurring mental health symptoms such 
as thought disorder, bipolar affective disorder, depression, anxiety, and 
impulsivity; (3) MST–Child Abuse and Neglect (MST-CAN) for fami-
lies involved with the child welfare system due to physical abuse and/or 
neglect of a child ages 6–17; and (4) MST for chronic health conditions 
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(MST–Health Care), a category that includes distinct protocols for the 
effective management of juvenile diabetes, asthma, and obesity, and for 
adolescents with HIV/AIDS.

These adaptations were selected for four reasons.

1. The results of randomized trials testing their effectiveness are 
published, and their transport and implementation in community 
settings is well under way.

2. They highlight variation in the client populations and service 
contexts that may prompt the modification of an empirically sup-
ported intervention model, even one as relatively broad in scope 
and flexible in implementation as MST—and, potentially, transdi-
agnostic and modular approaches to treatment.

3. Some components in these adaptations build on components 
developed for other adaptations (e.g., safety planning protocols, 
psychiatrist intervention).

4. They can be conceptualized along a continuum of modification 
extensiveness.

Other adaptations are equally well suited to illustrate these points, 
but owing to space constraints, they are not described. For example, MST 
for juvenile sex offenders (the majority of whom also commit nonsexual 
offenses), known as MST–Problem Sexual Behavior (MST-PSB), has been 
specified in a manual (Borduin, Letourneau, Henggeler, Saldana, & 
Swenson, 2005); includes some elements (i.e., safety planning, clarifica-
tion, and ownership of responsibility for abuse instances) that resemble 
MST-PSYCH or MST-CAN elements and others that are unique; has been 
found effective in two randomized trials (Borduin, Schaeffer, & Heiblum, 
2009; Henggeler, Letourneau, et al., 2009); and is being transported to 
community settings.

MSt–Substance abuse (Formerly MSt-Contingency Management)

MST for substance abuse with components of contingency management 
is designed to treat adolescents whose substance abuse and dependence 
problems co-occur with serious behavior problems. In several prior publi-
cations, including those cited in this section, this adaptation was known as 
MST–Contingency Management (MST-CM). However, as service systems 
sought to import this adaptation and government agencies developed cat-
alogues of evidence- based treatments, it became clear the “CM” moniker 
did not adequately convey to stakeholders and consumers the focus of the 
treatment on substance abuse. In addition, other MST adaptations are 
identified in terms of the target populations they serve. Hence, MST–Sub-
stance Abuse is replacing MST-CM as the term for this adaptation.
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Rationale for Adaptation

The initial impetus for this adaptation might be characterized as a quest 
to improve on positive findings. Findings from two randomized trials of 
MST with violent and chronic juvenile offenders, published in a single 
report (Henggeler et al., 1991), showed posttreatment decreases in youth 
self- reported alcohol and drug use, as well as long-term decreases in 
substance- related arrests. A subsequent randomized trial was designed 
to test the effects of standard MST with juvenile offenders meeting cri-
teria for substance abuse or dependence. Results showed that MST was 
more effective than usual services at reducing youth substance use and 
out-of-home placement (50% reduction) but not recidivism (19% reduc-
tion, not significant; Henggeler, Pickrel, & Brondino, 1999). At 4-year 
follow- up MST participants evidenced significantly reduced violent crime 
and marijuana abstinence (Henggeler, Clingempeel, Brondino, & Pickrel, 
2002). In the interim, however, the quest to improve the recidivism as well 
as substance use outcomes for substance- abusing and -dependent youth 
had begun, in the form of the integration of clinical procedures used in 
contingency management (CM; Donohue & Azrin, 2001) and the closely 
related community reinforcement approach (CRA; Budney & Higgins, 
1998) to substance use treatment for adults.

Several similarities between standard MST and the CM and CRA 
approaches to substance abuse treatment facilitated their integration: 
(1) strong commitment to empirical validation; (2) the use of functional 
analysis to identify the proximal determinants of identified problems and 
guide intervention design; (3) the use of pragmatic and goal- oriented 
intervention strategies; (4) a broad-based view of treatment that specifi-
cally addresses risk and protective factors in the client’s social ecology; 
and (5) a programmatic commitment to remove barriers to service access 
(Cunningham et al., 2003).

In addition, research on risk and protective factors for adolescent 
substance use and antisocial behavior (e.g., Dishion & Kavanagh, 2003) 
indicates that the majority of risk factors that exert direct and indirect 
influence on adolescent substance use and other antisocial behaviors are 
similar. As noted in a recent discussion of that research (Sheidow & Heng-
geler, 2008), some variables, such as parental substance abuse and depen-
dence, place a youth at greater risk for substance use disorders; but this 
effect occurs primarily through the impact of the caregivers’ substance 
use on their parenting ability and family management practices. In addi-
tion, association with drug-using peers influences youth drug use via mul-
tiple channels (access to drugs, modeling, norms for use, beliefs, status).

Clinical Additions and Adaptations

Several aspects of CM were integrated into MST.
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	• Functional analyses. In standard MST, functional analyses may be 
conducted as part of the “fit” assessment for some cases. Within this adap-
tation, functional analyses are: (1) required for each instance of substance 
use or nonuse and (2) conducted in a prescribed, step-by-step manner.

	• Self- management plans. In standard MST, therapists develop inter-
ventions that address drivers for drug use; in MST–Substance Abuse, 
therapists develop, write, and revise a specific kind of plan for the youth 
to follow to avoid substance use, called a “Self- Management Plan.”

	• Drug- refusal skills. In standard MST, the therapist and caregivers 
may teach a youth specific drug- refusal skills as necessary. In this adap-
tation, the teaching of drug- refusal skills (1) is required for all youth in 
the program; (2) is conducted using a specific structure; and (3) includes 
extensive role play of the drug- refusal strategies with the youth.

	• Designing voucher systems and providing incentives. Although provid-
ing incentives specifically for nondrug use is sometimes a part of standard 
MST, doing so is a required component of MST–Substance Abuse. This 
component is specified contractually with the youth and caregivers and 
partially funded by and through the program.

	• Drug testing. Although drug screens are often conducted in stan-
dard MST, random drug screens are required in this adaptation, obtained 
by the MST–Substance Abuse program and collected with the frequency 
required to detect the youth’s drug of choice.

The length of treatment, therapist caseload, team size, and supervi-
sion and consultation process and frequency are the same in MST–Sub-
stance Abuse as in standard MST.

Administrative Additions and Adaptations

The inclusion of drug testing and of voucher systems that include incen-
tives requires additional resources for program operations. Accordingly, 
costs of incentives and of urine drug screen, alcohol scans, and laboratory 
testing (as appropriate) are included in the operating budget for MST–
Substance Abuse programs.

Training and Support

In addition to the standard 5-day orientation required in standard MST, 
a 1-day training on the integration of CM procedures is required. An 
expert trained in MST–Substance Abuse provides the weekly consultation 
and quarterly booster training for teams implementing MST–Substance 
Abuse. The booster training may focus on standard MST topics and/or 
CM, depending on the needs of the team. The duration of treatment and 
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the duration and frequency of supervision and consultation are the same 
for MST and MST–Substance Abuse.

Randomized Trial Results

The results of randomized trials evaluating the effects of standard MST 
and MST–Substance Abuse for substance- using adolescents conducted 
in the context of juvenile drug courts showed both MST and MST–Sub-
stance Abuse to be more effective than drug court and community drug 
treatment alternatives in reducing substance use and that the integra-
tion of CM accelerated the decrease in substance use achieved by MST. 
Youth receiving MST–Substance Abuse showed significant decreases in 
marijuana, alcohol, and polysubstance use at discharge and maintained 
improvement at 12 months after referral (Henggeler et al., 2006).

MSt with Psychiatric Supports (MSt-Psychiatric)

MST with psychiatric supports is designed to treat youths ages 9–17 whose 
serious behavioral and co- occurring mental health problems place them 
at risk of out-of-home placements that may include psychiatric hospital-
ization. The goal of MST–Psychiatric (MST-PSYCH) is to improve mental 
health symptoms, suicidal behaviors, and family relations while allowing 
youth to spend more time in school and in the home. Although delin-
quent youth were expected to be among this target population, the adap-
tation was developed for youth and families expected to differ in several 
important respects from juvenile offenders, and even juvenile offenders 
with co- occurring substance use problems, as described next.

Rationale

The modification of MST for youth demonstrating significant psychiat-
ric impairment in the mid-1990s was prompted by several forces, includ-
ing the federal government’s System of Care (SOC) initiative, health- care 
finance reform efforts, the lack of data to support the effectiveness of psy-
chiatric hospitalization, and MST’s strong track record in treating serious 
juvenile offenders. In 1995, NIMH funded a randomized trial comparing 
MST and psychiatric hospitalization for youth in psychiatric crises (Heng-
geler, Rowland, et al., 1999). At the time, research increasingly indicated 
that, in addition to individual biological and cognitive factors, various 
caregiver, family, peer, and school factors played a role in predicting or 
sustaining internalizing conditions (e.g. depression, suicidal behavior, 
anxiety, and posttraumatic stress disorder [PTSD]), as well as disorders 
with an externalizing component (e.g., ADHD and bipolar affective disor-
der). This research was reviewed in a volume describing the development, 
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use, and evaluation of psychiatrically supported MST (Henggeler, Scho-
enwald, Rowland, & Cunningham, 2002). At the same time, the research 
literature suggested that youth with psychiatric impairments and their 
families would differ from those referred primarily for serious antisocial 
behavior and their families with respect to prevalence of bipolar affective 
disorder, thought disorder, serious depression, anxiety, and other inter-
nalizing problems; gender and age; and prevalence of psychiatric disor-
ders among parents and relatives.

Clinical Additions

The modifications of MST crafted for use as an alternative to the psy-
chiatric hospitalization of youth experiencing psychiatric crises were 
described in a published manual for therapists (Henggeler, Schoenwald, 
et al., 2002). Subsequent refinements were made on the basis of experi-
ences from a replication trial (Rowland et al., 2005) and in community- 
based transport (Rowland & Westlake, 2006). Key features of psychiatri-
cally supported MST follow.

	• Therapeutic strategies. Clinical protocols are used that focus on 
safety, crisis intervention, substance abuse treatment, and psychiatric 
impairments in youth and caregivers.

	• Standardized safety assessment. A standardized assessment of the 
home is made using an ecologically based safety planning process.

	• Safety plan. A safety plan is developed with the family and support-
ive members of the family ecology to eliminate the potential for risks or 
self-harm to youth.

	• Crisis intervention protocol. To better equip therapists to address the 
needs of youth in psychiatric crisis and their families, salient aspects of 
research on the predictors, prevention, and treatment of youth and adult 
suicidal, homicidal, and psychotic behavior are incorporated into a crisis 
intervention protocol.

	• Substance abuse treatment for caregivers and youth. Substance abuse 
or dependence among caregivers and youth is treated using components 
of CM.

	• Evidence- based assessment and management of youth and caregiver men-
tal illness. Delivery and management of appropriate psychiatric interven-
tions is ensured, including the implementation of evidence- based phar-
macological algorithms.

	• Treatment team. A half-time psychiatrist is formally incorporated 
into the delivery of MST. The psychiatrist meets with the therapists and 
supervisors on a regular basis (generally weekly) and before and after 
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each psychiatrist visit with a youth or caregiver to collaborate in planning 
the intervention steps warranted in light of the psychiatric consultation 
and in planning adjustments to psychiatric interventions warranted in 
light of psychosocial intervention success and setbacks. The psychiatrist is 
also regularly on call to provide advice to therapists and the supervisor.

The role of the crisis caseworker was developed to enhance the thera-
pist’s ability to achieve treatment goals with families experiencing mul-
tiple crises. The crisis caseworker is a bachelor’s-level mental health pro-
fessional who assists the therapist with specific crisis interventions and 
provides practical, clinical, and administrative support of therapist inter-
ventions. For example, caseworkers are trained to perform safety assess-
ments, to coordinate access to crisis services (e.g., police, ambulance), and 
to provide clinical support to therapists during crisis situations (e.g., to 
calm siblings, to monitor youth). They also execute tasks that can be cat-
egorized as case management, such as finding housing and employment 
resources. In standard MST, the therapist typically carries out such tasks.

	• Average caseload and treatment duration. The average length of treat-
ment is approximately 6 months but ranges from 4 to 8 months. Thera-
pists carry a caseload of four families.

Training and Ongoing Support

A 1.5-day training focused on safety and the integration of psychiatry into 
MST is added to the standard 5-day orientation training. A 1-day training 
on CM is provided early in the first quarter of implementation but does 
not have to occur within the orientation training. The psychiatrist attends 
the first day of standard orientation training, and the 1.5-day training 
focused on the integration of psychiatry into MST. As in standard MST, 
booster sessions take place quarterly.

In contrast with supervisors of standard MST teams, the supervisor 
for MST-PSYCH is typically a doctoral- level practitioner. The supervisor 
is dedicated to that position full time. Weekly group supervision lasts 
1–1.5 hours. The psychiatrist meets with the supervisor a minimum of 
1 hour per week for mutual updates on case conceptualization, priori-
ties for treatment, and intervention details. Weekly consultation ranges 
from 1 to 1.5 hours and is conducted by a trained expert consultant and 
a trained MST expert psychiatrist.

Randomized Trial Results

Results of the randomized trial of MST-PSYCH as an alternative to 
hospitalization for psychiatric crisis stabilization were positive. Sig-
nificant short-term reductions were found in hospitalization and other 
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out-of-home placements (Schoenwald, Ward, Henggeler, & Rowland, 
2000) and in youth externalizing behaviors, and improvements were 
found in family relations, school attendance, and consumer satisfaction 
(Henggeler, Rowland, et al., 1999). Reductions in youth suicide attempts 
were also greater and more rapid for youth receiving MST-PSYCH at 
16-month postrecruitment follow- up (Huey et al., 2004). At longer term 
follow- up, however, the placement findings dissipated. The adaptation 
was replicated and refined in a randomized trial testing the feasibility 
and effects of an intensive MST–Continuum of Care for youth in Hawaii 
whose multiple inadequately treated clinical problems had given rise to a 
class action suit against the state (Rowland et al., 2005). Hawaii had pre-
viously imported standard MST for juvenile offenders and collaborated 
in the design, implementation, and funding (along with the Annie E. 
Casey Foundation) of the randomized trial of the MST-Continuum. Psy-
chiatrically supported MST was provided within the continuum. Youth in 
the MST-Continuum experienced significantly decreased symptoms and 
days in out-of-home placement relative to youth in the comparison condi-
tion (Rowland et al., 2005). The transport and evaluation of MST-PSYCH 
is ongoing at several sites.

MSt for Child abuse and Neglect

As noted previously, a test of the efficacy of MST with maltreating families 
was first conducted in the mid-1980s (Brunk et al., 1987). The sample of 
33 families had been referred for abuse or neglect. Findings showed that 
MST was more effective than behavioral parent training in improving 
aspects of parent– child interaction associated with child maltreatment. 
The subsequent specification of MST for use with families of physically 
abused adolescents was undertaken by Cynthia Cupit Swenson and col-
leagues and evaluated in a community- based effectiveness trial (Swenson, 
Schaeffer, Henggeler, Faldowski, & Mayhew, 2010).

Rationale for Adaptation

Child physical abuse is associated with a broad array of adverse short-term 
(trauma symptoms, substance abuse, mental health and health problems) 
and long-term (increased risk in adulthood of anxiety, depression) out-
comes. In contrast to the referral issues and service pathways that bring to 
treatment delinquent youth or youth at risk of placement due to psychiat-
ric crises, it is typically the behavior of caregivers (physical abuse, neglect) 
and the response of the child welfare system to that behavior that bring 
youth who are physically abused and neglected and their families to treat-
ment. Treatment goals are, therefore, to prevent recurrence of caregiver 
abuse and to address the behavioral, emotional, and health problems in 
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their children. Research indicates that the physical abuse of youth is mul-
tidetermined, with risks of abuse accruing as a function of characteris-
tics of the individual youth (noncompliant behavior), individual parent 
(negative perceptions of child, low involvement with child, mental health 
problems), and family (high stress, low social support, social isolation; 
Swenson et al., 2010).

Clinical Additions

MST-CAN adaptations are fully specified in a manual (Swenson, Penman, 
Henggeler, & Rowland, 2010). Key additions and adaptations follow.

	• Therapeutic strategies. Therapeutic activities in MST-CAN include 
the following:

1. Detailed safety planning based on functional analyses of physi-
cal abuse incidents.

2. Use of a clarification process to help the parent apologize and 
take responsibility for abusive or neglectful behaviors, relieve 
the child and family of fault for the parent’s behavior, and sup-
port the development of the comprehensive safety plan.

3. Prolonged exposure therapy (Foa, Hembree, & Rothbaum, 
2007) for parents experiencing PTSD symptoms and trauma- 
focused CBT for youth (Cohen, Mannarino, & Deblinger, 2006).

4. Increased use of CBT specifically for deficits in anger manage-
ment of the parent and youth, as indicated.

5. Use of reinforcement- based treatment (Tuten, Jones, Schaeffer, 
Wong, & Stitzer, 2011) for parental substance abuse.

6. Close collaboration of the MST team with child protective ser-
vices agency (rather than with juvenile justice agencies, as in 
standard MST) personnel to align CPS decision making with 
evidence regarding clinical need and treatment progress.

	• Treatment duration. To address the serious child safety concerns 
and severity of parental difficulties in families of physically abused youth, 
the length of treatment ranges from 6 to 9 months.

	• Treatment team. MST-CAN is delivered by a team of three thera-
pists, a case manager, a full-time clinical supervisor, and a psychiatrist 
dedicated to the team at 20% time. The full-time rather than part-time 
availability of the clinical supervisor was designed to accommodate the 
crisis- driven nature of the referrals and relative complexity of problems 
presented by the families. The psychiatrist provides evidence- based psy-
chopharmacology to youth and parents when warranted and consultation 
on psychiatric emergencies.
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Training and Support

To the standard MST training and support system, MST-CAN adds 4 days 
of training on the clinical adaptations. An expert trained in MST-CAN 
provides weekly consultation, and the onsite supervisor is also trained in 
MST-CAN. Supervision sessions typically last 2 hours per week, and con-
sultation sessions last 1.5 hours.

Randomized Trial Results

In an effectiveness trial (Swenson et al., 2010), 86 youth and families 
referred by the child protective system for treatment participated in 
MST-CAN or enhanced outpatient treatment that included a struc-
tured, group-based parent training program for caregivers and an array 
of mental health and substance abuse treatment services for the youth 
and for caregivers as needed. Both conditions were implemented in a 
community- based mental health center. MST-CAN was more effective 
than the enhanced outpatient condition in reducing youth mental health 
symptoms (including PTSD symptoms), reducing caregiver and parenting 
behaviors associated with maltreatment (including assault incidents), and 
increasing caregiver social support. At 16 months postbaseline, youth in 
the MST-CAN condition were less likely to be placed out of the home and 
spent 63% fewer days in placement. Although youths in the MST-CAN 
condition experienced a lower rate of re-abuse (4.5% vs. 11.9% for the 
comparison), this difference was not statistically significant.

MSt for Youth with Chronic Health Conditions

Since the late 1990s, a program of research led by pediatric psychologists 
Deborah Ellis, Sylvie Naar-King, and colleagues at Wayne State Univer-
sity, in which MST researchers at the Medical University of South Caro-
lina collaborated, has focused on adaptation of MST for children with 
diabetes, asthma, obesity, and HIV-AIDS. Because the medical indicators 
and effective medical management procedures for each condition vary, 
this section does not present the content of clinical additions made for 
each population. Instead, examples are provided of the type of clinical 
content added to MST for the adaptations for specific medical conditions.

Rationale for Adaptation

The impetus for the pursuit of MST adaptations for pediatric health con-
ditions lay in the evidence that effective management via medication, diet, 
and exercise regimens often declines in adolescence and that a conse-
quence of poor illness management for particularly high-risk youth, such 
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as those with chronically poor metabolic control or severe regimen adher-
ence difficulties, is repeated hospitalizations. Research has implicated a 
combination of child, family, peer, school, and health- care- provider fac-
tors as contributing to poor adherence and metabolic control for diabetes 
(Ellis et al., 2005).

Details of the adaptation for chronic illness management in adoles-
cents are reported elsewhere (Ellis, Naar-King, Frey, Rowland, & Greger, 
2003). To summarize, MST interventions targeted problems related to 
medical regimen adherence within the family system, peers, schools, and 
the health- care system. With respect to youth with Type I diabetes, the 
issues of insulin administration, blood glucose testing, and/or dietary 
management were addressed, depending on whether the youth had dif-
ficulty adhering to this particular regimen component. The intervention 
targeted family factors such as low levels of parental supervision of dia-
betes care, peer factors such as low support for health behaviors, school 
factors such as lack of communication between parents and school per-
sonnel regarding the youth’s health care needs, and health- care- system 
factors such as barriers to appointment keeping. The standard training 
and quality assurance procedures used to support the transport and 
implementation of MST in community settings was used, and the 5-day 
initial training and boosters were adapted by the research team to include 
formal diabetes education for therapists, as well as education regarding 
factors that are predictive of poor treatment adherence and metabolic 
control. Illness- specific education components were similarly adapted for 
asthma, obesity, and HIV-AIDS.

Numerous publications have reported the results of randomized tri-
als evaluating the implementation and outcomes of the adaptations of 
MST for chronic health conditions in youth, specifically diabetes, asthma, 
obesity, and HIV-AIDS (see review and Table 1 in Henggeler, 2011). 
Across these studies, the results were favorable to the MST adaptation in 
question, as evidenced by improvements in youth and caregiver medical 
management and youth medical status with respect to the condition tar-
geted by the adaptation (i.e., diabetes, asthma, obesity, HIV-AIDS), and 
decreased service use and costs (e.g., hospitalization, medical costs).

Discernment in the transport and Implementation of MSt 
and Its adaptations

The implementation and outcomes of an evidence- based treatment model 
can degrade when a mismatch exists between the population for which 
treatment effectiveness was established and the populations with which it 
is implemented. For youth at risk of out-of-home placement, their fami-
lies, and the systems mandated to provide services to them, the price of 
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treatment failure is high. In this high- stakes context, the comprehensive 
and individualized nature of MST can sometimes be perceived or por-
trayed as a panacea. Yet the use of either standard MST or unplanned 
adaptations to treat populations with overlapping but distinct risk and 
protective profiles can hold both promise and peril for youth, families, 
and service systems. In the journey from the early development of MST 
to its larger scale transport, exploring the boundary conditions of stan-
dard MST for other populations has been a collaborative process involv-
ing numerous service system and provider organization partners. The 
adequate specification of the treatment and service delivery model and 
of the quality assurance and improvement process used to transport and 
implement standard MST in community settings facilitated this collabo-
ration and the development and testing of MST adaptations. As detailed 
elsewhere (Schoenwald, 2010), at least two different approaches char-
acterized this process: (1) purposeful net widening in several locales to 
see whether standard MST would prove adequate for case mixes that 
included delinquent and seriously emotionally disturbed youth; and (2) 
collaboration in the implementation and funding of randomized trials 
testing modifications for specific target populations. Both avenues have 
been fruitful with respect to the ultimate development, testing, and trans-
port of standard MST and its adaptations.

implications for Transdiagnostic, modular, 
and Principle‑Based approaches

Transdiagnostic, modular, and other principle- based approaches to treat-
ment seek to incorporate a broader array of treatment operations and 
sequencing options than is available in many standard, manualized treat-
ment protocols for specific disorders. The flexibility and potential robust-
ness of such approaches could be expected to stimulate demand for their 
transport among stakeholders in mental health— consumers, practitio-
ners, and public and private payers. The avenues taken in the transport 
and evaluation of MST and its adaptations may prove fruitful for evalu-
ating the boundary conditions of the effectiveness and transportability 
of these approaches. For example, in response to requests to extend the 
use of a particular approach to clients with a broader array of presenting 
problems, researchers might suggest collaborating in an evaluation to illu-
minate characteristics of target populations expected to affect outcomes. 
Depending on the design and scope of the evaluation, sufficient funding 
for it may be obtained from sources making the request. The evaluation 
results can be used to guide and document a systematic net widening 
process and to protect against the potential ill effects (poor outcomes) 
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of premature widening of the net. Similarly, well- crafted evaluations 
can signal when implementation failure rather than intervention failure 
is responsible for decrements in expected outcomes and which aspects 
of implementation matter most to the successful deployment and thus 
should be codified for future deployment. When adequately designed, 
such evaluations produce data that can be used in real time to inform 
decision making about populations to be served and aspects of implemen-
tation that require adjustment and that contribute to the knowledge base 
regarding the boundary conditions of the intervention approach and 
aspects of its implementation that affect its potency in diverse practice 
contexts.

conclusion

The clinical and scientific journey from the initial development and val-
idation of MST to its larger scale transport has produced evidence to 
support the MST treatment theory and unified approach to clinical con-
ceptualization and intervention. That theory and approach, along with 
effectiveness evidence from clinical trials of standard MST, provided the 
platform for the development, testing, and transport of adaptations of 
MST for several clinical populations. MST provides an example of both 
the potentially expanded clinical reach and the boundary conditions of 
intervention approaches built on theory and evidence about etiological 
factors and therapeutic mechanisms of action common across somewhat 
distinctive clinical populations.
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Integrated Treatment of Traumatic 
Stress and Substance Abuse Problems 

among Adolescents

Liza M. Suárez, B. Heidi Ellis, and Glenn N. Saxe

Given the documented links between traumatic stress and substance abuse 
among adolescents, integrated approaches to treatment are needed. This 
chapter begins by reviewing how common trauma and substance abuse 
are in adolescence and describes the range of problems experienced by 
this population, as well as some common psychological, biological, and 
social processes that shed light on the link between these problems. Fol-
lowing a brief review of current available treatment approaches, an inte-
grated treatment program is summarized, and implementation details 
are illustrated through a case example.

Prevalence and comorbidity

Trauma exposure, PTSD, and substance abuse problems are common 
among adolescents. Findings from the Great Smoky Mountains Study 
(a longitudinal study of psychopathology and use of medical services 
in childhood) found that two- thirds of children and adolescents expe-
rienced a traumatic event by the time they were 16 years old (Copeland, 
Keeler, Angold, & Costello, 2007). Additionally, every year, approximately 
one in five American adolescents between the ages of 12 and 17 engages 
in abusive/dependent or problematic use of drugs or alcohol (Knight et 
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al., 2007; Substance Abuse and Mental Health Services Administration 
[SAMHSA], 2006). Data from the National Survey of Adolescents sug-
gest that comorbidity is the norm rather than the exception among youth 
diagnosed with PTSD. Nearly three- fourths of adolescents with PTSD had 
at least one comorbid diagnosis, with 29.7% of boys and 24.2% of girls 
with PTSD also meeting criteria for substance abuse or dependence (Kil-
patrick et al., 2003). This co- occurrence is even higher in adolescent clini-
cal samples (Deykin & Buka, 1997; Funk, McDermeit, Godley, & Adams, 
2003), and findings suggest that as traumatic stress levels increase, the 
level of substance abuse also increases (Stevens, Murphy, & McKnight, 
2003).

a complex clinical Picture

Adolescents with trauma histories typically experience a wide range of 
difficulties. After undergoing trauma exposure, teenagers may develop 
PTSD, characterized by intense emotional and physical responses trig-
gered by reminders of the event (American Psychiatric Association, 2013). 
Individuals who experience interpersonal traumas (e.g., sexual assault, 
physical abuse, victimization) have a greater risk of developing PTSD rela-
tive to those experiencing traumas that are not interpersonal (e.g., acci-
dents, natural disasters) (Charuvastra & Cloitre, 2008). Although not all 
traumatized children and adolescents develop PTSD, it is common for 
affected youth to have problems in at least one of the four major symptom 
areas: intrusion, avoidance, negative alterations in cognitions and mood, 
and alterations in arousal and reactivity. In addition, many adolescents 
exposed to trauma experience a wide range of emotional and behavioral 
problems. Traumatized youth often have difficulties in regulating affect 
and are more likely to suffer from mood disturbances such as depression, 
anxiety, anger, and aggression (Clark & Kirisci, 1996; Heim & Nemeroff, 
1999; Pollock et al., 1990).

Teenagers who have experienced trauma and subsequently devel-
oped PTSD or other emotional problems may have additional difficul-
ties that affect everyday functioning. For example, adolescents who have 
experienced maltreatment are more likely to have problems with peers 
or to engage in antisocial behavior, including violent offenses and arrests 
(Smith, Ireland, & Thornberry, 2005). They may avoid school or have 
increased academic difficulty (Reinherz, Giaconia, Lefkowitz, Pakiz, 
& Frost, 1993). Individuals who have experienced trauma also report 
greater somatic complaints in response to distress (Walker, McLaughlin, 
& Greene, 1988). Finally, the Adverse Childhood Experiences (ACE) study 
has produced evidence of the long-term sequelae of childhood difficulties 
(e.g., psychological, physical, or sexual abuse; violence against mother; 
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living with household members who were substance abusers, mentally ill, 
suicidal, or ever imprisoned) that are associated with the occurrence of 
numerous subsequent health problems among adults (Felitti et al., 1998).

Similarly, adolescents with substance use problems experience a 
wide range of co- occurring issues. In addition to the development of spe-
cific substance use disorders (SUDs), (American Psychiatric Association, 
2013), adolescents with substance abuse problems are more likely to dis-
play poorer academic achievement and more school adjustment difficul-
ties relative to nonabusers (Clark & Kirisci, 1996; Reinherz et al., 1993). 
Early substance use is also associated with youth engagement in criminal 
activity and risky sexual behaviors (Diamond et al., 2006; Gordon, Kin-
lock, & Battjes, 2004). Substance- abusing youth also tend to have higher 
severity of mental distress. In fact, studies show that co- occurring disor-
ders and trauma histories are prevalent among adolescents seeking sub-
stance abuse treatment (Diamond et al., 2006).

Given the evidence just discussed, it is not surprising to learn that 
adolescents with co- occurring substance abuse problems and exposure to 
trauma exhibit problems in more areas than do youth with only one of 
those conditions (Giaconia et al., 2000; Suárez, Belcher, Briggs, & Titus, 
2012). These additional problems, which may include poor academic 
functioning, involvement in the juvenile justice system, social problems, 
and increased health concerns, present further challenges in providing 
care to this population. Despite the higher level of need, teenagers with 
trauma and substance abuse often do not receive integrated treatment or 
coordinated care.

common Psychological, Biological, and social Processes

Transdiagnostic approaches to the understanding and treatment of psy-
chological disorders typically pay unique attention to commonalities in 
psychological and biological processes (Harvey et al., 2004). The amyg-
dala, a brain structure associated with learning, memory, and the pro-
cessing of emotions, has been implicated in both PTSD (Rauch et al., 
2000) and SUDs (Koob, 2006). This brain structure seems to be respon-
sible for storing the emotional content of conditioned reactions (Koob 
& LeMoal, 1997), including information about the context of drug and 
alcohol use (Boening, 2001), as well as for processing emotionally laden 
stimuli, such as trauma reminders (Charney, Deutch, Krystal, Southwick, 
& Davis, 1993). Connections between the prefrontal cortex and the amyg-
dala play a role in the modulation of affective, cognitive, and behavioral 
dysregulation (Tarter et al., 1999), and challenges in the regulation of 
biological stress response systems in these areas have been described in 
both PTSD and SUDs (Dawes et al., 2000; DeBellis, 2002). Furthermore, 
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dysregulation of biological stress response systems can increase vulner-
ability for PTSD in youth, and the negative affect resulting from this con-
dition can increase the risk for the development of early onset alcohol 
problems or SUDs (DeBellis, 2002).

In both PTSD and SUDs, an internal or external stimulus or “trig-
ger” may lead to the experience of intense psychological and physiologi-
cal arousal. When faced with situations, places, people, or things that 
evoke past traumatic events (known as “trauma reminders”), individu-
als with trauma histories often experience intense psychological arousal, 
including hypervigilance, an exaggerated startle response, and difficulty 
concentrating (Orr, Metzger, & Pitman, 2002). Similarly, individuals with 
SUDs experience cravings for their substance(s) of abuse when exposed 
to stimuli associated with use (e.g., context similar to where they use, 
substance- using peers, objects typically associated with use). Substance 
use cue reactivity associated with the craving response involves physiolog-
ical changes such as increased heart rate, salivation, and arousal, as well 
as anxiety (McCusker & Brown, 1995; Monti et al., 1987).

Research in this area has suggested that among individuals with 
co- occurring trauma and substance abuse, substance use cravings also 
increase with exposure to cues of the traumatic event (Coffey et al., 2002; 
Saladin et al., 2003). Saladin and colleagues’ (2003) research on individu-
als with co- occurring PTSD and drug dependence suggests that negative 
emotional states associated with PTSD augment craving and that this in 
turn promotes further drug use. Stasiewicz and Maisto’s (1993) two- factor 
learning model helps to elucidate the classic conditioning processes at 
work, in which a traumatized individual develops conditioned emotional 
responses (CERs), such as hyperarousal, from the connection between a 
“neutral” stimulus (e.g., loud voices) and painful events (e.g., emotional 
and physical abuse). Conditioned avoidant responses (e.g., substance 
abuse) develop when individuals try to eliminate or reduce the negative 
emotion resulting from the experience of CERs. The avoidance of nega-
tive emotion resulting from substance abuse, in turn, continues to rein-
force and maintain ongoing use (Saladin et al., 2003).

Findings from several treatment outcome studies shed further light 
on the relationship between trauma cues, negative emotion, and sub-
stance use cravings. A large body of research has demonstrated that 
exposure therapy, and in particular imaginal exposure to trauma cues, 
leads to reduced emotional reactivity regarding trauma- related stimuli, 
which in turn leads to a reduction in PTSD symptomatology among adults 
(Foa, Rothbaum, Riggs, & Murdock, 1991; Marks, Lovell, Noshirvani, 
Livanou, & Thrasher, 1998; McDonagh et al., 2005; Tarrier et al., 1999) 
and children (Cohen, Deblinger, Mannarino, & Steer, 2004; Deblinger, 
Lippman, & Steer, 1996; King et al., 2000; Stein et al., 2003). Some have 
advised caution in the use of trauma- cue exposure with individuals with 
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co- occurring PTSD and substance abuse and dependence, emphasizing 
the possibility that trauma triggers might lead to additional dysregulation 
and exacerbation of alcohol or drug use (Pitman et al., 1991). Integrated 
adult treatment programs for PTSD and SUDs, however, have found that 
exposure sessions are well tolerated in this population, and treatment 
outcome studies have not found an increase in substance use during this 
portion of treatment (Brady, Danksy, Back, Foa, & Carroll, 2001; Coffey, 
Schumacher, Brimo, & Brady, 2005). In fact, emerging research in this 
area has shown that exposure may lead to a reduction in trauma- related 
negative emotion, which in turn may reduce substance use craving among 
adults with co- occurring alcohol dependence and PTSD (Coffey, Stasie-
wicz, Hughes, & Brimo, 2006). In this study by Coffey and colleagues 
(2006), participants assigned to the imaginal exposure condition showed 
a decrease in PTSD symptoms and alcohol cravings, whereas those in the 
imagery- based relaxation condition showed no change. According to the 
authors, these results suggest negative emotion to be a potential mecha-
nism driving substance use cravings in the context of trauma cues.

In addition to understanding biological and behavioral processes 
associated with traumatic stress, emotional dysregulation, and substance 
use problems, it is important to consider the role of social processes within 
the environmental context. Youth with trauma and substance use share a 
set of vulnerabilities across important domains that can have a significant 
impact on youth development and functioning. There is a large body of 
research examining the environmental risk and protective factors associ-
ated with youth substance abuse, as well as contextual factors character-
izing youth exposed to trauma.

The family environment is a particularly important part of the social 
context. Healthy patterns of affect regulation, for example, are more 
likely to develop when a responsive caregiver is available to the youth 
(Lieb et al., 2000). Disruptions in the parental bond can negatively affect 
the healthy development of children’s sense of control, as well as their 
confidence in their ability to affect the world around them, which can 
lead to development of anxiety and mood problems, particularly in the 
face of additional stressors (Suárez, Bennett, Goldstein, & Barlow, 2009). 
Furthermore, when faced with external pressures, adolescents with a 
stronger sense of attachment to their parents are less likely to engage in 
risky behaviors such as drug and alcohol use (Kostelecky, 2005).

Challenges in the family environment may limit a caregiver’s ability 
to help youth with traumatic stress and substance abuse problems man-
age distress. Characteristics in the home environment that lead to poorer 
youth outcomes include a broken family structure, the presence of many 
people in the home, psychopathology in the family, parental substance 
use, family conflict, low parental involvement and monitoring, and prob-
lems managing youth behavior (Anderson & Henry, 1994; Brook, Brook, 
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Arencibia- Mireles, Richter, & Whiteman, 2001; Chassin, Pillow, Curran, 
Molina, & Berrera, 1993; Hoffman & Cerbone, 2002; Kilpatrick et al., 
2000; Merikangas et al., 1998; Needle et al., 1986; Weist, Acosta, & Young-
strom, 2001; Westermeyer, Wahmanholm, & Thuras, 2001). Therefore, 
treatment programs for youth with multiple problems should incorporate 
strategies that target family, social, and contextual needs and challenges.

current Treatment approaches

Although much progress has been made in the development and empiri-
cal validation of psychosocial treatments for trauma- related problems (Sil-
verman et al., 2008) and in the adolescent substance abuse field (Waldron 
& Turner, 2008), integrated treatment programs for youth with both con-
cerns are scarce. Few treatment programs directly address the environ-
mental and contextual factors that exacerbate emotional and behavioral 
problems in youth, and even fewer programs explicitly target both environ-
mental needs and emotional regulation. Integrated treatment programs 
for trauma and substance abuse that have been adapted from adult mod-
els lack substantial parental involvement, family treatment components, 
or attention to environmental and contextual problems common among 
youth (e.g., Najavits, Gallop, & Weiss, 2006). Furthermore, little is known 
about the effectiveness of treatment for this population when trauma and 
substance abuse services are delivered in parallel. Randomized clinical 
trials among traumatized youth rarely report substance abuse outcomes, 
and in fact many of these studies typically exclude youth with substance 
abuse problems (Cohen, Mannarino, Zhitova, & Capone, 2003). However, 
findings from several adolescent substance abuse treatment outcome 
studies suggest that trauma histories and co- occurring PTSD are associ-
ated with negative treatment outcomes (Funk et al., 2003; Grella & Joshi, 
2003; Titus, Dennis, White, Scott, & Funk, 2003). Similarly, substance 
abuse treatment outcome studies with adults report higher relapse rates 
among individuals with trauma histories (Read, Brown, & Kahler, 2004). 
Additionally, initial PTSD severity has been identified as a significant 
predictor of relapse (Brown, 2000; Ouimette, Brown, & Najavits, 1998). 
These findings suggest that without the tools to manage distress associ-
ated with traumatic stress, individuals receiving substance abuse treat-
ment will have great difficulty achieving and maintaining sobriety.

In a review of treatment outcome studies for PTSD and substance 
abuse problems in adolescents, Cohen and colleagues (2003) suggest that 
treatment for this population should incorporate elements from empiri-
cally supported treatments for both PTSD and substance abuse in adoles-
cents. The components mentioned in the review included (1) establish-
ment of a collaborative working relationship with the youth and family, 
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(2) stress management skills, (3) affect modulation, (4) cognitive restruc-
turing, (5) skill building, (6) gradual exposure, (7) parental involvement, 
(8) psychoeducation, (9) random urine screens, (10) psychopharmacology, 
and (11) participation in self-help groups, such as Alcoholics Anonymous.

integrated Treatment approach

Trauma systems therapy for adolescent substance abuse (TST-SA; Suárez, 
Saxe, Ehrenreich, & Barlow, 2006) is an integrated treatment program 
that incorporates empirically supported strategies for traumatic stress 
and substance abuse problems. TST-SA was adapted from trauma systems 
therapy (Saxe, Ellis, & Kaplow, 2006), a comprehensive treatment pro-
gram for children and adolescents with traumatic stress that enhances 
individually based approaches to trauma by specifically addressing social 
and environmental factors influencing traumatic stress problems.

TST-SA is a comprehensive treatment approach that aims to address 
the magnitude of difficulties often experienced by trauma- exposed ado-
lescents struggling with substance use problems. This approach was 
designed for adolescents with complex trauma histories, primarily of an 
interpersonal nature (e.g., physical abuse, sexual assault, victimization), 
who are experiencing emotional and/or behavioral distress as a result of 
the trauma exposure and are also abusing alcohol or other drugs. The 
treatment combines a joint focus on environmental stability (e.g., address-
ing threats to safety, increasing parental ability to help and protect youth, 
soliciting help from relevant service systems) and emotional– behavioral 
regulation (e.g., improving youths’ ability to manage distress, impulses, 
and behavior). TST-SA integrates established intervention strategies tar-
geting both substance abuse and traumatic stress that have been previ-
ously empirically validated with adolescents, including cognitive- behavior 
therapy (Cohen et al., 2004), motivational interviewing (Miller & Rollnick, 
2002; Sampl & Kadden, 2001), and family- focused behavioral and sys-
temic interventions (Henggeler, Clingempeel, Brondino, & Pickrel, 2002; 
Liddle et al., 2001). TST-SA is a flexible treatment approach in which 
interventions are tailored to address the specific needs of each adolescent 
and family based on the dual assessment of environmental stability (e.g., 
stable, distressed, and threatening) and level of emotional dysregulation 
(e.g., regulated, dysregulation of emotion, dysregulation of emotions and 
behavior) described in Table 15.1. During the assessment process, clini-
cians use the assessment grid to categorize youth and determine the start-
ing treatment phase, which in turn will determine the selection of treat-
ment modules and specific intervention strategies within them, which 
are then applied according to problem severity. Youth with the greatest 
severity across both domains begin treatment in more intense and acute 



346 TRANSDIAGNOSTIC TREATMENT APPROACHES 

phases that target stability and safety and progress through the treatment 
to less intensive phases. Because treatment modules are selected based on 
the initial severity assessment illustrated in Table 15.1, only youth with the 
greatest severity receive all modules. The initial stabilization phases focus 
on strengthening family and community contexts by reducing threats 
to safety and increasing environmental supports through crisis manage-
ment, connecting the youth to services, and diminishing triggers that 
exacerbate symptoms. During the stabilization phase, services are offered 
in the home several times a week. As treatment progresses, youth learn 
and apply skills to manage dysregulated states and are guided in process-
ing traumatic memories. Treatment ends with encouragement to build 
the foundation of hope for a brighter future through the development 
of meaning- making skills. Clinicians select treatment modules as needed 
in accordance with the corresponding treatment phase as described in 
Table 15.2. Boxes shaded in dark gray depict essential modules to admin-
ister within each treatment phase, boxes shaded in light gray correspond 
to modules that are often helpful to implement in each phase, and boxes 
that are not shaded are not used for those phases (e.g., cognitive process-
ing of the trauma would be contraindicated in the “Surviving” phase 
but essential in the “Understanding” phase). Treatment modules include 
Stabilization- on-Site, Advocacy, Skill-Based Psychotherapy (e.g., emo-
tional regulation skills training, trauma processing, and meaning- making 
skills training), and Psychopharmacology. Because the number of treat-
ment modules selected depends on the level of severity, treatment length 
can range from 3 to 9 months.

In TST-SA, symptoms associated with traumatic stress and substance 
abuse are conceptualized as dysregulated emotional and behavioral states 
that occur in the context of a potentially unstable, and at times threaten-
ing, environment. This transdiagnostic approach to care recognizes that 
traumatized youth often display a diverse set of responses when faced 

taBLE 15.1. assessment of Self-regulation  
and the Social Environment

Emotion 
regulation

Social environmental stability

Stable Distressed Threatening

Regulated Phase 5: 
Transcending

Phase 4: 
Understanding

Phase 3: 
Enduring

Emotionally 
dysregulated

Phase 4: 
Understanding

Phase 3: 
Enduring

Phase 2: 
Stabilizing

Behaviorally 
dysregulated

Phase 3: 
Enduring

Phase 2: 
Stabilizing

Phase 1: 
Surviving
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with distress in their social environment (e.g., trauma reminders). With 
this multidimensional focus in mind, environmental interventions are 
intended to maximize family, peer, school, and service system supports 
(e.g., improving family communication, increasing opportunities for 
prosocial interactions, connecting family with needed services), whereas 
emotion- regulation interventions are meant to help the child learn better 
ways to cope in a less-than- perfect world through skill building to manage 
trauma reminders and substance abuse cues (Saxe et al., 2006). Thus, this 
treatment approach is able to more comprehensively address mood and 
behavioral regulation problems (which extend far beyond PTSD and SUD 
symptomatology to include tendencies toward self harm, aggression, and 
risk- taking) as well as interpersonal (e.g., lack of trust) and socioenviron-
mental (e.g., threats to personal safety) challenges, which are so salient 
for this population.

The application of TST to adolescent substance abuse includes sev-
eral modifications to the original intervention. Motivational interview-
ing strategies are included to engage youth in treatment and to reduce 
ambivalence about reduced substance abuse. Throughout the treatment, 
youth and caregivers are educated about the interaction between sub-
stance abuse and symptoms of traumatic stress, and they are taught to 
identify and manage response patterns commonly observed in youth 
with co- occuring PTSD and substance use problems. PTSD, mood regu-
lation, and substance abuse treatment strategies are fully integrated in 

taBLE 15.2. Selection of tSt treatment Modules

Module

Phase

Surviving Stabilizing Enduring Understanding Transcending

Stabilization-
on-site

	• Crisis 
management

	• Connection 
to services

	• Diminish 
triggers

	• Parenting 
skills

	• Connection 
to services

	• Diminish 
triggers

— — —

Services 
Advocacy

	• Services 
advocacy

	• Services 
advocacy

	• Services 
advocacy

— —

Skill-Based 
Psychotherapy

	• Emotion 
regulation

	• Emotion 
regulation

	• Emotion 
regulation

	• Cognitive 
processing

	• Meaning 
making

Psycho pharm-
acology

	• Psycho-
pharm-
acology

	• Psycho-
pharm-
acology

	• Psycho-
pharm-
acology

	• Psycho-
pharm-
acology

	• Psycho-
pharm-
acology

Note. Dark gray shading, essential; light gray shading, often helpful; no shading, not used.
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this approach and are organized based on symptom severity and func-
tional impairment, as well as level of environmental stability. For exam-
ple, throughout the treatment, youth learn skills to manage both trauma 
reminders and substance abuse cues. Additionally, interpersonal skills 
such as problem solving and assertiveness training are applied to situa-
tions involving trauma reminders and emotional distress, as well as sub-
stance use.

TST-SA incorporates a strong emphasis on parent behavior manage-
ment strategies, including increased monitoring and appropriate limit 
setting, particularly concerning drug use and high-risk behaviors. The 
model also incorporates substance abuse treatment strategies such as 
improving parent– teen communication skills, recognizing and planning 
for substance abuse cues or trigger situations, cognitive restructuring and 
interpersonal problem solving, and relapse- prevention techniques. Care-
ful attention is given to the connection between substance abuse crav-
ings and the negative emotions associated with the experience of trauma. 
Skill- building strategies focus on helping youth manage emotional and 
behavioral distress, as well as trauma reminders and substance abuse 
cravings.

Findings from an open trial of TST (Saxe, Ellis, Fogler, Hansen, & 
Sorkin, 2005) demonstrated a significant reduction in trauma symptoms 
and improvements in emotional and behavioral regulation among chil-
dren, as well as a more stable social environment after 3 months of treat-
ment, based on clinician ratings using the Child and Adolescent Needs 
and Strengths—Trauma Exposure and Adaptation Version. TST contrib-
uted significantly to youths’ readiness to transition from more intensive 
to less intensive phases of treatment. In addition, reductions in psychi-
atric symptoms and increased environmental stability were correlated 
with clinicians’ assessment of improvements in child functioning after 3 
months. A more recent 15-month follow- up outcomes study of TST (Ellis 
et al., 2012) showed significant improvements in emotion regulation, 
social- environmental stability, and child functioning, while improvement 
in child functioning and in social- environmental stability significantly 
contributed to overall improvement in emotion regulation.

Implementing tSt-Sa

TST and TST-SA provide a framework in which to conceptualize present-
ing problems and organize care. The intervention plan is guided by an 
assessment strategy dually focused on the stability of the social environ-
ment and the youth’s emotion- regulation capacity. Interventions are tai-
lored to individual and family needs based on the level of severity. The 
TST approach pays careful attention to multiple domains of individual 
emotional and behavioral functioning and its relationship to the broader 
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context. TST prescribes the general approaches to use at each phase of 
treatment and provides a “menu” of interventions to choose from. Provid-
ers using this approach apply the TST framework to organize care and 
target the most acute problems first, but they also have the flexibility to 
select modular interventions that are best suited to meet the needs of 
youth and families.

The TST approach includes five modules of treatment. These have 
been adapted in TST-SA by integrating treatment strategies taken from 
evidence- based programs for adolescents that target traumatic stress, 
emotional regulation, and substance abuse. These modules follow.

Ready–Set–Go

Ready–Set–Go (RSG) allows the clinician to build the foundation for the 
treatment alliance by establishing a shared understanding of the present-
ing problems and potential solutions. This module is implemented with 
all youth at the start of treatment, regardless of which treatment phase or 
level of severity was determined during the assessment. During the RSG 
module, teens, parents, and team members reach an agreement on the 
goals of treatment and the needed interventions and define everybody’s 
role in meeting these goals. Barriers that interfere with treatment par-
ticipation are also addressed. The RSG module in TST-SA includes Moti-
vational enhancement strategies (Miller & Rollnick, 2002) to maximize 
engagement and facilitate readiness for change among substance- abusing 
youth.

Stabilization-on-Site

Stabilization- on-Site (SOS) includes home- and community- based inter-
ventions, where services are made more accessible to families during 
times of acute need (e.g., threats to environmental safety, potential for 
self harm). In TST-SA, this module incorporates strategies common to 
both traumatic stress and substance abuse treatment approaches, focus-
ing on enhancing family communication, improving caregivers’ ability to 
manage youth behavior, and promoting prosocial behavior in youth.

Services Advocacy

Services Advocacy (SA) aims to activate resources available within the 
community to meet the service advocacy needs of each family. The treat-
ment team applies tools included in the treatment program to prioritize 
advocating for needed resources that are likely to lead to improved youth 
and family functioning and maximize youth and family participation in 
treatment. These could include advocacy with child protection agencies 
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to ensure proper supervision when visitation with birth parents may be 
unsafe, connecting youth with specialized services at school or in the 
community, or addressing barriers to treatment attendance, such as child 
care or transportation.

Skill-Based Psychotherapy

This module includes emotional regulation, cognitive processing, and 
meaning- making skill building. Emotional regulation skills training pro-
vides youth and families with specific tools to manage episodes of emo-
tional and behavioral dysregulation. In TST-SA, youth and families learn 
to recognize emotion regulation patterns resulting from exposure to 
trauma and substance abuse cues. This is followed by applying specific 
emotion- regulation skills (as needed), which are categorized as improving 
affect management, competency building, and emotion identification and 
acceptance. Cognitive- behavioral strategies for traumatic stress, anxiety, 
mood management, and substance abuse are integrated throughout the 
module. Cognitive processing skills guide youth through the exposure to the 
trauma narrative. Cognitive restructuring strategies are used to address 
unhealthy thinking patterns associated with past traumatic experiences. 
Because substance abuse cravings might increase initially during this 
period, the trauma narrative exposure is done after the youth has dem-
onstrated commitment to change and experienced success in managing 
substance abuse cravings. Through the development of meaning- making 
skills, youth and families are encouraged to look beyond their traumatic 
experiences to find personal meaning and establish a new direction for 
the future. These skills are based on the notion that positive change can 
result amidst very stressful life circumstances (e.g., posttraumatic growth), 
leading to increased appreciation for life, discovery of personal strengths, 
and the development of meaningful interpersonal relationships (Frankl, 
1992; Tedeschi & Calhoun, 2004; Woodward & Joseph, 2003). Meaning- 
making skills enable youth to create new ways of viewing the trauma and 
its consequences, as well as instilling hope and encouraging the pursuit 
of a brighter future. Additionally, the TST-SA adaptation incorporates 
relapse prevention strategies during this portion of treatment.

Psychopharmacology

This module is provided when psychotropic medication is needed to 
address dysregulated emotional and behavioral states. In TST-SA, this 
module incorporates a focus on health problems associated with sub-
stance use, as well as possible interactions between psychotropic medica-
tion and substances of abuse.
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Developmental Considerations

Adolescents experience risks that set them apart from younger chil-
dren and adults. Initiation of substance use during the adolescent years 
increases the likelihood of developing substance abuse or dependence 
later in life and has been associated with lifelong negative consequences 
(DeWit, Adlaf, Offord, & Ogborne, 2000). Additionally, substance use 
during adolescence may disrupt normal brain development and interfere 
with processes associated with critical thinking, planning, impulse con-
trol, and emotional regulation (DeBellis et al., 2005; Zeigler et al., 2005). 
TST-SA was developed to address the specific needs of this age group. 
Adolescent adaptations are summarized next.

Youth and Family Engagement

Substance- using teenagers rarely initiate treatment voluntarily. They are 
often identified by concerned parents, teachers, or school counselors, 
or they may enter treatment through disciplinary channels such as drug 
courts or juvenile justice. For this reason, motivational interviewing and 
motivational enhancement strategies (Miller & Rollnick, 2002) were included 
in TST-SA to maximize youth participation in treatment and to promote 
commitment to change. TST-SA also applies engagement strategies to 
maximize parent and family participation.

“Teen-Friendly” Content

TST-SA materials include themes relevant to teenagers and have been 
adapted to their developmental level. This includes encouraging the use 
of personal examples and presenting material in simple language without 
sounding “too young.” The TST-SA approach incorporates the use of ado-
lescent and parent workbooks to facilitate psychoeducation, skill build-
ing, and active participation in treatment. These supplemental materials 
have been created to illustrate TST-SA interventions using language that 
is appropriate for teenagers and caregivers. Psychoeducational materials 
have been designed to be interactive in order to enhance learning.

Peer Relationships

Peer relationships can exert a tremendous influence on youth functioning 
and well-being. Youth who have experienced interpersonal traumas are 
likely to show deficits in this area. For these reasons, it is very important 
for interventions to incorporate themes relevant to the peer and social 
world. Interpersonal skills taught in TST-SA include conflict resolution, 
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assertiveness training, and the application of assertiveness skills to drug 
refusal situations.

Community Integration

Youth with traumatic stress and substance abuse problems often gravi-
tate to less desirable social activities that increase the chance of engag-
ing in risky behaviors (e.g., being involved with negative peers, becoming 
truant, spending time in unsafe settings, driving under the influence, 
having unprotected sex). For this reason, TST-SA prioritizes the need to 
increase prosocial integration in the community by promoting healthier 
alternatives. Efforts include working with the family and the community 
to find prosocial activities that the teenager is willing to engage in, that 
are within the means of the family and existing community resources 
(e.g., sports and recreation, mentoring, life-skill or vocational training), 
and that are incompatible with drug use and risky behavior.

Parental Participation in Treatment

Caregiver participation is essential in all phases of TST-SA, beginning 
with treatment planning and engagement. During the initial phases of 
treatment, caregivers participate in parent or family sessions focused 
on increasing stability and safety in the home environment and helping 
caregivers understand and support their adolescent children in times of 
distress. Parents receive psychoeducation about the relationship between 
environmental triggers and the symptoms of traumatic stress and sub-
stance abuse, and they are taught to reinforce coping skills learned by 
youth during treatment sessions. Additionally, TST-SA specifically targets 
parent– teen communication and teaches behavior management strate-
gies (e.g., monitoring, consistent limit setting). The supplemental parent 
workbook serves as a guide for parents throughout treatment. Depending 
on the phase of treatment and specific issues being addressed, parents 
may be the sole focus of a session, may be present in a family session, or 
may participate in a weekly check-in at the start or end of a session with 
the youth.

tSt-Sa Case Example

Rosie is a 16-year-old who was brought up in a home affected by neglect, 
domestic violence, and parental alcohol abuse. She was sexually abused 
by her stepfather from the age of 5 until the age of 10, when she and her 
younger sister were removed from the home and eventually adopted by 
extended relatives. Over the years, Rosie developed symptoms of PTSD 
and has been bothered by ongoing flashbacks and intrusive memories 
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of her troubled past. Rosie experienced depression and anxiety for most 
of her life and thought about death and dying during times of increased 
stress. She began to use alcohol and marijuana sporadically at age 14 
and progressed to using marijuana daily and alcohol on weekends. Rosie 
had to move to a different neighborhood when she was removed from 
her birth parents’ home, but as soon as she learned how to use public 
transportation, she began to visit her old group of friends and spend 
time around the park where she used to play during most of her child-
hood. Rosie felt very strongly about maintaining her old ties, even though 
she had to travel through several unsafe neighborhoods to get there. She 
would often appear agitated and distressed when she returned home 
from these visits, and increased alcohol and marijuana use would follow. 
Eventually, Rosie confided to her younger sister that she came across her 
abusive stepfather on several occasions when she visited her friends in her 
old neighborhood and that she became very frightened and upset. At first 
her adoptive parents were not aware of this, and Rosie was very afraid 
that they would become upset and refuse to let her visit her friends if they 
knew. Seeing her stepfather and subsequently facing the possibility of see-
ing him again while visiting her old neighborhood brought back many 
terrible memories and led to constant worry about her own safety. During 
visits with her friends, Rosie coped by drinking and smoking more, but 
when she got home she became overwhelmed and tried to distract herself 
from unwanted memories and flashbacks of past abuse by cutting on her 
arms and legs.

Although Rosie felt positive feelings toward her adoptive parents, she 
often became extremely upset after minor arguments. Whenever they 
raised their voices, and during times when they expressed disappoint-
ment in her behavior or her efforts, Rosie was reminded of past experi-
ences with her birth parents when she was spoken to harshly. Specifically, 
Rosie had clear memories of her birth parents telling her that she would 
never amount to much. When her adoptive parents complained that she 
wasn’t trying hard enough at school or that her behavior at home was 
unacceptable, these early memories would automatically emerge, lead-
ing Rosie to further engage in self- mutilation and substance use. Rosie’s 
example illustrates the complex picture typical of youth with co- occurring 
substance abuse problems, and underscores the importance of applying 
a transdiagnostic approach that extends beyond a set of emotional and 
behavioral concerns.

Surviving

Rosie presented for treatment with acute needs. The TST evaluation 
framework suggested that her self- injurious and risky behaviors repre-
sented high levels of emotional and behavioral dysregulation. In addition, 
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her encounters with her stepfather suggested the possibility of a real 
threat to her safety and the potential for sexual revictimization. Further-
more, her responses to conflict with caregivers were indicative of another 
important area of concern. Using the assessment of self- regulation and 
the social environment outlined in Table 15.1, clinicians placed Rosie in 
the Surviving phase, the most acute level of care in TST-SA. The guide to 
selection of treatment modules provided in Table 15.2 suggests beginning 
treatment with the Stabilization- on-Site and Advocacy modules once the 
RSG engagement module is complete. At the start of treatment, social- 
environmental interventions in the Surviving phase for Rosie included a 
focus on assessing safety and advocating for environmental changes that 
could result in improved functioning. The treatment team, in collabora-
tion with Rosie’s adoptive caregivers, promoted more open communica-
tion and increased caregiver involvement in order to assess the degree to 
which she was at risk of being harmed by her stepfather. Advocacy and 
connections with the child protection agency aimed to ensure that steps 
were taken to maximize her safety and minimize possibility of contact 
with stepfather. Additionally, the treatment team developed a safety plan 
to minimize self- injurious behaviors (increasing her support when she was 
upset, increasing monitoring of her, and reducing her access to sharp 
objects). During the surviving phase, services were provided at home two 
to three times a week, and frequency decreased as Rosie transitioned 
from Surviving to Stabilizing.

Stabilizing

During the Stabilizing phase, Stabilization- on-Site and work with adop-
tive caregivers focused on helping the family to understand the connec-
tion between negative family interactions and reminders of past abuse 
and neglect for Rosie. Caregivers were taught how to provide feedback 
and make requests using an approach that felt more nurturing to Rosie. 
Additionally, caregivers received assistance with implementing strategies 
to improve communication and provide effective monitoring and limit 
setting. In this phase, services advocacy focused on managing environ-
mental needs (e.g., maximizing opportunities for Rosie to participate in 
prosocial activities with more adult supervision). Careful attention was 
paid to understanding thoughts and memories linking current stressors 
with dysregulated responses.

Enduring

The Enduring phase began by providing more detailed information to 
Rosie and her family about the connection between trauma reminders, 
environmental triggers, emotional dysregulation, and substance use. For 
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example, the therapist guided Rosie and her caregivers in observing how 
being in her old neighborhood after seeing her stepfather led to increased 
distress, increased substance abuse, and self-harm. Her parents received 
assistance in learning to recognize when Rosie was at risk of becoming 
upset and impulsive during everyday interactions at home, and they were 
guided in how to support her during changes in emotional states in order 
to minimize self-harm and reduce risky behaviors and substance use. As 
the Enduring phase continued, Rosie received additional tools to manage 
emotional distress (e.g., relaxation, pleasant activity scheduling, positive 
self-talk) and substance use cravings (emotional acceptance, assertiveness, 
and drug refusal skills). During the Enduring phase, caregivers were pro-
vided information on various skills that were particularly useful to Rosie 
so that they could support her and encourage her to use the skills at home.

Understanding

The Understanding phase began once Rosie achieved mastery in manag-
ing distress and was able to abstain from self- injurious and substance- 
abusing behaviors. This phase involved cognitive processing sessions 
that included exposure to the trauma narrative and the application of 
cognitive restructuring strategies to address unhealthy thinking patterns 
associated with past traumatic experiences. During this phase, treatment 
focused on addressing Rosie’s low self-worth and feelings of guilt and self-
blame. It was also important to help Rosie recognize that her past trau-
matic experiences created an expectation of harm from others, which led 
to decreased trust and increased conflict with family members and peers.

Transcending

During Transcending, the final phase of treatment, Rosie was encour-
aged to look beyond her traumatic experiences to find new meaning and 
establish a new direction for the future. Rosie indicated that she felt stron-
ger now than she was before and was able to identify specific things she 
has learned from her past experiences. She also discovered that she found 
joy in the opportunity to help others overcome similar challenges, and 
she was often sought out by her friends for her willingness and ease in 
providing support.

Practice and service system implications

Although much advancement has been made in the development and 
empirical validation of youth treatment approaches for traumatic stress 
and substance use (Silverman et al., 2008; Waldron & Turner, 2008), a 
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substantial number of these programs apply a unidimensional, single- 
problem focus to care. Moreover, clinicians lack guidance in learning how 
to apply multiple elements from different treatment programs (Dos, 2005) 
when working with youth with multiple problems and complex trauma his-
tories. Additionally, mental health and substance abuse services are often 
fragmented, and youth rarely receive coordinated treatment across ser-
vice systems, let alone integrated care within a single treatment program 
(Suárez et al., 2012). Our current diagnostic classification systems, coupled 
with the separation between mental health and substance abuse service 
systems and funding streams, also contribute to the compartmentaliza-
tion of care. For youth like Rosie, however, ongoing challenges with trau-
matic stress and substance use are interconnected and equally affected by 
environmental distress, and they call for an integrated approach to care.

TST-SA represents an attempt to offer a comprehensive treatment 
approach that can flexibly address the magnitude of difficulties often 
experienced by this population through careful evaluation of emotional 
regulation and environmental stability and an increased understanding 
of the connection between the two. The treatment framework provides 
a set of guidelines that can help to prioritize and organize care. More 
research is needed to determine the effectiveness of this and other inte-
grated treatment approaches for youth with co- occurring PTSD and 
SUDs. In addition, future studies should evaluate the feasibility of imple-
menting multicomponent programs in diverse settings such that available 
resources are maximized. Furthermore, an increased focus on evaluat-
ing and validating transdiagnostic approaches to treatment and services 
might present a more desirable alternative to single- problem focused 
treatment approaches, thereby increasing the acceptability of evidence- 
based practices.
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Transdiagnostic conceptualizations of eating disorders

The eating disorders section in the Diagnostic and Statistical Manual of 
Mental Disorders (DSM-5; American Psychiatric Association, 2013) delin-
eates four diagnoses: anorexia nervosa (AN), bulimia nervosa (BN), binge 
eating disorder (BED), avoidant/restrictive food intake disorder (RFID), 
and feeding or eating disorder not elsewhere classified (EDNEC). The 
cardinal features of AN include refusal to maintain a normal body weight, 
disturbance in the experience of shape and weight (e.g., regarding oneself 
as fat despite emaciation), and extreme fear of weight gain. BN is charac-
terized by recurrent binge eating and unhealthy compensatory behaviors 
(e.g., purging) in the context of a self- concept that is heavily influenced 
by shape and weight. DSM-IV EDNOS, a residual category of eating dis-
turbance, encompasses subthreshold and atypical variants of AN and BN, 
as well as distinct disorders such as binge- eating disorder (BED), which 
has been codified as a primary eating disorder in the new DSM-5 (Ameri-
can Psychiatric Association, 2013). Notably, DSM-IV EDNOS is markedly 
more prevalent in clinical samples than either AN, BN, or the two com-
bined (Ricca et al., 2001; Turner & Bryant-Waugh, 2004), and there has 
been much debate in the field as to how to best parse this broad but clini-
cally significant category (Crow, 2007; Fairburn & Cooper, 2007; Fair-
burn et al., 2007; Waller, 2008; Wilfley, Bishop, Wilson, & Agras, 2007). 
Disagreement about the optimal disposition of DSM-IV EDNOS in gen-
eral and of the specific clinical descriptions therein is embedded in a 
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larger controversy regarding the nosology of eating disorders, with many 
proposed alternatives to the DSM-IV system taken into consideration 
for the current DSM-5 system (Wonderlich, Joiner, Keel, Williamson, & 
Crosby, 2007), including dimensional conceptualizations (e.g., Stice, Kil-
len, Hayward, & Taylor, 1998) explicitly adopting or implicitly supporting 
a transdiagnostic perspective.

Eating disorders as diagnostic entities lend themselves to a transdi-
agnostic framework in several ways (Fairburn, 2008; Fairburn, Cooper, & 
Shafran, 2003). First, the bounds that distinguish AN, BN, and EDNOS 
from one another are blurred, both in the manner in which DSM-IV-TR 
criteria capture present state and temporally in the migration between 
diagnostic categories over the course of illness (Eddy et al., 2008; Fich-
ter & Quadflieg, 2007; Milos, Spindler, Schnyder, & Fairburn, 2005). 
For instance, binge eating appears across the eating disorders, and it 
is common for patients to cross over from AN, restricting type (AN-R), 
to AN, binge/purge type (AN-BP), and from AN-BP to BN (Eddy et al., 
2008; Fichter & Quadflieg, 2007; Fichter, Quadflieg, & Hedlund, 2006; 
Milos et al., 2005; Tozzi et al., 2005; Wentz, Gillberg, Gillberg, & Rastam, 
2001), with only time, weight status, and clinical judgment determining 
the point at which AN-BP in partial remission becomes BN. In fact, what 
defines and differentiates AN, BN, and EDNOS has changed with each 
iteration of DSM, with only DSM-5 for eating disorders to some extent 
reflecting a statistically derived classification system such as taxometric or 
latent class analysis (Wonderlich, Crosby, Mitchell, & Engel, 2007; Won-
derlich, Joiner, et al., 2007). A classic example of this is the classification 
of individuals who binge-eat in the absence of inappropriate compensa-
tory mechanisms, such as purging, who would have received a diagno-
sis of bulimia in DSM-III (American Psychiatric Association, 1980), no 
clear diagnosis in DSM-III-R (American Psychiatric Association, 1987), a 
designation of BED under EDNOS in DSM-IV-TR (American Psychiatric 
Association, 2000), and a formal diagnosis of BED as a fully recognized 
independent eating disorder in DSM-5 (American Psychiatric Associa-
tion, 2013). Several additional changes in the eating disorders section in 
DSM-5 capture prior cases of EDNOS by virtue of atypical or subthresh-
old presentations (e.g., AN without amenorrhea or without direct verbal 
endorsement of fear of weight gain), highlighting the importance of a 
transdiagnostic perspective with an appreciation of clinical severity that 
transcends the DSM and the diagnostic categories therein.

Second, a “core psychopathology” of eating disorders has been 
proposed by Fairburn and colleagues (Fairburn, 2008; Fairburn et al., 
2003) both to explain mechanisms of symptom maintenance across AN, 
BN, and EDNOS and to inform a transdiagnostic cognitive- behavioral 
approach to treatment. This core pathology is thought to underlie the 
majority of clinically significant eating disorder presentations— regardless 
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of whether and how they are formally codified in the DSM—and consists 
mainly of the cognitive features of overevaluation of shape and weight 
and their control, which are expressed in a range of disordered thoughts 
and behaviors (Fairburn, 2008; Fairburn et al., 2003). A recent random-
ized controlled trial (RCT) comparing two versions of the transdiagnos-
tic, “enhanced” cognitive- behavioral therapy (CBT-E) for BN and EDNOS 
(body mass index > 17.5; Fairburn et al., 2009), found that patients 
improved in both treatments and that DSM diagnosis did not moderate 
treatment effects, even at 60-week follow- up, suggesting that DSM diag-
nosis has little predictive validity with regard to outcome and, in turn, 
perhaps limited clinical utility. Third, eating disorders typically have their 
onset in adolescence (Lewinsohn, Striegel- Moore, & Seeley, 2001; Lucas, 
Beard, O’Fallon, & Kurland, 1991), with initial presentations frequently 
appearing subthreshold or atypical relative to DSM-defined AN or BN 
(Workgroup for Classification of Eating Disorders in Children and Ado-
lescents [WCEDCA], 2007, 2010). Although in a percentage of these cases 
the symptoms may be transient, the subsyndromal state can be associated 
with marked clinical severity and risk, similar to full- threshold presenta-
tions (Binford & Le Grange, 2005; Crow, Agras, Halmi, Mitchell, & Krae-
mer, 2002; Le Grange et al., 2006; Le Grange, Loeb, Van Orman, & Jellar, 
2004; McIntosh et al., 2004; Ricca et al., 2001; Watson & Andersen, 2003; 
Wonderlich et al., 2005), and a portion of EDNOS cases will ultimately go 
on to meet full criteria for an eating disorder (Ben-Tovim et al., 2001; Her-
zog, Hopkins, & Burns, 1993; Le Grange et al., 2004). One possibility is 
that we are misdiagnosing AN and BN as EDNOS in younger populations 
(Le Grange & Loeb, 2007), as DSM makes very few allowances for age- 
specific manifestations of eating disorders (WCEDCA, 2007, 2010). For 
example, whereas the DSM-IV anxiety disorders criteria permit behav-
ioral indicators of fear among children, such as crying in the presence 
of a feared stimulus, the criteria for eating disorders require more direct 
endorsement of abstract concepts such as intense fear of becoming fat, 
or undue influence of shape and weight on self evaluation, across the age 
spectrum. An obvious solution is to improve the developmental sensitivity 
of the existing DSM criteria for AN and BN within the current categorical 
diagnostic system (WCEDCA, 2007, 2010), and this was considered in the 
development of DSM-5 by proposing transdevelopmental revisions to the 
criteria that rely less on verbal expressions of psychological symptoms. 
Alternatively, a transdiagnostic framework for classification of eating dis-
orders would not only arguably provide a more valid nosological assign-
ment than EDNOS for such severe and/or potentially prodromal cases 
but would also elevate their perceived clinical significance. This could 
have positive implications for early identification and intervention and, in 
turn, for improved course of illness and prognosis (Deter & Herzog, 1994; 
Le Grange & Loeb, 2007; Ratnasuriya, Eisler, Szmukler, 1991).
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This chapter describes a transdiagnostic approach to family- based 
treatment (FBT) for children and adolescents with eating disorders. 
FBT was developed at the Maudsley Hospital in England and originally 
tested against individual treatment among adults and adolescents with 
AN and BN (Eisler et al., 1997; Russell, Szmukler, Dare, & Eisler, 1987). 
Results from this seminal study favored the application of this approach 
for patients with a less-than-3-year duration of AN, and the body of stud-
ies to immediately follow therefore focused exclusively on adolescent AN 
(Eisler et al., 2000; Eisler, Simic, Russell, & Dare, 2007; Le Grange, Eisler, 
Dare, & Russell, 1992). Since the original collection of RCTs of FBT was 
conducted, the approach has been disseminated and tested beyond the 
Maudsley Hospital (Le Grange, Crosby, Rathouz, & Leventhal, 2007; 
Lock, Agras, Bryson, & Kraemer, 2005; Lock, Couturier, & Agras, 2006; 
Loeb et al., 2007; Robin et al., 1999; Schmidt et al., 2007) and is now 
being adapted for a more transdiagnostic spectrum. There are currently 
FBT manuals for the treatment of AN (Lock, Le Grange, Agras, & Dare, 
2001) and BN (Le Grange & Lock, 2007), both of which have been tested 
in studies that included subthreshold and atypical (i.e., EDNOS) cases 
(Le Grange et al., 2007; Lock et al., 2005; Lock, Le Grange, Forsberg, 
& Hewell, 2006; Loeb et al., 2007); for the prevention of AN in symp-
tomatic children and adolescents at high risk for developing the full dis-
order (Loeb, Craigen, Munk Goldstein, Lock, & Le Grange, 2011); and 
even for the treatment of overweight and obesity in adolescence (Loeb 
et al., 2006), which can be associated with disordered eating but are not 
categorized as psychiatric disorders. It is also being tested once again 
with young adult populations (Le Grange & Chen, 2007). This chapter 
describes the fundamentals of FBT, a transdiagnostic theoretical model 
of FBT and the literature supporting its clinical application, adaptations 
across developmental stages and the diagnostic spectrum of eating disor-
ders, and the strengths and challenges of this approach.

fBT for eating disorders:  
clinical description of the foundation approach

FBT is a brief (between 10 and 20 sessions) outpatient approach for the 
treatment of youth with eating disorders. Its specific interventions derive 
indirectly from a variety of schools of psychotherapy, including behav-
ioral, family systems, and structural family therapy. Although it reflects 
an amalgam of approaches in practice, FBT is explicitly atheoretical with 
regard to etiology of illness, and the family is treated not to uncover 
an underlying familial pathology expressing itself in the child’s eating 
disorder but rather to enlist the parents as a resource in the practical 
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resolution of the problem. In fact, FBT incorporates an overt agenda of 
blame reduction toward both the parents and the patient and directly 
corrects criticism of the child. To date in the literature on FBT, mecha-
nisms maintaining the eating disorder are at most implied by virtue of the 
strategies inherent in the intervention, but the mechanisms have not been 
delineated. In this chapter, we explicate these theoretical mechanisms of 
symptom maintenance in adolescent eating disorders that FBT targets 
and, in turn, put forth hypothesized mechanisms of action of FBT for the 
transdiagnostic eating disorder population.

FBT consists of three phases, typically delivered with the entire fam-
ily, including siblings, present at each session. The parents’ roles shift 
across the treatment phases, while siblings maintain a supportive role 
for the patient throughout the course of FBT. In the first phase, parents 
take charge of their child’s eating disorder symptoms much as an inpa-
tient staff might, making decisions about appropriate eating and related 
behaviors at a stage when the adolescent is too affected by the eating dis-
order pathology to engage in adequate self-care. In fact, the adolescent is 
explicitly depicted as a distinct entity from the eating disorder, but with 
the healthy self temporarily eclipsed by a pernicious disorder. In Phase I, 
parents directly compensate for the effects of the illness by managing and 
supervising all aspects of their child’s eating. In Phase II, as the eating dis-
order begins to remit, control over eating is gradually transferred back to 
the child as she or he emerges into her or his appropriate developmental 
stage and corresponding level of autonomy. Phase III attends to broader 
issues of adolescent development and family functioning. Inherent in 
FBT is a belief that the acute symptoms of the eating disorder must be 
resolved and basic functioning restored before the adolescent will experi-
ence any relief from the cognitive symptoms of the eating disorder, such 
as extreme shape and weight concerns. In FBT, food, regular eating, and 
cessation of eating disorder behaviors are the potent medicine, with par-
ents delivering the treatment in an authoritative manner that blends firm-
ness, kindness, and resolve. Parents never apply force in FBT but rather 
create a zero- tolerance environment for the eating disorder.

FBT is most frequently applied in a conjoint format, that is, with 
all family members who live at home expected to attend treatment ses-
sions. Moreover, it is a focused treatment and requires the therapist to 
“stay with” the symptoms of self- starvation or binge eating and purging 
until these behaviors begin to dissipate or have been resolved. This focus 
leaves the therapist with relatively little time early in treatment to attend 
to the adolescent in the same way that is possible in more traditional 
individual psychotherapeutic approaches. FBT has also been studied in a 
separated format (Eisler et al., 2000; Le Grange et al., 1992) that allows 
for equal time being spent with the adolescent and with her or his parents 
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but sequentially instead of together. Despite this “extra” time being avail-
able for the adolescent, these studies have shown treatment outcome to 
be similar across the two treatment formats. However, separated FBT 
appears to be more effective for families with high levels of expressed 
emotion, particularly criticism (Eisler et al., 2000; Le Grange et al., 1992).

FBT has been adapted for pediatric obesity (FBT-PO; Loeb et al., 
2006) and was tested in a two-site (Mount Sinai School of Medicine and 
the University of Chicago) RCT comparing conjoint FBT-PO with nutri-
tional education counseling delivered to parents and children in a sepa-
rated format by one of the authors (Loeb). Inherent in the FBT model is a 
mission to increase parental empowerment, competence, and efficacy in 
facilitating healthy behaviors and outcomes for children and unapologeti-
cally assuming appropriate parental influence. Beyond this, FBT provides 
a strong foundation for application to the significant problem of pedi-
atric obesity because of its attention to parental engagement strategies, 
its demonstrated efficacy in correcting maladaptive eating and related 
behaviors, its explicit agenda of blame reduction, its disease- based model, 
and its emphasis on promoting normal physical and psychosocial develop-
ment for the child or adolescent. In applying the FBT model to pediatric 
obesity, specific differences between eating disorders and obesity were 
carefully addressed. FBT-PO has transdevelopmental applicability in that 
younger children and older adolescents may benefit from an appropriate 
level of family involvement in weight control. Our adaptation recognizes 
that obesity is not a psychiatric disorder and that children and adoles-
cents are not developmentally regressed as they are in severe eating disor-
ders. Therefore, FBT-PO modulates the quality and intensity of parental 
involvement as a function of developmental stage. FBT-PO is designed 
to empower parents within the existing family structure and dynamics, 
allowing flexibility along cultural lines. It also recognizes specific chal-
lenges of socioeconomically diverse populations (e.g., built environment, 
reduction in school- based physical activity), the challenges of concordance 
of overweight across family members, and the need for parents to model 
attitudes and dietary and physical activity habits associated with healthy 
weight. Finally, FBT-PO addresses the multisystemic toxic environment 
in which obesogenic choices are readily available as the default selections 
(Wadden, Brownell, & Foster, 2002) that contribute to pediatric obesity 
and focuses on parent- driven, family- level change.

a Transdiagnostic model of fBT

As noted earlier, FBT posits no mechanism by which family or individual 
variables may have given rise to the eating disorder, nor are maintenance 
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factors directly explored in the existing FBT literature. However, the key 
interventions and principles of FBT and their effectiveness in the aggre-
gate (no specific dismantling studies have been conducted to date) sug-
gest the following transdiagnostic model of the approach. This model is 
designed to explain how the disorder can influence family- level variables, 
which in turn might limit the resolution of the disorder. FBT targets these 
family variables and mechanisms explicitly by directly labeling, concep-
tualizing, and prescribing interventions to address each. FBT also affects 
individual variables and mechanisms, but only implicitly. For example, 
as introduced shortly, FBT is hypothesized to correct eating- disorder- 
specific maladaptive reinforcement patterns (e.g., fear conditioning) via 
new associative learning during exposure that occurs naturalistically in 
the context of FBT (Hildebrandt, Bacow, Markella, & Loeb, 2012). How-
ever, FBT is not framed as exposure treatment, and exposure exercises 
per se are not planned or developed in a hierarchy in this intervention. 
The transdiagnostic model of family- based therapy for youth with eating 
disorders is depicted in Figure 16.1.

FIGUrE 16.1. Transdiagnostic model of family- based therapy for youth with eat-
ing disorders.
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family‑level and individual‑level Processes of eating disorders: 
a Transdiagnostic Perspective in the context of fBT

At the family level, we propose that the eating disorder elicits secrecy, 
fear, blame, and a belief that the adolescent has control over her or his 
symptoms (internalization of the illness). These mechanisms operate 
both intrapersonally, reflecting internal experiences within each fam-
ily member, as well as interpersonally, between parents, siblings, and 
the affected child or adolescent. These variables are not hypothesized 
to reflect premorbid relational patterns within the family that may have 
either contributed to a general familial vulnerability to psychopathology 
or to a specific risk for eating disorders; rather, they are processes that 
the eating disorder initiates and that collectively inhibit symptom resolu-
tion. Secrecy, fear, blame, and internalization of illness function trans-
diagnostically, across formally recognized categories of eating disorders 
and within clinically significant but more vaguely codified eating disor-
der presentations. The effectiveness of FBT may be due in part to the 
intervention extinguishing each of these mechanisms.

Secrecy involves either the direct concealment of or the failure to 
explicitly recognize or acknowledge eating disorder symptoms. For exam-
ple, patients who purge might either go to extreme measures to hide their 
symptoms (e.g., surreptitiously purging in the shower) or display a public 
quality to their secretive behaviors (e.g., abruptly leaving the table in the 
middle of dinner to “use” the bathroom while her family sits silently sus-
pecting her true motives and behaviors). In this respect, the eating disor-
der can become the “elephant in the room,” with the adolescent protect-
ing the symptoms through secrecy and the parents and siblings unsure 
how to effectively confront the adolescent. Parents may also hide their 
adolescent’s eating disorder from the outside world, fearing stigma, judg-
ment, and blame, thereby limiting their social support and coping strate-
gies. Fear manifests in multiple additional ways. The siblings often fear 
for their ill sister or brother’s health and at times that they too will con-
tract an eating disorder. The ill adolescent fears symptom arrest, while 
the healthy part of the adolescent (an explicit conceptualization in FBT 
is that during active stages of an eating disorder, the former occludes 
the latter) fears symptom progression and a failure on the part of par-
ents and professionals to adequately intervene. This theory is consistent 
with frequent anecdotal clinical presentations in which the most actively 
resistant patients during Phase I of FBT will later express appreciation 
toward parents and therapist alike for persisting in their efforts; even in 
the midst of Phase I, in which resistance to treatment efforts is expected, 
some patients will “tell” on parents to the therapist for failing to super-
vise a meal adequately. A somewhat parallel internal conflict between 
action and inaction exists within the parents, who fear exacerbating the 
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condition with active involvement— a fear sometimes reinforced by clinical 
recommendations to stay out of the child’s eating matters lest their efforts 
be perceived as intrusive and inadvertently worsen their child’s putative 
maladaptive attempts at separation and control as expressed through the 
eating disorder. At the same time, they fear that inaction will lead to their 
child’s further deterioration. This conflict leads to an extreme but inef-
fective response on the parents’ part, either active or passive in nature. 
For example, parents may try to actively convince their child that symp-
tom cessation is in the child’s best interest by attempting to mobilize her 
or his affect (e.g., “Can’t you see how thin you are? Please eat!” or “You’ll 
ruin your health if you keep vomiting!”). Conversely, parents may feel 
too paralyzed to intervene at all, terrified that confronting their child or 
taking charge will have a deleterious effect on both the parent– child rela-
tionship and an already fragile clinical state. Such extreme responses are 
invariably misguided and ineffective and will likely potentiate intrafamil-
ial blame for the illness (parents toward themselves, patient toward her- or 
himself, parent toward patient, patient toward parent). They may also 
reinforce the erroneous belief that the child has direct control over her or 
his symptoms (internalization of illness), heightening criticism. Notably, 
as reviewed shortly, familial expressed emotion, particularly criticism, is 
associated with a poorer response to FBT (Le Grange et al., 1992; Szmuk-
ler, Eisler, Russell, & Dare, 1985).

At the individual (patient) level, eating disorder symptoms are gen-
erally maintained and exacerbated through maladaptive reinforcement, 
although the function of symptom maintenance may differ for each indi-
vidual. These mechanisms are not conceptualized to operate via inter-
personal or relational family processes but are believed to occur intra-
personally. Self- starvation in low- weight eating disorders, for example, 
may become chronic through fear conditioning, that is, fear of eating 
(Hildebrandt et al., 2012). In eating disorder presentation with binge- 
eating and purging patterns, negative reinforcement plays a prominent 
role (e.g., vomiting reduces immediate fear of weight gain). Transdiag-
nostically, extreme dietary restriction is negatively reinforcing in that it 
reduces shape and weight concerns (overevaluation of shape and weight 
and their control are also considered the core pathology in the transdiag-
nostic model of CBT for eating disorders; Fairburn, 2008; Fairburn et al., 
2003) in the short term, and weight loss is directly positively reinforcing. 
FBT is not designed around an assumption that these individual mecha-
nisms are operative, nor does FBT prescribe specific interventions within 
a conditioning framework, the environmental changes FBT imposes pro-
mote extinction of some of these behaviors via new associative learning. In 
fact, it has been argued that FBT functions as a form of parent- facilitated 
exposure to feared stimuli (Hildebrandt et al., 2012). With notable distinc-
tions from explicit behavioral interventions of this nature (e.g., lack of a 
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corresponding psychoeducational frame, absence of exposure hierarchies, 
allowance of distraction to mitigate discomfort), FBT, in particular Phase 
I of the treatment, provides a naturalistic context for exposure and escape 
extinction. For instance, the second session of FBT involves a family meal 
in which the parents are asked to bring a picnic, including food that chal-
lenges the core disordered eating symptoms of their ill adolescent. Parents 
are then asked, in vivo, to facilitate their child’s consumption of at least 
a minimum quantity of the difficult food(s). Depending on the specific 
pathology, this food can represent just barely eating (e.g., a bite of an apple 
in low- weight eating disorders), eating a food that triggers binge eating or 
purging (e.g., chocolate), or eating a broadly avoided food (e.g., carbohy-
drates) or a full meal in the case of normal weight but highly restrictive 
eating disorder presentations. Parents, empowered by this experience, 
continue these efforts in the home environment, tackling various aspects 
of their adolescent’s fundamental eating pathology by presenting food 
and insisting firmly and empathically, without force, criticism, or threat 
of punishment— on its consumption without active symptom engagement 
or escape. Although many of these principles and strategies apply to other 
eating- disorder treatment milieus, such as in inpatient settings, FBT has 
the significant advantage of being conducted in the patient’s natural envi-
ronment, with maximum potential for potency, durability, and generaliz-
ability of exposure effects (Hildebrandt et al., 2012).

Fear of weight gain, a cognitive eating disorder symptom, is addressed 
in several ways (Hildebrandt et al., 2012). First, there is exposure to the 
weight itself, and, in cases of low- weight eating disorders, to the increasing 
number on the scale over the course of treatment. The therapist weighs 
the patient at the beginning of each session during time alone with the 
adolescent, and the weight is openly discussed and charted once the fam-
ily convenes. This confronts avoidance behaviors concerning weight and 
scales that extend from fear of weight gain; at the same time, checking rit-
uals, such as frequent weighing and trying on small-sized clothes, are cur-
tailed by parents at home. Moreover, in FBT, no precise numeric weight 
is set for patients in need of nutritional rehabilitation; rather, FBT looks 
for functional markers of weight restoration, such as resumption or onset 
of menses and a reduction in pathological shape and weight concerns. 
With no declared ceiling weight, patients are also exposed to the anxi-
ety pertaining to the unknown that is embedded in their fear of weight 
gain. Finally, by creating a zero- tolerance environment with regard to self- 
starvation and weight loss, FBT allows the patient to maintain a normal 
weight long enough that expectancies regarding feared consequences of 
weight gain can be modified via new associative learning (Foa & Kozak, 
1986; Hildebrandt et al., 2012).

In summary, FBT directly targets each of the family- level mechanisms 
that may collectively be creating an environment in which the eating 
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disorder is left unchecked, worsening through individual mechanisms. 
FBT reverses secrecy by promoting discussion of symptom status, prog-
ress, and strategies as a family. The eating disorder is externalized, and 
the therapist draws a Venn diagram to depict the current overlap between 
the child and the eating disorder and the ultimate goal to separate them. 
It empowers parents to channel their efforts in the most effective manner 
possible, reducing their fear and facilitating recovery actively and without 
criticism, blame, or negotiation with the illness. Although FBT provides 
a mission statement for parents to reverse their child’s illness and, with 
these concepts, a frame in which they can be successful, a key tenet of 
FBT is that “parents know best.” In this respect, many (but not all) of 
the details of treatment are left for the parents to determine in an effort 
to restore their confidence as caregivers and to recognize the idiosyn-
cratic needs of different patients and families. FBT encourages parents 
to follow their instinct to intervene and reminds parents of all they have 
accomplished in their parenting capacity to date. At the same time, the 
FBT therapist functions as the expert on eating disorders and provides 
consultation and parameters to prevent missteps or failure on the part 
of the parents. Unaffected siblings and the patient’s premorbid healthy 
status are noted as evidence of the eating disorder being a result not of 
poor parenting but of vulnerability factors still poorly understood by the 
scientific field. Importantly, by creating a family environment that cur-
tails symptom expression, FBT implicitly functions as a form of exposure 
therapy, targeting individual- level mechanisms such as fear conditioning 
in the generalized context of the affected individual’s home (Hildebrandt 
et al., 2012). We propose that although FBT remains atheoretical with 
regard to etiology of eating disorders, its strategies and their collective 
effectiveness imply several mechanisms that maintain the illness, with 
family- level processes explicitly addressed in treatment and family- based 
strategies enlisted to target suggested individual- level processes.

evidence in support of fBT as a Transdiagnostic intervention 
for adolescents with eating disorders

There are only eight published RCTs of eating disorders in children and 
adolescents— six studies with adolescents with AN-spectrum disorders 
(Eisler et al., 2000; Gowers et al., 2007; Le Grange et al., 1992; Lock et al., 
2005, 2010; Robin et al., 1999; Russell et al., 1987), and two with adoles-
cents with BN presentations (Le Grange et al., 2007; Schmidt et al., 2007). 
Of these studies, only one (Gowers et al., 2007) did not employ family 
therapy as a treatment arm in these comparisons. Collectively, these stud-
ies offer strong support for FBT not only for acute weight restoration but 
also for long-term maintenance of gains in AN (Eisler et al., 1997; 2007; 
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Lock, Couturier, & Agras, 2006). Specifically, FBT appears to yield supe-
rior outcomes relative to individual forms of psychotherapy in earlier, 
smaller trials (Robin et al., 1999; Russell et al., 1987), as well as more 
recent and better powered research (Lock et al., 2010). Lock and col-
leagues (2010) demonstrated that FBT-AN was superior to individual ego- 
oriented psychotherapy (also called adolescent- focused therapy) in terms 
of full remission rates at 6- and 12-month follow- up. Fewer studies of FBT 
for BN have been conducted, and these studies show a more mixed pic-
ture. Schmidt and colleagues (2007) found no differences in abstinence 
rates for binge eating and purging between FBT and cognitive- behavioral 
therapy– guided self-help, while Le Grange and colleagues (2007) found 
that FBT showed greater abstinence rates at the end of treatment and 
follow- up compared with individual supportive therapy. Notably, in light 
of the developmental concerns with regard to diagnostic criteria outlined 
previously (Peebles, Wilson, & Lock, 2006; WCEDCA, 2007, 2010), treat-
ment studies of adolescents with AN or BN have typically accommodated 
subthreshold and atypical presentations, essentially capturing a more 
transdiagnostic population of youth with eating disorders. For instance, 
participants who did not meet the amenorrhea diagnostic criterion for 
AN were included in at least two recent RCTs (Lock et al., 2005, 2010). 
Similarly, the inclusion criteria for both RCTs with binge- eating and purg-
ing adolescents allowed for participants who did not meet full DSM cri-
teria for BN (Le Grange et al., 2007; Schmidt et al., 2007). There is no 
evidence that FBT performs differently for those adolescents who meet 
full DSM criteria for AN versus those who fall into the EDNOS category 
(Lock et al., 2005, 2010). For BN, the picture is somewhat different, with 
patients with the least severe psychological and behavioral manifestations 
of the disorder faring better in FBT than in the individual comparison 
treatment and no difference in outcome between treatments for those 
with the most severe eating disorder pathology (Le Grange, Crosby, & 
Lock, 2008). Collectively, such research suggests the transdiagnostic effi-
cacy of FBT across eating disorder conditions (Loeb, Lock, Le Grange, & 
Greif, 2012).

fBT across developmental stages and the diagnostic spectrum 
of eating disorders

FBT was specifically developed as an intervention for adolescents as 
opposed to other treatments that have been adapted for the treatment of 
adolescents. Several reasons can be put forward to explain the develop-
ment of FBT specifically for adolescents with eating disorders, but the 
main driving force that gave rise to this therapy is probably twofold. First, 
the Maudsley team of clinical researchers in London (e.g., Dare, 1983) 
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argued that hospitalization of one’s child for any reason is almost always 
experienced as traumatic and therefore should be avoided if possible. Sec-
ond, such hospitalizations often cause the parents to feel disempowered, 
that is, that they have “failed” in taking care of their child. This places 
parents at a considerable disadvantage when they are presented with the 
crisis of the eating disorder and the need to take care of their offspring 
once she or he is discharged from inpatient care. FBT aims to prevent 
hospitalization if it is medically appropriate and instead seeks to bolster 
parental skills to take charge of their adolescent’s weight restoration and/
or to curtail binge eating and purging. From a developmental perspective 
these strategies may come across as out of place given that patients seen 
in FBT are mostly teens. However, these interventions are temporary, and 
the ultimate goal is to encourage adolescents’ independence and to sup-
port them on their developmental trajectory unencumbered by the eating 
disorder.

Most adolescents are embedded in their families and, in many 
respects, are dependent on their parents, a situation that provides the 
parents with considerable leverage over their adolescent. Consequently, 
it would seem appropriate to expect parents to utilize this advantageous 
position, in conjunction with their caretaking skills and affection for their 
child, to “arrest” the eating disorder from their child. As stated earlier, 
this intervention is time- limited, as FBT is ultimately most respectful of 
the adolescent and her or his nascent independence. A key tenet of FBT 
is to separate the illness from the adolescent (externalization) and is per-
haps the most tangible way in which respect for the adolescent is demon-
strated. In addition, this process of externalization also helps parents to 
view the eating disorder as something that has overtaken their teen and 
in turn allows them (the parents) to be effective in their interventions.

FBT is consistent in the application of its core strategies and ther-
apeutic interventions across the developmental spectrum of childhood 
through adolescence. This consistency often surprises parents and clini-
cians alike, who assume that prescriptions such as parental control over 
eating should be modulated to reflect chronological age. Although devel-
opmental stage must be respected with regard to the patient’s general life 
and broad psychosocial domains, the eating disorder is a leveling force 
that renders the child or adolescent regressed with regard to ability to 
appropriately self- regulate food intake. Thus parental control should be 
(1) focused only on the eating disorder symptoms, (2) temporary until 
sufficient weight is restored for the cognitive symptoms of the eating 
disorder to improve and motivation for wellness to set in, and (3) only 
as extreme as the eating disorder is ego- syntonic, with low- weight eating 
disorder presentations generally requiring more initial parental control 
and normal- weight binge eating and purging clinical profiles allowing 
for more collaboration between parents and child in navigating symptom 
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management. As discussed previously, the one FBT-application exception 
to this algorithm is for pediatric obesity, a nonpsychiatric disorder. Unlike 
eating disorders, obesity does not affect insight and judgment, although it 
may be associated with or exacerbated by disordered eating patterns. For 
this medical condition, degree and intensity of parental control should 
precisely match developmental stage, attenuating as the child ages, even 
in early phases of treatment.

The distinctions between FBT for AN, BN, EDNOS, and pediatric 
obesity, for which there are separate manuals (Le Grange & Lock, 2007; 
Lock et al., 2001; Loeb et al., 2006, 2011), can be resolved within a trans-
diagnostic framework by combining weight status (low vs. normal to high) 
and specific behavioral symptoms (restriction vs. restriction plus binge 
eating and/or purging vs. other forms of excessive eating), yielding the 
following algorithm:

	• Low- weight patients will benefit from principles and practices in 
the AN treatment that are more categorically defined, especially in terms 
of the allocation and timing of autonomy and control over eating.

|| Low- weight patients with bulimic symptoms will benefit more 
from the behavioral techniques drawn from the BN protocol, 
which target binge eating and purging behaviors.

	• For normal- to higher- weight adolescents, for whom symptoms may 
be experienced as more ego- dystonic, the more collaborative parent– 
child approach described in the BN manual is appropriate.

	• For EDNOS, especially for those children and adolescents in whom 
a more serious eating disorder may be in the process of unfolding, sever-
ity, chronicity, and breadth of the eating disorder symptoms must also be 
considered. Such symptom- driven guidelines may be more useful than 
age- or developmentally based ones, as clinical observations suggest that 
a low- weight eating disorder renders a regressed state with regard to self-
care that is fairly equivalent across childhood, adolescence, and even 
adulthood. For individuals above a minimally normal weight threshold, 
and especially for overweight patients without an eating disorder, matu-
rational stages will serve as a better guide for the intensity and quality of 
parental involvement in Phase I of FBT.

strengths and challenges of fBT
therapeutic alliance and treatment acceptability

Some studies have examined therapeutic alliance and acceptability of 
FBT for adolescents with AN (Krautter & Lock, 2004; Le Grange & Gel-
man, 1998; Pereira, Lock, & Oggins, 2006) and BN (Zaitsoff, Celio-Doyle, 
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Hoste, & Le Grange, 2008). FBT is a highly demanding therapy in that 
one of its primary goals is to empower parents to play a significant role 
in addressing their adolescent’s eating disorder. For instance, early on in 
treatment, the adolescent is not allowed to make independent decisions 
about eating and weight- related behaviors. This is especially true for AN, 
and most adolescents become quite resistant to their parents’ efforts. It 
is therefore particularly salient whether this treatment is acceptable for 
both adolescents and parents. An early qualitative description of FBT in 
a modest sample of adolescents with AN demonstrated that this form of 
therapy was ultimately acceptable for adolescents and their families (Le 
Grange & Gelman, 1998). Additional empirical support for this notion 
was provided in a larger study of patient satisfaction with FBT for AN 
in which both quantitative and qualitative evaluations were employed 
(Krautter & Lock, 2004). In this study, treatment effectiveness and thera-
peutic alliance were both rated quite high; however, almost a third of 
participants expressed a desire for individual therapy in addition to the 
FBT they received. In the most sophisticated study of therapeutic alliance 
in FBT conducted to date (Pereira et al., 2006), independent assessors 
scored early and late therapeutic alliances for patients and parents using 
recorded sessions from an RCT for adolescent AN. Therapeutic alliance 
throughout treatment was strong for both adolescents and their parents. 
An early alliance with adolescents predicted early treatment response in 
terms of weight gain, a strong early alliance with parents prevented drop-
out, and a strong late parental alliance predicted their child’s total weight 
gain over the course of treatment. To date, only one study has examined 
the therapeutic alliance and treatment acceptability across FBT and an 
individual supportive psychotherapy (Zaitsoff et al., 2008). Ratings were 
positive in both treatments and generally did not differ. Within FBT-BN, 
more severe eating disorder symptomatology pretreatment was related to 
lower alliance ratings mid- treatment. However, reductions in binge and 
purge behaviors over the course of treatment were not related to alliance 
or acceptability for participants in FBT-BN.

Dissemination and Implementation

Early efforts to disseminate FBT have been documented (Couturier, Isser-
lan, & Lock, 2010; Loeb et al., 2006). Several factors support the dis-
semination of FBT. First, detailed clinician manuals are available for AN 
(Lock et al., 2001), BN (Le Grange & Lock, 2007), EDNOS (Loeb et al., 
2011), and obesity (Loeb et al., 2006), and regular workshops are being 
conducted to train clinicians in FBT (www.train2treat4ed.com). Second, 
FBT is theoretically agnostic in terms of etiology of illness, and, from an 
implementation perspective, this agnosticism enables therapists from a 
variety of backgrounds to practice FBT relatively free from any specific 
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theoretical prescriptions. Third, FBT has a substantial behavioral and 
educational focus, especially for the first part of therapy. Consequently, 
interventions are relatively straightforward to describe in these treatment 
manuals, and the process of implementing and mastering these thera-
peutic techniques can therefore be rehearsed and scrutinized during the 
training of aspiring therapists.

Potential Barriers to the Implementation of FBt

Therapist Variables

FBT is a behaviorally focused treatment and first addresses eating dis-
order symptoms before attending to psychosocial concerns. Therefore, 
FBT focuses on the here-and-now, and insight is not a prerequisite for 
change. Some therapists may find the initial emphasis on symptomatic 
behavior appealing because they are able to compartmentalize or post-
pone any “distractions” and retain their focus on the eating disorder. It 
also removes the almost insurmountable challenge for the therapist to 
uncover the “underlying issues” that explain the eating pathology. Yet 
other therapists may find it irresistible not to attend to the countless psy-
chological “events” that occur during the course of any one psychothera-
peutic encounter. Therapists who feel unduly tempted to attend to such 
events may find FBT a challenge as they sacrifice the initial focus on 
weight restoration, which is a hallmark of FBT for AN. Another issue 
for consideration is the FBT therapist’s “ joining” the family in a non-
authoritarian stance. This complex task requires stamina or therapeutic 
endurance, expert knowledge of eating disorders and basic human nutri-
tion, and taking on the role as team leader and liaison, among others, 
and ultimately calls for the therapist to take on an authoritative position. 
Although it is important in the successful implementation of this therapy, 
this role can be experienced by some therapists as arduous.

Patient and Family Variables

Although FBT can be experienced by many therapists as demanding, 
it is fair to say that it is even more grueling for parents. A considerable 
time and effort commitment on the part of the parents is expected. For 
instance, the first part of treatment requires parents to be available for 
constant supervision of their adolescent at times when she or he will not 
be attending school and every meal is eaten at home. During this part 
of treatment, mealtimes are almost uniformly experienced as stressful by 
both the parents and their family. Compounding this potential barrier 
to successful treatment, parents who are critical of their child’s eating- 
disordered behavior (as measured by expressed emotion) could be at risk 
to drop out of treatment prematurely (Szmukler et al., 1985). Should such 
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critical parents remain in treatment, there is increased probability that the 
symptomatic behavior will not abate and treatment outcome will be com-
promised (Le Grange et al., 1992). In such instances it has been shown that 
a separated format of FBT (meeting with the adolescent and the parents 
but not together) may be more advantageous (Eisler et al., 2000).

Single parents of adolescents with AN who present with high levels of 
obsessive and/or compulsive traits are particularly at risk for being taxed 
beyond their capacity and might require more treatment than in cases 
in which two parents are present (Lock et al., 2005). On the other hand, 
single parents of patients with BN do not appear to be at a disadvantage 
(Doyle, McLean, Washington, Hoste, & Le Grange, 2009).

conclusions

FBT is a promising outpatient treatment for AN, BN, and their EDNOS 
variants. The transdiagnostic model of FBT posits that although the eti-
ology of an eating disorder is unknown, the pathology affects the fam-
ily and home environment in ways that inadvertently allow for symptom 
maintenance and progression. FBT directly targets and resolves family- 
level variables, including secrecy, blame, internalization of illness, and 
extreme active or passive parental responses to the eating disorder. Future 
research will test these mechanisms, which are currently theoretical.
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c h a P t e r  1 7

Unified Protocol for Youth with Chronic 
Pain in Pediatric Medical Settings

Laura A. Payne, Jennie C. I. Tsao, and Lonnie K. Zeltzer

Health problems in children and adolescents can have a significant impact 
on social, family, and academic functioning. Short-term effects of signifi-
cant medical problems include missed school, withdrawal from social 
and physical activities, and family stress and tension. However, long-term 
effects of health problems in youth may be even more deleterious. In addi-
tion to placing them at risk for future health problems, significant medical 
conditions can also lead to chronic illness, premature death, and emotional 
disorders (Power, DuPaul, Shapiro, & Parrish, 1998). In fact, the high rate 
of comorbid emotional disorders, particularly anxiety and depression, 
has proved to be an obstacle to the effective treatment of chronic pain 
(Eccleston et al., 2012; Keefe et al., 2001). Because chronic pain is a com-
mon pediatric medical condition and involves the interaction of biologi-
cal, social, and psychological factors (Gatchel, Peng, Peters, Fuchs, & Turk, 
2007), it is well suited to psychosocial intervention. This chapter focuses 
largely on the psychosocial transdiagnostic conceptualization of pediatric 
chronic nonmalignant pain with comorbid anxiety and depression.

definition of Transdiagnostic Theory in relation to medical conditions

A transdiagnostic approach may represent a more efficient, and possi-
bly more efficacious, way to ameliorate overlapping emotional disorder 
symptomatology (comorbidity), in addition to facilitating effective dis-
semination of empirically supported treatments to practicing clinicians 
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(Allen, Ehrenreich, & Barlow, 2005). We believe that chronic pain dis-
orders naturally fit within this transdiagnostic paradigm, given that 
many patients present with multiple chronic pain complaints (Perquin 
et al., 2000). Evidence supporting a pain and emotional transdiagnostic 
approach is also found in the high rates of psychological comorbidity in 
chronic pain populations, common neurobiological underpinnings, evi-
dence of emotion dysregulation associated with chronic pain, and the 
efficacy of cognitive- behavioral strategies for managing chronic pain. The 
treatment presented here is an adaptation of the Unified Protocol for the 
Treatment of Emotional Disorders in Adolescents (UP-A; Ehrenreich- May 
et al., 2008; Ehrenreich, Goldstein, Wright, & Barlow, 2009) for use with 
adolescents (ages 12–17) with a chronic pain disorder and self- reported 
symptoms of anxiety and/or depression. Our adaptation of the protocol 
differs substantially from the UP-A by emphasizing emotional reactions 
to discomfort and pain—an area that is only minimally addressed in the 
UP-A in the context of interoceptive exposure and panic attacks.

The Unified Protocol for the Treatment of Emotions in Youth with 
Pain (UP-YP; Allen, Tsao, Zeltzer, Ehrenreich- May, & Barlow, 2010) is a 
transdiagnostic treatment using cognitive- behavioral principles to address 
both pain- related and emotional dysfunction. This unified approach dif-
fers from the transdiagnostic approaches described in the current lit-
erature (e.g., Masia Warner, Reigada, Fisher, Saborsky, & Benkov, 2009; 
Reigada, Fisher, Cutler, & Masia Warner, 2008) in a number of important 
ways. First, from a theoretical perspective, the UP-YP goes beyond the 
application of general cognitive- behavioral strategies to pain and anxiety 
and instead focuses on identifying and modifying maladaptive emotion 
regulation (ER) and response strategies associated with the experience 
of pain. Although the techniques may be similar to traditional cognitive- 
behavioral therapy (CBT), the function is different. In the UP-YP, the thera-
pist aims to implement more adaptive ER skills using a variety of situations 
and contexts, and this theoretical shift allows the UP-YP to be applied to 
any emotional experience, regardless of whether it stems from pain or is 
related to anxiety, depression, anger, or other emotions. Second, as this 
theoretical perspective implies, therapists will not be limited to working 
with only certain types of pain disorders or emotional comorbidity (includ-
ing depressive disorders). Even though the particular situations and con-
texts may vary depending on symptom presentation, the function of the 
treatment strategies is similar, that is, to assist patients in learning adaptive 
ways to manage their emotional distress.

description of the clinical Population

Chronic pain, including functional disorders such as complex regional 
pain Syndrome Type 1 (CRPS-1), chronic daily headaches, fibromyalgia, 
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myofascial pain disorders, and recurrent abdominal pain, is a significant 
medical problem among youth. Chronic pain has been defined as recur-
rent or continuous pain lasting more than 3 months (Perquin et al., 2000). 
Epidemiological work indicates that more than 45% of children ages 10–18 
report chronic pain, most commonly headaches, abdominal pain, limb 
pain, and back pain (Perquin et al., 2000; Roth- Isigkeit, Thyen, Raspe, 
Stoven, & Schmucker, 2004). There are significant economic costs asso-
ciated with medical problems such as chronic pain. For example, use of 
health-care services is higher in adolescents with chronic pain, resulting in 
significant financial burdens to families and government programs. One 
study of 70 adolescents with juvenile rheumatoid arthritis found that the 
mean annualized direct cost per child was $7,905, with extra school costs 
estimated at $1,449 and family costs at $1,524 per year (Allaire, DeNardo, 
Szer, Meenan, & Schaller, 1992). More recently, annual costs for each child 
with chronic pain in the United Kingdom are estimated at £8000 (approxi-
mately $12,170 in U.S. currency), resulting in a yearly nationwide cost of 
£3840 million (Sleed, Eccleston, Beecham, Knapp, & Jordan, 2005).

Youth with chronic pain can also exhibit patterns of “doctor seeking” 
and overutilization of medications, as well as high levels of psychosocial 
distress and dysfunction (Palermo, Krell, Janosy, & Zeltzer, 2008; Zeltzer 
& Krell, 2007). A significant concern for children and adolescents with 
chronic pain is the high rate of comorbid anxiety and depression in this 
patient population (Campo et al., 2004; Campo, Comer, Jansen-McWil-
liams, Gardner, & Kelleher, 2002; Dorn et al., 2003; Ghanizadeh et al., 
2007; Lipsitz et al., 2005; Ramchandani, Fazel, Stein, Wiles, & Hotopf, 
2007). Generally, results across these studies indicate a greater risk of 
comorbid anxiety and/or unipolar mood disorders, as well as increased 
levels of anxiety and depression symptoms in individuals with chronic 
pain. These data highlight the significant overlap between physical and 
psychological disorders.

UP‑YP Treatment approach

The UP-YP is a flexible, modular- based individual treatment protocol. 
A full course of treatment can consist of between eight and twenty- one 
50-minute sessions, all occurring within a 6-month time frame. It is recom-
mended that, at least initially, sessions occur on a weekly basis. However, 
as termination approaches, sessions may be spaced out to every 2 weeks. 
Therapists using the UP-YP are expected to have some level of familiarity 
with traditional CBT protocols; however, initial research has shown that 
even junior- level therapists are able to successfully use the original Uni-
fied Protocol for the Transdiagnostic Treatment of Emotional Disorders 
(UP; Barlow et al., 2010) (Ellard, Fairholme, Boisseau, Farchione, & Bar-
low, 2010) and the UP-A (Ehrenreich et al., 2009).
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The UP-YP modules are as follows (described in more detail subse-
quently): (1) psychoeducation about emotions and pain, (2) awareness 
of emotions and pain, (3) flexibility in thinking, (4) modifying emotion- 
driven behaviors through exposures, and (5) treatment review and relapse 
prevention. In addition, several optional modules are available for thera-
pists, which include: (1) building and keeping motivation, (2) keeping safe 
(for adolescents with suicidal ideation or intent), and (3) parenting the 
emotional adolescent with pain. Regarding delivery of the UP-YP, it is 
important to note that some of the basic procedures described in the pro-
tocol are not necessarily different from the procedures a therapist might 
employ using a traditional CBT protocol. In fact, it is the theoretical 
underpinnings and conceptualization that makes the UP-YP unique and 
different from traditional CBT. Whereas CBT aims to improve emotional 
reactions through modification of maladaptive cognitions and elimina-
tion of conditioned associations with environmental cues, the UP-YP 
aims to modify both pain and emotions based on emotion theory using 
an ER framework— that is, creating emotional change through reduced 
emotional avoidance and modification of action tendencies. Therefore, 
although the techniques may appear similar for clients with similar diag-
noses or symptoms, the potential value of the UP-YP is in teaching thera-
pists the necessary targets of emotional change so that strategies can be 
applied flexibly and individually across clients with various presenting 
complaints.

UP-YP Modules

Module 1: Psychoeducation about Emotions and Pain

The first module of the UP-YP consists primarily of psychoeducation 
about emotions and pain responses. Treatment begins with a review of the 
functional/adaptive nature of emotions and pain, describing how both 
are signals that can give important information about the environment. 
Clients are instructed in and asked to monitor the three- component model of 
pain by reviewing thoughts, physical sensations, and behaviors associated 
with pain responses. Then the cycle of pain is discussed in relation to the 
concept of negative reinforcement. For example, with a 14-year-old boy 
with chronic daily headache, the relationship between physical sensations 
(head pain), thoughts (e.g., “If I go out with my friends, my head pain will 
get worse and it will never get better”), and behaviors (staying home in 
a dark room) were explicitly discussed, emphasizing how this cycle con-
tributes to more frequent and intense levels of head pain. In addition, 
this particular boy’s emotional response to head pain (i.e., anxiety) was 
discussed as an additional factor that contributes to the cycle of pain. 
Clients are also asked to monitor pain levels, moods, and anxiety over the 
course of each week. Because the UP-YP is heavily focused on emotions 
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and (eventual) modification of subsequent responses, these practices 
begin to develop the skill of emotional awareness, which is essential for 
implementing future aspects of the protocol.

Module 2: Awareness of Emotions and Pain

The second module of the UP-YP focuses specifically on awareness of 
emotions through the use of practices designed to elicit different emo-
tions. The first awareness skill involves using diaphragmatic breathing 
as an opportunity for the client to become more aware of what he or she 
is feeling, both physically and emotionally. Consistent with an emotional 
acceptance- based approach and in contrast to traditional CBT, the UP-YP 
does not emphasize breathing as a way to “relax,” as this may have the 
unintended effect of creating increased levels of anxiety/stress because 
of the implied goal of suppressing any “nonrelaxing” experiences. In this 
sense, breathing is only used as a tool to increase awareness. The client is 
also asked to engage in some brief exposures designed to trigger at least 
mild pain symptoms. During these exposures, the goal is not to create 
or exacerbate this pain per se; rather, clients are encouraged to practice 
being aware of emotional responses to the pain. In this sense, the UP-YP 
targets the emotional dysregulation (affective component) related to pain 
rather than the sensory experience of pain. A 15-year-old girl with chronic 
low back pain and generalized anxiety disorder (GAD) practiced slowly 
bending over until she began to feel the sensation of pain in her back, 
noticing those sensations and her emotional reactions for a minute and 
then returning to a standing posture. As she continued to practice this 
exercise, she became more aware that even subtle sensations in her back 
triggered an anxious response, and thus she was better able to understand 
the connection between her physical sensations of pain and her anxiety.

During this module, the UP-YP also emphasizes the role of emo-
tional avoidance and its relationship to pain responses. Emotional avoid-
ance strategies include any action that attempts to minimize, control, or 
dampen an emotion. The conceptualization of emotional avoidance and 
its contribution to pain is a unique and specific goal of the transdiagnos-
tic approach inherent in the UP-YP. Whereas traditional CBT protocols, 
or protocols addressing pain and anxiety, may identify specific behavioral 
targets of change (e.g., exposures), the UP-YP focuses on identifying and 
modifying potentially any situation in which the individual is attempting 
to control, avoid, or escape from emotions. For adolescents with chronic 
pain and anxiety/depression, emotional avoidance strategies can com-
prise a wide range of behaviors. A client with chronic head pain may wear 
sunglasses to prevent excessive light that could exacerbate head pain and 
anxiety, whereas a client with recurrent abdominal pain may avoid certain 
foods in an attempt to regulate stomach discomfort and anxiety. Another 
adolescent with fibromyalgia and depression may avoid physical contact 



390 TRANSDIAGNOSTIC TREATMENT APPROACHES 

with her parents, as hugging them triggers both body pain and increased 
feelings of loneliness. Most important during this module, the therapist 
must begin to pay close attention to the ways in which each client attempts 
to manage his or her pain and emotional responses, as these are often a 
clue to the emotional avoidance strategies used.

Module 3: Flexibility in Thinking

Module 3 addresses the cognitive component of pain and emotional expe-
riences. First, “thoughts” are described as “interpretations,” and clients 
are asked to consider how interpretations are subject to personal experi-
ence and emotional reactions. This notion is illustrated through the pre-
sentation of an ambiguous picture. Each client is asked to determine what 
the picture means. Then each interpretation is discussed as a function 
of what information the client focused on to generate that interpreta-
tion, as well as the emotional state that the client is experiencing at the 
time. Subsequently, alternative interpretations are generated in session, 
and the importance of flexibility in thinking is highlighted. Next, the 
specific skills for responding to automatic interpretations are reviewed, 
including identification of “thinking traps” (i.e., negative or unhelpful 
ways of thinking that are easy to get “stuck” in, such as “ jumping to con-
clusions” or “thinking the worst”) and “detective questioning” (i.e., using 
evidence from past experience to consider whether automatic interpreta-
tions are accurate). These skills help clients consider the broader context 
of interpretations, particularly the influence of emotional states on atten-
tion to information to generate interpretations. In chronic pain, cycles 
of negative interpretations lead to maladaptive behaviors, such as social 
withdrawal and isolation. Challenging interpretations about the conse-
quences or impact of pain can help modify this negative cycle.

The skills of this module are illustrated in the example of a girl with 
recurrent abdominal pain, whole-body pain, and depression. This client 
was able to identify a core thought related to her experience of pain (i.e., 
“I’ll never be allowed to leave my parents’ house if I have chronic pain”), 
as well as a core depressive thought (i.e., “No one understands me”). Both 
these thoughts were identified as thinking traps (“ jumping to conclu-
sions” and “thinking the worst,” respectively). Detective questioning skills 
were used to help her consider that her interpretations were at least partly 
a function of her mood and to help her generate alternative interpreta-
tions of her physical and emotional pain experiences.

Module 4: Modifying Emotion-Driven Behaviors through Exposures

The fourth module of the UP-YP involves specifically designing and exe-
cuting situational exposures that trigger uncomfortable emotions so that 
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behaviors that occur during the experience of emotion (i.e., “emotion- 
driven behaviors,” usually escape during the experience of fear or dis-
comfort) can be modified and emotional avoidance and safety behaviors 
reduced or eliminated. In this module, triggers can vary from intero-
ceptive (e.g., pain) to situational (e.g., in vivo), so that the therapist has 
greater flexibility to design effective emotion exposures. This module 
typically begins with in- session interoceptive exercises using a symptom 
induction test, in which clients are asked to engage in three exercises: 
spinning while standing, hyperventilating, and breathing through a thin 
straw. These exercises are designed to induce a mild to moderate degree 
of physical discomfort, and the exercise that triggers the most discomfort 
is assigned for practice out of session. Through repeated practice, the 
connection between the physical discomfort and the client’s emotional 
reaction begins to weaken, as he or she learns that physical discomfort is 
to some degree under his or her control and does not necessarily lead to 
catastrophic consequences. Although these exercises are typically used 
with clients who have panic disorder, interoceptive cues can be a strong 
trigger for a variety of emotional disorders (including depression), as well 
as chronic pain, given the strong relationship of anxiety sensitivity to pain 
responses (Tsao et al., 2004).

Other out-of- session practices can focus on designing any situation 
that will elicit the emotion or physical sensation that is dysregulated and 
avoided. It is not necessary to focus on one particular situation or emo-
tion (e.g., assigning only social situational exposures for a child who has 
social anxiety); rather, the flexibility of the UP-YP allows the therapist to 
assign exposures that can be very broadly focused to target the emotional 
dysregulation inherent in chronic pain. Through these exposures, avoid-
ance is reduced or eliminated.

Some examples of emotion exposures in adolescents with chronic 
pain and anxiety/depression have included reading poetry out loud (both 
in session and later in class) for social anxiety, writing poetry and short 
paragraphs about sadness and isolation for depression, and touching 
bathroom walls for anxiety about contamination. Examples of exposures 
specific to emotions related to pain include going on a school field trip 
without a parent for anxiety related to head pain, attending band practice 
while in mild physical discomfort for depression related to whole-body 
pain, and drinking a large amount of water for anxiety related to recur-
rent abdominal pain.

Module 5: Treatment Review and Relapse Prevention

The final module (Module 5) typically consists of one session to review 
progress and anticipate future difficulties. At this session, progress over 
the course of treatment is highlighted, and skills learned during each 
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module are reviewed. Clients are asked to consider future obstacles and 
how to implement skills learned to deal with these obstacles.

Optional Modules

Three optional modules are also included in the UP-YP. The first is Build-
ing and Keeping Motivation, which encourages therapists to use motiva-
tional enhancement techniques (e.g., expressing empathy, developing dis-
crepancy, rolling with resistance, supporting self- efficacy) to motivate and 
engage the client in the treatment strategies (for a review of motivational 
interviewing strategies, see Miller & Rollnick, 2012). The strategies pro-
vided in this module may be especially important at the beginning of the 
therapy but may also be beneficial as the therapy progresses into more 
challenging sessions, when disengagement from the therapy is common 
(Ehrenreich- May et al., 2008). The second optional module, Keeping Safe/
Dealing with Difficult Times, is designed for adolescents who struggle with 
depression and suicidal ideation. This module can last up to three flexible 
sessions, in which the therapist deviates from the module in an effort to 
address events that indicate a substantial worsening of functioning and 
may interfere with the delivery of the protocol. Some of the strategies in 
this module include developing a safety plan (in the case of suicidal ide-
ation) and building positive experiences and events into an activity sched-
ule. The third optional module, Parenting the Emotional Adolescent with 
Pain, can include up to three sessions in which the therapist meets with 
the parent(s) to review the treatment rationale, to discuss how to respond 
to distressed adolescents, and to discuss common conflicts between ado-
lescents and parents. Parent sessions may be scheduled separately from 
the individual sessions with the client.

The optional modules are particularly important for youth with 
pain. Often hopelessness and despair about the future associated with a 
chronic health condition (such as pain) can pervade a child’s or adoles-
cent’s thoughts and may trigger thoughts of self-harm. Parenting skills are 
also critical, as parents may have unwittingly been reinforcing the pain 
experience in their child through negative reinforcement or encouraging 
coping with avoidance.

support for mechanisms Underlying chronic Pain and emotions

The biopsychosocial model of pain purports that chronic pain repre-
sents a complex interaction of biological, psychological, and social factors 
(Gatchel et al., 2007). Pain itself is a multidimensional construct incor-
porating both sensory (e.g., intensity, duration) and affective (emotional) 
aspects. Recognition of the affective dimension of pain has focused 
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attention on the ways in which mood states influence the pain experi-
ence. For example, higher levels of anticipatory anxiety about an upcom-
ing pain task have been shown to predict increased pain responses to that 
pain task in children and adolescents (Tsao et al., 2004). Research over 
the past several decades has begun to provide support for the concept of 
common mechanisms underlying both pain and emotions.

Neurobiological Mechanisms

Although the mechanisms by which emotions influence pain (and vice 
versa) are unclear, it is possible that pain and emotions share similar 
neurobiological pathways. A recent study explored the neural correlates 
of pain anticipation in a sample of participants with and without major 
depressive disorder (MDD) (Strigo, Simmons, Matthews, Craig, & Paulus, 
2008). Results suggested that anticipation of the pain task led to increased 
activity in brain areas associated with emotional reactivity only for par-
ticipants with MDD. Furthermore, in participants with MDD only, greater 
activation in the right amygdala during anticipation of pain was associ-
ated with greater levels of perceived helplessness. The authors suggest 
that the presence of MDD may lead to an impaired ability to modulate 
painful experiences due to activation of these emotional centers of the 
brain (Strigo et al., 2008). Others have highlighted the role of the endog-
enous opioid system in the modulation of both pain and stress (anxiety; 
Ribeiro, Kennedy, Smith, Stohler, & Zubieta, 2005).

Emotion regulation

Given the prominent role of mood in modulating the pain experience, 
it follows that difficulties in regulating emotions may have an adverse 
impact on pain. ER refers to attempts to change subjective experiential, 
cognitive, behavioral, or physiological emotional responses in oneself or 
others. Although some approaches are adaptive, growing evidence sug-
gests that excessive and rigid attempts to control, suppress, or hide emo-
tional experiences results in increased levels, intensity, and duration of 
the very emotion the individual is attempting to regulate (Barrett, Rapee, 
Dadds, & Ryan, 1996; Gross, 2002; Keefe et al., 2001; Zeman, Cassano, 
Perry- Parrish, & Stegall, 2006).

Although evidence now supports the concept of emotion dysregula-
tion as both a contributing and a maintaining factor for emotional dis-
orders, more recently this concept has been extended to physical health 
and pain. Initial findings highlight a potentially important role of ER in 
pain responses, with evidence pointing especially to problems with emo-
tion identification and expression (Lumley, Beyer, & Radcliffe, 2008; Mat-
tila et al., 2008; Tuzer et al., 2010). Similarly, the tendency to inhibit or 
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suppress feelings appears to have deleterious consequences with regard 
to pain. In laboratory studies, students instructed to suppress thoughts 
of pain demonstrated poorer recovery following a cold- pressor pain task 
as compared with students who were asked to monitor pain responses. In 
addition, recall of pain intensity was significantly higher in the suppres-
sion group (Cioffi & Holloway, 1993). In a separate investigation, when 
individuals were asked to suppress thoughts about pain prior to a pain 
task, they reported significantly more intrusive thoughts about the pain 
and greater pain severity as compared with those who were not asked 
to suppress (Sullivan, Rouse, Bishop, & Johnston, 1997). In chronic pain 
patients (women with fibromyalgia), intensity of affect was related to 
more severe pain only for those individuals who also had difficulty iden-
tifying and expressing feelings (van Middendorp et al., 2008). These find-
ings suggest that interventions aimed at improving ER and psychological 
flexibility (i.e., flexibility in behavioral responding to various emotional 
states) may assist in the amelioration of chronic pain.

support for Transdiagnostic Treatment approaches  
to chronic Pain in children

Psychologically based therapies are commonly used to assist individu-
als with chronic pain to improve function and reduce disability (Jensen, 
 Nielson, & Kerns, 2003). In a recent review, Eccleston and colleagues 
(2012) found that psychological therapies (such as CBT, biofeedback, hyp-
nosis, and relaxation) were effective for treating pain in children with 
headache, abdominal pain, and musculoskeletal pain. Similar results were 
obtained in a meta- analysis of psychological therapies for children with 
pain (Palermo, Eccleston, Lewandowski, Williams, & Morley, 2010). Even 
though CBT has been shown to be efficacious for a number of specific 
pain conditions, evidence suggests that youth often present with multiple 
pain complaints (Perquin et al., 2000), which may require a more compre-
hensive treatment approach.

In response to this need, a number of transdiagnostic treatment 
approaches have been developed for adolescents with chronic pain. A 
modification of acceptance and commitment therapy (ACT; Hayes, Stro-
sahl, & Wilson, 1999)—a cognitive- behavioral approach that uses expo-
sures in combination with acceptance— has been applied to adolescents 
with chronic pain. ACT strategies focus on helping the client determine 
his or her personal values and encouraging participation in valued activi-
ties while accepting what the client cannot change in the situation (e.g., 
levels of pain in that moment, negative thoughts and feelings). The com-
ponents and strategies are conceptualized as universal processes in indi-
viduals with pain and therefore are not specific to any particular pain or 



 Unified Protocol for Chronic Pain 395

emotional condition. Initial pilot testing of this protocol in adolescents 
with chronic pain revealed that adolescents treated with ACT showed sig-
nificant improvements in functional ability, school attendance, catastro-
phizing, and pain (i.e., intensity and interference) following treatment, 
and these gains were maintained at 3- and 6-month follow- up assessments 
(Wicksell, Melin, & Olsson, 2007). More recently, a randomized controlled 
trial of this protocol demonstrated success as compared with a multidisci-
plinary treatment approach that included amitriptyline (Wicksell, Melin, 
Lekander, & Olsson, 2009).

Another promising approach that addresses the high rate of comor-
bidity of anxiety seen in chronic pain conditions is the treatment for 
anxiety and physical symptoms (TAPS), specifically for adolescents with 
chronic pain and comorbid separation, social, or generalized anxiety dis-
orders (Reigada et al., 2008). The TAPS program was developed to jointly 
address anxiety and uncomfortable physical symptoms (i.e., pain) through 
identifying situations in which both anxiety and pain are experienced and 
may interact to exacerbate one another. The protocol, based on the Cop-
ing Cat workbook (Kendall, 1992), uses a standard cognitive- behavioral 
approach, including psychoeducation, relaxation, cognitive restructuring, 
and exposures. The Coping Cat approach is modified in several specific 
ways to make it more applicable to anxiety and pain- related sensations, 
including emphasizing the connection between anxiety and somatic sen-
sations, specific instruction in diaphragmatic breathing for the pur-
pose of reducing physical discomfort, broadening the focus of cognitive 
restructuring strategies to include thoughts related to somatic symptoms, 
planning and executing exposures that target pain, and increasing parent 
involvement. In a pilot, single- arm study, seven children (ages 8–15) with 
abdominal pain and anxiety received 12 weekly sessions of individual 
TAPS treatment, with all participants classified as treatment responders 
(reductions in diagnostic severity, anxiety, and pain; Masia Warner et al., 
2009). Although additional data are needed to confirm these findings in 
a larger, more diverse sample, these results at least initially suggest that 
a transdiagnostic approach targeting physical symptoms and anxiety is a 
feasible and efficacious method of addressing chronic pain in children.

empirical support for the UP‑YP

The UP-YP has not yet been extensively tested in an open or randomized 
controlled trial. However, an initial pilot study using a multiple baseline 
across- subjects design demonstrated improvements in functional disabil-
ity, anxiety and depression, and positive and negative affect (Allen, Tsao, 
& Zeltzer, 2009). In addition, two cases of adolescents who received treat-
ment using the UP-YP have been described in detail in a recent manuscript 
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(Allen, Tsao, Seidman, Ehrenreich- May, & Zeltzer, 2012) In brief, over the 
course of treatment, a 14-year-old boy with chronic daily headache, high 
functioning autism spectrum disorder (ASD), and social anxiety demon-
strated improvement in levels of functional disability and self- reported 
symptoms of anxiety and depression; emotional awareness and expres-
sion increased, and somatization decreased. Continued improvements 
occurred over the course of the 3-month follow- up period. Interestingly, 
this adolescent’s pain levels changed little over treatment but did show 
some improvement over follow- up. Another 17-year-old girl with whole-
body pain, abdominal pain, and depression demonstrated little improve-
ment in functional disability, pain, depression, and somatization over the 
course of treatment. However, she showed improvement on all measures 
across follow- up, suggesting that she may have been able to implement 
some of the skills she learned after treatment ended. Her parents also 
reported a notable change in her overall mood and irritability at follow-
 up.

These data provide some initial support for the UP-YP as a compre-
hensive, transdiagnostic treatment protocol that can address both pain- 
related and emotional dysfunction in adolescents. There may be several 
potential mechanisms by which the UP-YP is able to address a broad 
range of symptoms. It is possible that the strategies used target common, 
underlying processes contributing to both pain and emotional dysfunc-
tion. Another possibility is that teaching a core set of skills allows a client 
to apply those skills to each disorder individually. However, regardless of 
the mechanism, these cases suggest that broadening the scope of appli-
cability of ER skills and cognitive- behavioral treatment strategies may be 
both feasible and helpful for individuals with complex medical and psy-
chological conditions.

developmental considerations

The current version of the protocol is for use with adolescents ages 12–17, 
and the lower age limit of 12 was set keeping in mind the complexities of 
the protocol and the emotional and cognitive development of children. At 
its core, the UP-YP is directed at improving emotional identification and 
regulation skills, both in the context of emotions and pain. The flexibility 
of the protocol, both with regard to the specific strategies (e.g., emotion 
exposures) designed by the therapist and the number of sessions in each 
module, allows for some individual variation depending on emotional 
skill level. However, in our experience, it is important for the child to 
already have some emotion identification and regulation abilities in order 
to fully participate in the sessions. Emotion identification, understanding, 
and regulation are closely tied to cognitive development (Saarni, 1999), 
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and as such this protocol may not be appropriate for participants younger 
than age 12 or who have severe deficits in emotional understanding. Pre-
vious research suggests that children with anxiety disorders have greater 
difficulty regulating (Suveg & Zeman, 2004) and understanding emotions 
(Southam- Gerow & Kendall, 2000). Given that this protocol is directed 
toward adolescents who experience pain and anxiety and/or depression, 
a careful analysis of emotional development would be an important step 
for the therapist to take prior to delivering this or a similar CBT protocol 
(Kingery et al., 2006).

Similarly, cognitive developmental level is an important consider-
ation for implementing the thinking skills module of the protocol. Even 
though the development of problem- solving and metacognitive skills is 
much more pronounced in adolescence, the therapist may need to mod-
ify this module to some degree to accommodate adolescents with devel-
opmentally appropriate cognitive limitations (Kingery et al., 2006). For 
example, with adolescents in the lower age range, the therapist may have 
to first discuss the concept of “thoughts” and “interpretations” as mental 
activities that help a person understand a situation. A younger adoles-
cent may find it more challenging to identify “core” thoughts, and the 
therapist may instead focus on interpretations specific to individual situ-
ations. Similarly, older adolescents may struggle with challenging some 
of their fears by considering alternative interpretations, particularly in 
social contexts. Because social interactions and relationships are a critical 
component of adolescence, asking the client to consider alternatives to 
negative thoughts about how others view him or her may be a challenge. 
The therapist must consider these factors when using detective question-
ing skills and help the adolescent consider alternatives to strongly held 
beliefs about social relationships.

With regard to designing and executing emotion exposures, this 
component of the UP-YP allows the therapist a great degree of flexibility 
to accommodate children with various levels of cognitive and emotional 
development. The therapist can select exposures that are developmen-
tally appropriate and directly related to the client’s daily experience, such 
as helping improve school attendance, developing peer relationships, or 
increasing activity level.

future directions

An ER-based treatment approach represents a new and potentially more 
comprehensive treatment approach to improving pain and disability 
in children with medical problems. The treatment described here, the 
UP-YP, incorporates specific ER skills that aim to reduce the affective com-
ponent of pain, as well as co- occurring anxiety and depression symptoms, 
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through psychoeducation, emotional awareness and prevention of emo-
tional avoidance, flexibility in thinking, and engaging in emotion expo-
sures. Initial data from a pilot study (Allen et al., 2009) and case examples 
(Allen et al., 2012) suggest that the UP-YP may jointly target pain and 
anxiety and depression in adolescents with chronic pain conditions.

There may be several potential mechanisms by which the UP-YP 
is able to address a broad range of emotional and physical symptoms. 
Most importantly, initial evidence suggests that inclusion of ER skills and 
cognitive- behavioral treatment strategies may be important in psychologi-
cal treatments for individuals with both medical and psychological condi-
tions. Future research should further explore the relationship of ER to 
pain responses, as well as the applicability of the UP-YP to children and 
adolescents with diverse pain and emotional disorders, as well as other 
chronic health conditions seen in pediatric medical settings.
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Transdiagnostic Treatments
Issues and Commentary

Thomas H. Ollendick, Maria G Fraire, and Susan H. Spence

The transdiagnostic approach focuses on underlying psychopathological 
processes that are hypothesized to characterize two or more psychiatric 
disorders. In turn, transdiagnostic treatments are designed to target these 
underlying processes and, in doing so, address multiple disorders concur-
rently. The purpose of this chapter is to comment on some important 
issues when considering a transdiagnostic approach and to suggest future 
directions for research and practice. For example, what does “transdiag-
nostic” really mean, and what are the boundaries surrounding its use? 
When should one take a transdiagnostic approach, and for whom is this 
approach most beneficial? What is the evidentiary base for this approach 
at this time?

The transdiagnostic approach is based on research and theory that 
emphasizes the commonalities among disorders rather than differences. 
As indicated by Fairburn, Cooper, and Shafran (2003), Barlow, Allen, and 
Choate (2004), and Harvey, Watkins, Mansell, and Shafran (2004), there 
is considerable support for the notion that cognitive, emotional, and 
behavioral processes are shared across multiple disorders and contrib-
ute to the development and maintenance of these disorders. For exam-
ple, Harvey and colleagues (2004) identified 12 such processes within 
the domains of attention, memory, reasoning, thought, and behavior. 
Indeed, many of these processes, including recurrent negative thinking, 
avoidance behaviors, and biases in interpretation, are addressed in many 
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cognitive- behavioral therapies (CBT) for many diverse disorders. The 
high rates of comorbidity between psychiatric disorders such as anxiety 
and depression and between the eating disorders, depression, and sub-
stance use, among others, are offered as further support of such shared 
psychological and biological processes (Barlow et al., 2004). Moreover, 
some research has shown that successfully treating any one of the co- 
occurring disorders typically leads to the reduction of other comorbid 
disorders (for adults, see Norton & Philipp, 2008; for children, see Ollen-
dick, Öst, Reuterskiöld, & Costa, 2010). Given these observations and 
findings, the transdiagnostic approach has been offered as a more par-
simonious account for understanding psychopathology; furthermore, it 
has been suggested that an integrated treatment protocol that addresses 
multiple processes and disorders at the same time allows for greater dis-
semination of evidence- based treatments and their “uptake” in applied 
clinical settings. Building on this, integrated treatment protocols have 
been, and continue to be, developed to target these commonalities. In 
essence, the transdiagnostic framework offers a way to target multiple 
comorbid disorders with one “integrated” approach without relying on 
disorder- specific interventions. This approach has been viewed not only 
as a way to disseminate evidence- based treatments for more widespread 
use by reducing the number of manualized treatments that a clinician 
would need to master but also as a way to reduce the amount of time a cli-
ent spends in therapy, thereby reducing both financial and time cost (see 
Ehrenreich- May & Chu, Chapter 1, and Chu, 2012, for further discussion 
of this issue).

A review of the transdiagnostic literature reflects a focus on a host of 
underlying processes, including biological and genetic factors, emotion 
regulation processes, attentional biases, negative affect, avoidance behav-
iors, coping styles, and family and interpersonal processes (see Harvey, 
Chapter 2; Compas, Watson, Reising, & Dunbar, Chapter 3; Arditte & 
Joormann, Chapter 4; Chu, Skriner, & Staples, Chapter 5; La Greca & 
Lai, Chapter 6; and Smith & Dishion, Chapter 7, as well as Harvey et al., 
2004; McManus, Shafran, & Cooper, 2010). Often, evidence to support 
transdiagnostic processes comes from research that originated outside 
the transdiagnostic framework. For example, Mansell, Harvey, Watkins, 
and Shafran (2009) drew from the attentional processing literature in 
general to highlight how these processes underlie a variety of disorders 
in adults, as do Racer and Dishion (2012; see also Arditte & Joormann, 
Chapter 4) with children and adolescents. However, less empirical work 
has been undertaken specifically within the transdiagnostic context. This 
not only suggests great potential for future research but also reminds us 
that there is still a great deal to be understood about the transdiagnostic 
process itself, its specificity within any set of disorders, and the treat-
ments emanating from this approach.
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current status of Transdiagnostic approaches with emotional disorders

Given that the extension of transdiagnostic work is still in its early stages 
for most psychiatric disorders in children and adolescents (as is evident 
in the various chapters in this volume), here we concentrate on the emo-
tional or internalizing disorders for which there is more research. In 
doing so, we first turn to the adult literature to frame our comments 
about the current status of transdiagnostic work with children and adoles-
cents. Based on advances in basic research on the psychopathological pro-
cesses associated with various adult disorders, Barlow and his colleagues 
developed the Unified Protocol (UP) for the Transdiagnostic Treatment 
of Emotional Disorders (Barlow, Ellard, et al., 2011; Barlow, Farchione, 
et al., 2011). This CBT program, designed to treat all anxiety and unipo-
lar mood disorders, incorporates existing strategies used in previously 
established evidence- based interventions for the treatment of anxiety and 
mood disorders: restructuring maladaptive cognitive appraisal, changing 
maladaptive action tendencies associated with emotions, preventing emo-
tional avoidance, and utilizing emotion exposure procedures. To date, 
this treatment has been evaluated in two open trials and one random-
ized control trial (RCT) by this group. In the open trials with 18 and 
15 patients, respectively, the treatment appeared promising with patients 
with principal anxiety disorders (Ellard, Fairholme, Boisseau, Farchione, 
& Barlow, 2010). In these open trials, approximately 60% of the patients 
achieved high end-state functioning with respect to their anxiety disor-
ders, their symptoms of depression were reduced, and, importantly, neg-
ative affect (the underlying process dimension shared in common with 
anxiety and depression) was reduced as well. These encouraging results 
led to a recently completed RCT comparing the UP treatment to a wait-
list control condition (WLC) in 37 outpatients who met criteria for an 
anxiety disorder (Farchione et al., 2012). In the 37 patients, diverse prin-
cipal anxiety disorders were represented: seven with generalized anxi-
ety disorder (GAD), eight with obsessive– compulsive disorder (OCD), 
eight with social anxiety disorder (SOC), eight with panic disorder with 
agoraphobia (PDAG), two with anxiety disorder not otherwise specified 
(NOS), one with posttraumatic stress disorder (PTSD), and three with 
coprincipal anxiety disorders (two anxiety diagnoses of equal severity). 
Several had co- occurring anxiety disorders in addition to their principal 
diagnoses, and 9 of the 37 met criteria for a mood disorder. Using a 2:1 
allocation ratio, 26 patients were assigned to the UP condition and 11 to 
WLC. The UP treatment consisted of eighteen 60-minute individual ses-
sions. In terms of outcomes at posttreatment, significantly more patients 
in the UP treatment achieved subclinical status on their principal diag-
nosis than did those in the WLC (50% compared with 0%); in addition, 
more of the UP patients no longer met criteria for any of their comorbid 
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diagnoses compared with those in the WLC at posttreatment (50% versus 
17%), although this difference did not reach statistical significance. Other 
analyses of self- reported anxiety, depression, negative and positive affect, 
work and social adjustment, and clinician ratings of anxiety and depres-
sion also favored the UP condition. Of special significance to the trans-
diagnostic process, 6 of the 9 patients with a mood disorder achieved 
subclinical status at posttreatment, and these effects were maintained at 
a 6-month follow- up. Similar encouraging results were found in a recent 
RCT comparing a WLC with Internet- delivered transdiagnostic treatment 
for adults presenting with anxiety and/or depression (Titov et al., 2011).

These initial open trials and recent RCTs provide reason for optimism 
about the transdiagnostic approach. However, caution is recommended 
because the bulk of the evidence was obtained from uncontrolled open 
trials, the number of participants in the studies has been limited, rigor-
ous treatment fidelity and adherence measures have not been obtained, 
and, perhaps most important for the transdiagnostic approach, changes 
in transdiagnostic processes such as positive and negative affect have 
not been shown to mediate changes in anxiety and depression. Further-
more, none of these studies have examined the utility and efficacy of this 
approach with individuals with a principal diagnosis of a mood disorder. 
In fact, most of the patients in these trials have not even had a comorbid 
mood disorder, raising the question as to whether evidence for a “trans-
diagnostic” approach is available. Finally, it remains to be determined 
whether the impact of the transdiagnostic intervention exceeds that 
resulting from nonspecific, attention placebo factors. Studies indicate 
that the majority of symptom reduction in traditional CBT for depression 
and anxiety occurs in the first 3–4 weeks of treatment, suggesting that 
much of the impact of CBT may be attributable to nonspecific therapy 
factors rather than specific cognitive or behavioral mediation processes 
(Ilardi & Craighead, 1994). It is not clear at this time whether changes 
in the underlying processes that are common to anxiety and depression 
and that characterize transdiagnostic therapy can be differentiated from 
nonspecific therapy processes such as increased expectancies for positive 
change, perceptions of social support, and feelings of being valued and 
respected. These are questions for future research to establish the unique 
contributions of a transdiagnostic approach.

Questions also remain as to when a transdiagnostic treatment would 
be the best treatment option. Should a transdiagnostic approach work 
for all comorbid disorders, or are there specific combinations for which 
it is more effective? Although there is limited research to suggest that 
all anxiety- related disorders, including OCD and PTSD, share underlying 
processes and can be targeted in a transdiagnostic approach (Norton & 
Philipp, 2008), it is not at all clear how the differing symptoms of these dis-
orders might be targeted efficiently and effectively. Although they do not 
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examine transdiagnostic processes and treatments specifically, two stud-
ies in the adult area highlight this issue. Craske et al. (2007) reported on 
an RCT in which 65 patients with panic disorder were allocated to either a 
dual target intervention focusing on panic disorder and their most severe 
comorbid disorder (usually other anxiety disorders, but also mood and 
somatization disorders) or to an intervention focusing only on their panic 
disorder. Interestingly, those whose intervention focused only on panic 
disorder had better outcomes both at posttreatment and at 1-year follow-
 up, not only in terms of their panic disorder but also on the severity of 
their comorbid disorders. These results indicate that remaining focused 
on the single evidence- based treatment for panic disorder resulted in bet-
ter outcomes for both the principal and comorbid diagnoses than did 
attempting to combine evidence- based treatments for the two disorders. 
Tantalizingly, Craske and her colleagues subtitled their paper “More of 
the same, or less of more?” In a similar RCT, Randall, Thomas, and The-
vos (2001) randomized 93 patients with social anxiety disorder and alco-
holism to receive either cognitive treatment for alcoholism and social anx-
iety or treatment for alcoholism alone. Patients receiving the combined 
treatment had worse outcomes for their primary diagnosis of alcoholism 
than those treated for alcoholism alone; moreover, they showed no ben-
efit in terms of their comorbid social anxiety. As noted by McManus and 
colleagues (2010), these studies suggest, contrary to what might have been 
expected, that simply combining evidence- based interventions in patients 
with comorbid disorders may actually dilute the efficacy of the treatments 
for the primary disorders and not lead to improvements in the comor-
bid disorders. Expanding the range of therapy techniques to be acquired 
may make it difficult for patients to fully learn and consolidate the skills 
and knowledge of either of the treatment approaches. Using the catch-
phrase of Craske and colleagues, in some instances, more of the same 
might be better. However, in fairness to the transdiagnostic approach, it 
should be noted that this integrated approach should be differentiated 
from those that combine treatments that aim to change different underly-
ing processes of more than one condition, as was the case in the Craske 
and colleagues (2007) and Randall and colleagues (2001) studies. Rather, 
the transdiagnostic approach requires identification of and change in the 
common, underlying processes of multiple disorders. Such was not done 
in the studies by Craske and colleagues and Randall and colleagues.

Additionally, less empirical research has focused on truly delineat-
ing and assessing the underlying processes that occur across disorders. 
To date there does not appear to be a great deal of research speaking 
to which transdiagnostic processes should be targeted for change, how 
those transdiagnostic processes should be measured, or, for that mat-
ter, how or if changes in these presumed underlying processes mediate 
treatment outcomes. It appears that often diagnostic symptoms are used 
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to determine the commonality across disorders and that treatment out-
comes are based on reduction of those symptoms and subsequent changes 
in diagnostic status, not the candidate underlying processes. In the adult 
literature, McEvoy, Nathan, and Norton (2009) reviewed outcome stud-
ies that had investigated the efficacy of transdiagnostic treatments and 
found that a majority of the studies used only symptom- based measures, 
providing little empirical evidence that the underlying processes were 
being effectively addressed in the unified treatments. It seems to us that it 
is especially important that research into transdiagnostic therapies inves-
tigate the purported common underlying processes to determine whether 
they are present, whether they are being targeted in treatment, whether 
there is significant change in the processes as a result of treatment, and 
whether those changes mediate outcomes.

We also note that transdiagnostic theory provides less of an expla-
nation as to why clinical presentations are so very different between dis-
orders if they do indeed share a set of common processes. Harvey and 
colleagues (2004) suggest that symptom presentation depends on the 
“concerns” of the individual at the point in time that these differing 
behaviors occur and when they seek treatment. This analysis potentially 
focuses on the shared underlying processes; however, less attention is 
afforded the unique processes related to differing disorders. Others have 
argued that, although there are differences, the commonalities are more 
prominent and that, as such, targeting the commonalities may be more 
beneficial than remaining disorder- specific (McEvoy et al., 2009). Much 
research remains to be conducted on when it would be more appropriate 
to apply a disorder- specific treatment or a transdiagnostic treatment. At 
what point is the decision made that targeting the underlying processes 
between anxiety and depression, for example, is better than focusing 
solely on the anxiety or the depression? Common underlying processes 
may explain only part of symptom development with a given presenting 
problem, and transdiagnostic treatment may not address the processes 
and factors involved in the etiology and maintenance of some of the more 
unique features of disorders. Thus further research is needed to deter-
mine whether transdiagnostic treatments are as effective as disorder- 
specific approaches. Similarly, it would be valuable to determine whether 
a staged approach might be more effective, in which treatment begins 
with a transdiagnostic approach and branches off to disorder- (or symp-
tom-) specific therapy elements for those cognitive and behavioral fea-
tures that have not responded to the transdiagnostic component.

Indeed, very little research has focused on a direct comparison 
between disorder- specific treatments and transdiagnostic treatments. To 
our knowledge, no such treatment studies have yet been conducted. How-
ever, Farchione and colleagues (2012) indicate that such a trial is about 
to begin with adults, and Spence and her colleagues have such a trial 
under way with youth who present with social anxiety disorder (Spence, 
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Donovan, March, & Kenardy, 2012). In the Spence and colleagues (2012) 
Internet- based trial, the relative efficacy of a transdiagnostic online CBT 
approach is being compared with an online CBT approach that specif-
ically targets social anxiety disorder and with a WLC. In the past few 
years, Spence and her group have systematically developed and evalu-
ated an Internet- based CBT program for the treatment of diverse anxiety 
disorders (e.g., GAD, social anxiety disorder, separation anxiety disor-
der) in children and adolescents that has proven to be highly successful 
(March, Spence, & Donovan, 2009; Spence et al., 2011). The fully online 
CBT program incorporates minimal e-mail–based therapist contact but 
produces effects that rival those of therapist- delivered interventions, with 
approximately 68% of youth in the Internet condition free of disorder at 
follow- up and with those gains maintained or enhanced at follow- up inter-
vals. In the RCT under way, a specific online program targeting social 
anxiety is being compared with this effective transdiagnostic approach 
to determine whether such enhanced gains might be realized. As noted, 
fully one-third of individuals receiving the transdiagnostic online inter-
vention do not respond to the treatment— rates very similar to those found 
in clinician- delivered interventions (see Seligman & Ollendick, 2011, for 
a review). The targeted intervention includes two components that are 
specific to social anxiety disorder but that might be less relevant to other 
childhood anxiety disorders: social skills and assertiveness training on 
the one hand and interpretation biases and self- focused attention on the 
other. These features, though frequently evident in social anxiety disor-
der, are frequently not included, or at least not highlighted, in extant 
evidence- based CBT programs for childhood anxiety disorders. The 
diagnosis- specific intervention highlights specific causal and maintaining 
factors for social anxiety in youth, addresses thinking errors and interpre-
tation biases specific to social anxiety, uses highly specific exposure hier-
archies, and teaches social skills and assertiveness. As noted, the trial is 
under way, but Spence and her colleagues hypothesize greater treatment 
gains with the disorder- specific intervention.

Some support for such specificity can be found in other research 
with socially anxious youth. For example, Beidel, Turner, and Morris 
(2000) developed a behavioral treatment program to specifically target 
social anxiety in children. This program, social effectiveness therapy for 
children (SET-C), aims to enhance social skills and reduce social anxi-
ety. After SET-C treatment, 67% of the children no longer met criteria 
for social anxiety, and these gains were maintained at both short-term 
and long-term (5-year) follow- up (Beidel, Turner, & Young, 2006). SET-C 
also demonstrated efficacy in comparison to fluoxetine and a pill placebo 
(Beidel et al., 2007). Moreover, improved social skills, assertiveness, and 
overall social competency were witnessed only in the SET-C condition. 
These findings are used as an example to highlight how disorder- specific 
treatments can be highly beneficial. An example of a treatment that 
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provides a broader, transdiagnostic approach to the treatment of child 
anxiety is Kendall’s (1994) Coping Cat program. In this program, children 
with social anxiety disorders are frequently treated alongside children 
with GAD and separation anxiety disorder. The “generic” treatment is 
applied across disorders, inasmuch as these disorders share an underlying 
anxiety construct (Bell-Dolan & Brazeal, 1993), as well as underlying nega-
tive affectivity (Seligman & Ollendick, 1998). Kendall and his colleagues 
(Kendall, 1994; Kendall et al., 1997; Kendall, Hudson, Gosch, Flannery- 
Schroeder, & Suveg, 2008) reported that of the children who participated 
in their Coping Cat treatment program for anxious youth, about 53–61% 
no longer met criteria for their principal anxiety disorders posttreatment. 
As noted, this program was designed to treat anxiety more broadly (i.e., 
across anxiety disorders) and in that sense transdiagnostically.

In a recent analysis of the outcomes of socially anxious youth in these 
more generic, transdiagnostic programs, Scharfstein and Beidel (in press) 
noted three major trends and concerns: (1) only about 15% of the youth 
in these treatment studies had social anxiety disorder, and hence these 
disorders are underrepresented in these larger studies; (2) these generic 
treatment programs rarely include training in social skills, assertiveness, 
and social competency more broadly defined; and (3) in those studies that 
examined diagnostic recovery, youth with social anxiety disorder fared 
worse than their counterparts without social anxiety. For example, Craw-
ley, Beidas, Benjamin, Martin, and Kendall (2008) reported that 40.1% of 
the youth with social anxiety no longer met diagnostic criteria in their tri-
als compared with 67.2% of those youth with separation anxiety disorder 
and 71.2% of those with GAD. Shortt, Barrett, and Fox (2001) reported 
similar outcomes with their generic FRIENDS program in Australia, as 
did Hudson and colleagues (2009) with their generic Cool Kids program, 
also in Australia. In this latter study, only 25% of youth with social anxiety 
disorder were free of their diagnoses at posttreatment, compared with 
51% of those with GAD or separation anxiety disorder. Notably, these dif-
ferential findings were obtained even after controlling for mood disor-
ders. Collectively, these findings suggest that diagnosis- specific treatment 
programs for socially anxious youth may be more effective than generic, 
transdiagnostic (across anxiety disorders) programs, although a direct test 
of these findings is yet to be conducted. To our knowledge, Spence and 
colleagues’ (2012) online trial is the first to make this direct comparison.

What is the current status of recent Transdiagnostic approaches 
with children with emotional disorders?

As noted earlier, a considerable amount of work on generic transdiagnos-
tic approaches across the anxiety disorders in youth has already occurred. 
In general these studies show that these evidence- based CBT interventions 
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for youth with diverse anxiety disorders are effective; yet approximately 
one-third to one-half of the youth do not respond positively to these 
anxiety- focused treatment programs (see Seligman & Ollendick, 2011, 
for a review). Efforts to explore the moderators of treatment outcome in 
these studies have been undertaken, and, although the evidence is sparse, 
a few studies reveal that the co- occurrence of anxiety and depression may 
be associated with treatment failure. For example, Berman, Weems, Sil-
verman, and Kurtines (2000) showed that diagnoses of a comorbid mood 
disorder, as well as self- reported depressive symptomatology, were associ-
ated with lower levels of treatment success both in group and individual 
CBT programs for anxiety- disordered youth. So, too, did Crawley and 
colleauges (2008) in a reanalysis of outcomes associated with Kendall’s 
(1994) Coping Cat program. These authors concluded that comorbid 
affective disorders likely contributed to differential treatment outcomes, 
especially for those youth who had a principal diagnosis of social anxiety 
disorder. However, it should be noted that these effects associated with 
mood disorders were shown in only 2 of the now more than 25 stud-
ies examining these generic transdiagnostic treatments. Unfortunately, 
many of these studies failed to report on those patients with depressive 
comorbidities, and, even when they did, the number of such youth was 
relatively small (e.g., less than 5% of the 166 youth in Crawley et al., 2008, 
were diagnosed with a secondary mood disorder). Furthermore, a high 
clinical level of comorbid depression is frequently an exclusion criterion 
in clinical trials of the treatment of anxiety disorders in youth, which lim-
its the capacity to examine the impact of comorbid depression in these tri-
als. Thus the conclusions based on co- occurrence of depressive disorders 
must be viewed as preliminary at best.

Recently, in an effort to address both anxiety and depression symp-
toms in the same integrated treatment, Ehrenreich and her colleagues 
have extended Barlow and colleagues’ UP to adolescents and children 
(Ehrenreich, Goldstein, Wright, & Barlow, 2009). Parent sessions were 
added, and the language and therapeutic exercises were modified to 
make the protocol more developmentally appropriate and relevant for 
an adolescent and child population. In the first study, Ehrenreich and 
colleagues (2009) conducted a multiple- baseline design study of their 
modified treatment protocol with three adolescents presenting an array 
of anxiety and depression symptoms. All of the youth had a principal 
diagnosis of one of the major anxiety disorders, and one of the youth had 
a comorbid mood disorder. All three youth benefited from this 16-ses-
sion treatment, at least as evidenced by reductions in the clinical severity 
level of their principal anxiety diagnoses at posttreatment; however, two 
of the three remained at a clinical level at that time, and the youth who 
had a mood disorder retained that diagnosis at posttreatment as well. At 
6-month follow- up, however, all diagnoses, including the mood disorder, 
were subclinical, suggesting continued gains. Although it is indicated that 
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a multiple baseline design was enlisted in this study, results for such are 
not presented, and essentially what we have here is a wait-list treatment 
design. Moreover, it is difficult to determine what produced the gains fol-
lowing treatment, as they were not present at posttreatment. Finally, only 
one of the three youth had a mood disorder, and hence the “transdiagnos-
tic” value of this treatment demonstration remains unclear.

In the second study, additional modifications to the adolescent pro-
tocol were made, and the protocol was applied to two young children in 
an open trial (Ehrenreich- May & Bilek, 2012). The new protocol, dubbed 
“UP for Children: Emotion Detectives” (UP-C:ED), is designed to be a 
group treatment program for comorbid anxious and depressed youth. 
One child in this open trial, an 8-year-old boy, possessed diagnoses of 
generalized anxiety disorder and social phobia and a subclinical diag-
nosis of a specific phobia of the dark. The second child, a 7-year-old girl, 
possessed a diagnosis of separation anxiety disorder and subclinical diag-
noses of GAD, social phobia, and depressive disorder not otherwise speci-
fied. Both children responded positively to the 15-session intervention, 
and their principal diagnoses were no longer clinically significant at post-
treatment. Of course, as an open trial and with only two participants, the 
scientific value of this demonstration is found wanting, albeit interesting. 
It is also of note that neither of the children was diagnosed with a mood 
disorder (although the second child was subclinical), and the “transdiag-
nostic” value of the treatment remains unclear.

Recently, Bilek and Ehrenreich (2012) reported on findings for 22 
children between 7 and 12 years of age who participated in an open trial 
of the UP-C:ED program (two of the 22 children were reported on in the 
Ehrenreich and Bilek open trial described previously). All of the chil-
dren met a principal diagnosis of one of the anxiety disorders; addition-
ally, most met criteria for at least one other comorbid anxiety disorder, 
and seven (32%) met criteria for a comorbid subclinical or clinical mood 
disorder (clinical severity rating [CSR] > 3). Four of the 22 participants 
(18%) terminated treatment prematurely. For those 18 children who com-
pleted treatment, 14 (78%) were free of their pretreatment clinical diag-
noses; however, this rate dropped to 64% in the intent- to-treat analyses. 
For those with a comorbid depressive disorder, four of the five (80%) who 
completed treatment were free of their mood disorder at posttreatment; 
however, this number dropped to 57% for the intent- to-treat analyses. 
Moreover, those who dropped out of treatment reported greater depres-
sive symptoms at intake. Overall, then, the treatment was effective for 
the majority of the youth, but at rates comparable to those seen in other 
anxiety- diagnosis- specific programs such as Coping Cat, FRIENDS, and 
Cool Kids. The results for depression are less clear and seem to suggest 
that the presence of elevated depressive symptoms may lead to early 
termination. It is also not clear what common underlying processes the 
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intervention was designed to target and whether the intervention was 
effective in producing change in these variables. As noted earlier, future 
research into transdiagnostic therapies must address these issues.

In addition to these efforts by Ehrenreich and colleagues, Weers-
ing and colleagues (Weersing, Gonzalez, Campo, & Lucas, 2008; Weers-
ing, Rozenman, Maher- Bridge, & Campo, 2012) and Chu and colleagues 
(Chu, Colognori, Weissman, & Bannon, 2009; Chu, Merson, Zandberg, & 
Areizaga, 2012) have independently explored integrated treatment proto-
cols for the treatment of children and adolescents with anxiety, depres-
sion, and somatic disorders. However, like the studies of Ehrenreich and 
colleagues, these studies have consisted largely of uncontrolled pilot 
case studies and have not tracked underlying transdiagnostic processes 
throughout treatment nor shown changes in these processes following 
treatment.

summary and commentary

As is evident from adult studies but most assuredly from child and adoles-
cent studies, transdiagnostic treatment approaches are in their infancy, 
with primary support coming from small open clinical trials, under-
powered RCTs, and designs that do not allow us to conclude that the 
transdiagnostic treatment is any more effective than placebo or disorder- 
specific therapies. In many respects, at this time these approaches must 
be considered “experimental” in terms of evidence- based nomenclature 
(see Chambless & Ollendick, 2001). To date, to our knowledge, results 
are not yet available comparing transdiagnostic approaches directly with 
diagnosis- specific and/or placebo treatments. Indeed, the limited research 
available suggests that they may be no more effective than diagnosis- 
specific treatments and, in fact, might be less effective. Moreover, in refer-
ence to treating anxiety and mood disorders transdiagnostically, studies 
have rarely included patients with diagnosed mood disorders, and these 
individuals have frequently done less well in treatment when included. 
Furthermore, no studies to our knowledge have included patients with 
principal diagnoses of mood disorders. As a result, we really do not know 
the extent of their reach to “emotional” disorders more broadly speaking.

Additionally, a great deal of the transdiagnostic research appears to 
revolve around treatment, without the foundational work of empirically 
validating the underlying processes that are believed to co-occur in emo-
tional disorders. Although there is clearly a great deal of research in the 
various domains (e.g., cognitive biases, negative affect, attentional pro-
cesses), research specifically detailing these underlying processes within 
a transdiagnostic conceptualization is limited. Strengthening the transdi-
agnostic theory will come from additional research focused on elucidating 
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and empirically validating these underlying processes and then showing 
that these underlying processes not only change as a function of a transdi-
agnostic treatment but are causally related to the reduction of symptoms 
and diagnoses. To our knowledge, no studies employing this approach 
have demonstrated that the cognitive, emotional, and behavioral pro-
cesses that are shared by various emotional disorders mediate treatment 
outcomes. Although we have noted that these processes have been shown 
to change in some studies, along with symptoms of anxiety and depres-
sion, it has not been demonstrated that these changes are related to or 
causal of treatment outcomes. Such studies and demonstrations will be 
critical to testing the basic assumptions underlying the transdiagnostic 
approach.

This chapter has mainly focused on the transdiagnostic approach as 
applied to anxiety disorders and depression and between different forms 
of anxiety disorders. Future studies will no doubt examine the common 
underlying features of other disorders in young people in which common 
underlying mechanisms can be demonstrated, such as depression and eat-
ing disorders, or social phobia and substance use, or conduct and atten-
tional problems. The various chapters in this volume attest to the exciting 
work under way in these nascent areas. Also, we have concentrated pre-
dominantly on the treatment of anxiety and depressive disorders, but a 
case can be made for a transdiagnostic approach to the prevention of anx-
iety and depression and other disorders. Interventions that are designed 
to tackle the cognitive and familial risk factors associated with these and 
other disorders, such as problem- solving skills training, cognitive coping 
strategies, and parent training, offer promise as targeted transdiagnos-
tic prevention approaches for these disorders (Dozois, Seeds, & Collins, 
2009).

It is our hope that the current volume will go far to address some 
of these shortcomings and will pave the way for more scientific evidence 
both on the transdiagnostic processes that characterize emotional disor-
ders and the integrated, transdiagnostic treatments that emanate from 
this approach. Until then, and in the absence of more compelling and 
scientifically acceptable evidence, we suggest that the promulgation and 
dissemination of these unified procedures may be premature and that we 
need to proceed with caution. Nonetheless, the transdiagnostic approach 
appears most promising and is most deserving of our continued attention 
and careful analysis.
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c h a P t e r  1 9

Transdiagnostic Research  
and Treatment in Youth

Revolution or Evolution?

Brian C. Chu and Jill Ehrenreich‑May

Even a cursory review of the preceding chapters in this book impresses 
on the reader the magnitude of research and treatment development that 
has occurred in an extremely brief amount of time. The first mention of 
the term transdiagnostic therapy was published in 2003 by Fairburn and 
colleagues in their description of common maintaining processes across 
eating disorders. At the same time, Barlow and colleagues (2004) were 
detailing their case for a “unified protocol” across a wide spectrum of 
disorders. Simultaneously, Harvey and colleagues (2004) were laying 
out a detailed exposition of basic science that supported the presence of 
common cognitive and behavioral mechanisms that explained the onset 
and maintenance of adult psychological disorders. And, finally, the first 
explicit description of a transdiagnostic intervention in youth popula-
tion occurred in Ehrenreich, Buzzella, and Barlow’s (2007) extension of 
the unified protocol across the lifespan. It cannot be overstated that the 
explicit, intentional study of transdiagnostic mechanisms and unified 
treatments is in its very nascent stages and has far to go. And yet impres-
sive progress has been made.
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revisiting definitions

At this point, it is worth revisiting the definitions that guide this develop-
ing field. After reviewing the preceding chapters in this volume and con-
sidering the multiple approaches to this literature, it makes every sense 
to refine our basic terms. The diverse array of approaches represented 
within this volume calls for a broad, flexible set of definitions. At its 
heart, transdiagnostic research encompasses any research that explicitly 
looks to understand the common processes that link or differentiate mul-
tiple disorders. Such mechanism research can aim to explain the differ-
ences among two or more problem sets, but problem sets have been used 
to include diagnoses, disorder classes (anxiety vs. mood disorders), or 
behavioral– emotional–interpersonal clusters (e.g., internalizing vs. exter-
nalizing symptoms). Transdiagnostic treatments aim to treat multiple 
disorders or problem sets using a common set of techniques or interven-
tions. However, it is important to note that the defining feature of transdi-
agnostic interventions is that they target an identified set of core underlying 
processes. This distinguishes them from therapeutic eclecticism, in which 
therapists select interventions from a wide array of therapeutic strategies, 
predominantly for pragmatic reasons in an ad hoc fashion. This “kitchen 
sink” approach helps the therapist feel that he or she is taking a compre-
hensive approach (i.e., “no stone is left unturned”), but it risks dilution 
of key interventions. Transdiagnostic interventions prescribe a core set 
of interventions that target common processes. Transdiagnostic theories 
help bridge the findings from basic science with treatment application. 
Theories provide guidance for which specific strategies are chosen for a 
given intervention based on the presumed underlying mechanisms.

Benefits of a Transdiagnostic approach

Implicit to these definitions is the expectation that studying multiple pro-
cesses across multiple disorders adds some explanatory power beyond 
what could be achieved simply by studying those same processes within 
a single disorder. We are beginning to see the fruits of this labor in the 
empirical research represented in this volume. The actual transdiagnostic 
processes under study represent a broad array of cognitive, behavioral, 
emotional, social, and systems factors. From a review of the chapters 
herein, we can point to good evidence that there are indeed a number 
of good candidates that meet initial criteria as transdiagnostic processes, 
including stress and coping (Compas, Watson, Reising, & Dunbar, Chap-
ter 3), attention and interpretation biases (Arditte and Joormann, Chapter 
4), avoidant behaviors (Chu, Skriner, & Staples, Chapter 5), and peer and 
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family interactions (La Greca & Lai, Chapter 6; Smith & Dishion, Chapter 
7). This basic research may not have been conducted within an explicit 
transdiagnostic framework, but we suspect that approaching research in 
this way (as multiple processes across multiple disorders) will likely reveal 
more truths and interrelations rather than fewer.

Transdiagnostic treatment implies that addressing core processes 
conveys a number of benefits. Transdiagnostic treatments can be more 
efficient by treating multiple problem sets by targeting a core set of pro-
cesses. By targeting core processes, rather than symptoms and problem 
lists, interventions might also produce more robust and generalizable out-
comes. We have seen an emerging foundation for this contention across 
an array of treatment populations, including anxiety and depression 
(Ehrenreich- May, Queen, Bilek, Remmes, & Marciel, Chapter 12), eat-
ing disorders (Le Grange & Loeb, Chapter 16), substance use disorders 
(Suarez, Ellis, & Saxe, Chapter 15), health and pain (Allen Payne, Tsao, & 
Zeltzer, Chapter 17), anger and aggression (Lochman, Powell, Boxmeyer, 
Ford, & Minney, Chapter 13), and delinquent behaviors (Schoenwald, 
Chapter 14). The universal processes targeted represent a diverse range 
of mechanisms, including cognitive, behavioral, distress tolerance, fam-
ily dynamics, and multiple levels of community systems. And ultimately, 
when it comes to training novice therapists and disseminating interven-
tions (once empirically supported), it might be easier to train several core 
techniques than to train many separate empirically supported single- 
disorder treatments. These theories remain to be tested, and yet there is 
promise.

revolution or evolution?

In the end, should we consider the advances offered in transdiagnostic 
research an evolution or a revolution in clinical science? In Barlow and 
colleagues’ (2004) case for a unified understanding of emotional disor-
ders, they described the return to the science of a “negative affect syn-
drome” as the “revolution of the last 40 years” in how it brought broader 
and deeper understanding to psychopathology (p. 224). Of course, the 
authors were referring to the broader context of clinical science applying 
rigorous empirical practices to what had been a predominantly theory- 
driven discipline. Nevertheless, it raises the question: To what degree do 
transdiagnostic methods and aims jettison the field forward in a transfor-
mative way?

The views and evidence recited in this volume have us viewing trans-
diagnostic work in a refined way, at least when it comes to youth-based 
populations. In youth-based domains, transdiagnostic research and 
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treatment appear to be a natural extension of the “best practices,” devel-
opmentally sensitive research that child and adolescent researchers have 
been advocating for a long time. Although many researchers on adult dis-
orders may consider it “revolutionary” to study multiple disorders at once, 
cross- diagnostic research has been commonplace in studies of youth dis-
orders for years. This is in no small part due to the realities of youth-based 
work, in which co- occurrence of disorders is the norm rather than the 
exception. Youth researchers are also forced to acknowledge and accom-
modate rapid developmental changes and diverse expressions of common 
problems. In this sense, transdiagnostic research represents more of a 
natural evolution of the methodology used in developmental psychopa-
thology and developmentally sensitive clinical research for decades. Nev-
ertheless, transdiagnostic research offers a unique and valuable extension 
to these prior approaches.

Transdiagnostic Theories as an extension 
of developmental Psychopathology

Nolen- Hoeksema and Watkins (2011) explicate this position by drawing a 
direct connection between transdiagnostic aims and traditional develop-
mental concepts, including continuous and discontinuous development, 
multi- and equifinality, and convergent and divergent trajectories. Their 
model provides a heuristic by which to explore transdiagnostic mecha-
nisms, including assessment of multiple mechanisms, risk factors, and dis-
orders over time. In this model, transdiagnostic research offers a unique 
advantage over single- disorder research in explaining divergent trajecto-
ries, or why individuals with the same initial risk factors manifest differ-
ent problem sets. Their focus is on explaining the mechanisms that link 
distal (environmental context, congenital biological abnormalities) and 
proximal (emotional, behavioral, or cognitive tendencies) risk factors and 
on identifying moderators (environmental, interpersonal, individual con-
ditions) that predict expression of various disorders. The simultaneous 
study of multiple disorders within this developmental paradigm permits 
an explicit study of multiple mechanisms and moderating conditions that 
would not be possible in a single- disorder approach.

Likewise, in Chapter 3, Compas and colleagues present three mod-
els in which transdiagnostic research can proceed: multiple processes 
explaining a single disorder, a single process explaining multiple disor-
ders, and multiple processes explaining multiple disorders. Compas and 
colleagues encourage this third model as the most complete approach to 
yielding comparative evidence for a single or multiple mechanism in rela-
tion to the disorders under study.
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Both the Nolen- Hoeksema and Watkins (2011) and Compas and col-
leagues models aim to explicate the initial development and maintenance 
of disorders over time. Chu and colleagues (Chapter 5), offer a model that 
narrows the focus to a more immediate time frame surrounding a specific 
trigger and behavioral response. Given a similar trigger, they explored 
how a single process (avoidance) could potentially differentiate disorders 
according to how it influences behavioral responses at different time 
points in relation to the initial trigger. With a focus on a more immedi-
ate time frame, it was hypothesized that this model could provide a more 
direct link to treatment applications.

Taking all these studies together, we propose that transdiagnostic 
research provides a unifying frame that joins the empirical study of basic 
science, developmental psychopathology, and treatment research (Fig-
ure 19.1). It acknowledges that the study of multiple disorders within 
the same research agenda can illuminate novel relationships within and 
across each domain of inquiry. It provides the glue that justifies studying 
multiple problem sets at once within a single research agenda. In studying 
multiple disorders at once, it promises to accelerate the generation, dis-
semination, and translation of findings across multiple lines of inquiry. 
The potential for these benefits will come, in large part, from borrowing 
the methodologies encouraged in developmental psychopathology. These 
include multidimensional foci (e.g., diagnosis, symptom, basic mecha-
nisms), openness to continuous and discrete entities, multimethod and 
multireporter assessment, and the explicit investigation of convergent 
and divergent trajectories over varying periods of time.

FIGUrE 19.1. Transdiagnostic research provides a “unifying framework” to 
study developmental psychopathology, basic science, and treatment research.

Developmental 
Psychopathology

Treatment 
ResearchBasic Science
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challenges to the Transdiagnostic approach

From basic research conducted in a developmental framework, we can 
build efficacious, robust treatments that acknowledge both discrete dis-
orders and continuous processes. The research described herein attests 
to this. However, transdiagnostic research is not without its challengers. 
Ollendick, Fraire, and Spence (Chapter 18) have laid out a number of 
points worth considering as transdiagnostic research moves forward. We 
highlight and respond to several of the key issues.

	• Challenge 1: “Why veer from what works?” In this line of argument, 
critics contest that the field has already established a library of well- tested 
evidence- based treatment protocols. And even after substantial invest-
ment and rigorous testing, overall success rates typically hover around 
60% (see Silverman & Hinshaw, 2008). Critics note that early trials of 
transdiagnostic interventions also produce about 60% efficacy rates. If 
the two approaches deliver relatively equivalent treatment effects, why 
commit resources and effort into developing a new brand of therapies? 
Critics remind us further that transdiagnostic treatments should theo-
retically improve on traditional success rates given their contention that 
greater robustness in outcomes should follow the targeting of common 
processes. In response, we think it fair to acknowledge that transdiagnos-
tic interventions are still in the nascent stages of development and that it 
might be unfairly premature to compare overall success rates with estab-
lished behavioral treatments. Traditional treatments have refined their 
techniques and methods over decades, and so transdiagnostic treatments 
will likely require time to identify their ideal blend of strategies and inter-
ventions.

Furthermore, it is not entirely clear that overall success rates are the 
most important criterion by which to judge transdiagnostic approaches. It 
is natural to want more, better, faster. However, an equally valuable con-
tribution would be for transdiagnostic treatments to help a different set of 
people than traditional evidence- based therapies. Even if overall success 
rates peak at 60% for transdiagnostic treatments, there will be distinctive 
value if a different set of 60% of people are helped (e.g., those with com-
plex comorbidities). This hypothesis needs to be tested, but it would be 
premature to stifle any area of investigation because of skepticism about 
what it has not yet produced at the outset of inquiry.

	• Challenge 2: “Transdiagnostic treatments could dilute potent evidence- 
based interventions by encouraging eclecticism.” Ollendick and colleagues 
(Chapter 18) summarize a set of literature that appears to support the 
superiority of a single- disorder focus over multiple- disorder treatments. 
For example, Craske and colleagues (2007) completed a study subtitled 
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“More of the same, or less of more?” in which a more focused cognitive- 
behavioral protocol reduced severity in both primary and secondary 
diagnoses. Sixty-five adults with panic disorder all received the same 
exposure- based group treatment, but then half were randomly assigned 
to receive semiweekly individual sessions that continued to review the 
same material covered in the group. The other half received flexible indi-
vidual therapy in which therapists could focus on the clients’ second- most 
severe problem. Both conditions led to improvements across primary and 
secondary problems, but the focused protocol contributed to better out-
comes, at least at posttreatment. Randall, Thomas, and Thevos (2001) 
demonstrated that a treatment focused exclusively on alcoholism proved 
superior to a combined treatment that focused on alcoholism and social 
anxiety. In the child literature, a series of secondary analyses from clini-
cal trials suggest that youth with social anxiety fare worse after receiv-
ing various multiproblem interventions compared with youth with other 
disorders (e.g., generalized anxiety disorder, separation anxiety disorder; 
Crawley, Beidas, Benjamin, Martin, & Kendall, 2008; Hudson et al., 2009; 
Shortt, Barrett, & Fox, 2001).

We would point out that none of the treatment interventions used in 
these prior studies were intentionally transdiagnostic. Instead, the proto-
cols were eclectic in nature, which we have already cautioned against. For 
example, the Craske and colleagues (2007) study compared an intensive 
treatment focused on panic disorder alone with a treatment in which indi-
vidual therapists could choose to use diverse cognitive- behavioral skills to 
address the secondary problem. As Ollendick and colleagues point out 
in Chapter 18, this eclectic approach threatens to divert the therapist’s 
attention away from the primary target and dilute the efficacy of treat-
ments for the primary disorder. However, this interpretation neglects our 
definition of transdiagnostic interventions, which endorses use of a core 
set of skills that focus on universal underlying processes. It is the focus 
on the core processes that makes it a transdiagnostic treatment, and this 
is where the promise for greater efficacy and generalizability exist. The 
two adult studies tested additive models of therapy in which a secondary 
set of therapy skills was added onto a core set of skills. Depending on the 
selection of the second set of skills, this additive model can either help 
or dilute a focused attempt. Transdiagnostic interventions use a focused 
set of interventions that, by design, address multiple problems. In this 
way, transdiagnostic treatments can provide “more of the same” while still 
addressing multiple problems.

In the youth anxiety studies cited before, all of the findings were 
secondary moderator analyses that indicated that social anxiety fared less 
well than other disorders in a common treatment. Youth with social anxi-
ety were not randomly assigned to receive either a transdiagnostic treat-
ment or a treatment focused solely on social anxiety. It may be the case 
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that social anxiety is simply more difficult to treat than other anxiety dis-
orders, no matter the treatment. Spence, Donovan, March, and Kenardy 
(2011) are currently initiating such a test, and we agree that this type 
of trial is very valuable, both for demonstrating overall efficacy rates of 
transdiagnostic interventions and for examining more interesting explan-
atory pathways of clinical improvement (i.e., how interventions work dif-
ferentially for different people).

We feel compelled to note that several modular- based therapies are 
gaining traction as a way to address multiple problems within a single 
treatment protocol (e.g., Chorpita & Weisz, 2009; Weisz et al., 2012). We 
find several of these modular approaches appealing and promising for 
some of the same reasons that excite us about transdiagnostic therapy. 
Modular approaches identify common treatment elements across diverse 
intervention packages and create a single treatment protocol using 
the most potent treatment procedures. The protocol usually supplies a 
decision- making flowchart that helps the therapist choose which proce-
dures to use in different clinical contexts. Modular treatments promise an 
efficiency similar to what transdiagnostic interventions offer by distilling 
treatment into its most potent components. However, modular treatments 
tend to focus on commonalities among treatment procedures across dis-
order classes (e.g., problem solving, cognitive restructuring), and less on 
universal maintaining processes. It is important to remember that “modu-
lar treatment” is simply a description of a delivery system, not a theory of 
change. Transdiagnostic interventions (focused on universal processes) 
can make use of a modular format just as eclectic treatment interventions 
can be modular. Nevertheless, modular and transdiagnostic interventions 
represent novel directions in psychology. It will be interesting and impor-
tant to compare these treatment approaches as they develop.

	• Challenge 3: “What’s new?” In a final challenge, critics of transdiag-
nostic treatments wonder whether this represents a truly novel approach or 
reflects more of an extension of current evidence- based clinical research. 
As we have acknowledged, we have come to view transdiagnostic research 
and treatment as a natural extension of developmental psychopathology, 
basic science, and evidence- based treatment research. The treatment sec-
tion of this book reflects a diverse set of established treatments that were 
designed to address multiple problems simultaneously. These did not 
develop out of an explicit transdiagnostic focus but to address the natural 
realities of studying youth populations, in which comorbidity is the rule 
rather than the exception. We happily did not have to work hard to find 
many examples of evidence- based therapies that fit the broad criteria of 
“transdiagnostic.” Several of the exemplar treatments presented were not 
designed within a transdiagnostic framework (e.g., Kendall et al., Chapter 
8; Lochman et al., Chapter 13), whereas others were (e.g., Ehrenreich- May 
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et al., Chapter 12; Allen Payne et al., Chapter 17). It was interesting to wit-
ness some authors reconceptualize their work into a novel transdiagnostic 
framework and arrive at new insights.

We believe that the main contribution offered by a transdiagnostic 
framework is an expanded focus on explanatory pathways of treatment. 
Identifying mediators and mechanisms of treatment has been an impor-
tant goal of clinical research for decades, but it has been difficult for it to 
gain traction (Kazdin & Nock, 2003). Various mediators are tested across 
studies in different settings, with varying treatment populations, and 
employ diverse methodologies and assessment tools. This tends to yield 
inconsistent findings that are difficult to interpret. In part, this results 
from a lack of prospective planning to collect and analyze mediators in 
relation to outcome. We believe that a transdiagnostic framework pro-
vides a unifying structure within which to study multiple change media-
tors across multiple disorders within a single treatment or across multiple 
treatments. Much like the models proposed by Compas and colleagues 
(Chapter 3), Chu and colleagues (Chapter 5), and Nolen- Hoeksema and 
Watkins (2011), a transdiagnostic framework encourages the study of path-
ways of change, taking into account divergent trajectories and develop-
mental methodology. In this way, a transdiagnostic framework sets a new 
research agenda that emphasizes developmental and explanatory mecha-
nisms, both in basic science and intervention research and development.

conclusions

Ollendick and colleagues (Chapter 18) present a challenge: “It seems to us 
that it is especially important that research into transdiagnostic therapies 
investigate the purported common underlying processes to determine 
whether they are present, whether they are being targeted in treatment, 
whether there is significant change in the processes as a result of treat-
ment, and whether those changes mediate outcomes” (p. 410). We agree 
that this is the challenge that confronts transdiagnostic research and 
treatment. The onus is ultimately on those who wish to distinguish the 
transdiagnostic research agenda from others. This volume highlights the 
conceptual, research, and intervention groundwork that has been laid, 
and the foundation is firm. Now, an unlimited future awaits with many 
challenges, but also with many exciting possibilities.

Transdiagnosis in the land of dsm‑5 and rdoc

In the course of completing this volume, two initiatives in the world of 
mental health have come to fruition that could have substantial impact on 
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the landscape of transdiagnostic research and practice. First, the Ameri-
can Psychiatric Association (APA) has just recently released its fifth edi-
tion of the Diagnostic and Statistical Manual of Mental Disorders (DSM-5; 
APA, 2013a), which defines the diagnostic categories by which we orga-
nize multidisorder work. As discussed in Chapter 1, a number of the 
revisions presented in DSM-5 are very compatible with a transdiagnostic 
approach (Kupfer, Kuhl, & Regier, 2013). First, authors of the DSM incor-
porated a more naturalistic developmental approach to defining its disor-
ders. They eliminated the separate chapter on “disorders first diagnosed 
in childhood” and, instead, incorporated developmental descriptions in 
each disorder’s chapter. This approach is consistent with the developmen-
tal approach that a transdiagnostic agenda encourages. Second, it devel-
oped a dimensional system to support its classification of discrete diagno-
ses. DSM authors described dimensional indices of severity for symptoms 
both within (e.g., panic attacks in panic disorder) and across (e.g., suicidal 
ideation) disorders. This approach supports a transdiagnostic approach 
in that it recognizes the value of studying discrete disorder categories 
but also acknowledges the presence of important universal symptoms and 
processes.

One might also look at the creation of the new child and adoles-
cent diagnosis, disruptive mood dysregulation disorder (DMDD), as an 
acknowledgment of transdiagnostic processes. DMDD was designed to 
address concerns about potential overdiagnosis of bipolar disorder in 
children and provides an alternative diagnosis to capture youth who 
exhibit persistent irritability and frequent episodes of extreme behavioral 
dyscontrol (APA, 2013b). Although DMDD is positioned as a distinct diag-
nosis, the behavioral syndrome described therein could easily describe 
the nonepisodic irritability and explosiveness that appears across mul-
tiple youth disorders, including unipolar depression, anxiety disorders, 
and attention- deficit/hyperactivity disorder (ADHD). Some have pro-
posed using a modifier, such as “ADHD with explosive behavior,” as a way 
to label this cluster of behaviors that occurs across disorders (Carlson, 
2012). Although DSM-5 does not describe DMDD as a transdiagnostic 
condition, its presence suggests its authors embraced the study of symp-
tom clusters across diagnostic boundaries.

The second initiative that has potential to have serious implications 
for transdiagnostic research and treatment is the National Institute for 
Mental Health’s (NIMH) Research Domain Criteria (RDoC) project 
(NIMH, 2011). The goal of RDoC is to bring mental health research in 
line with other areas of medicine that base diagnostic systems on underly-
ing biology and not just clinical presentations of symptoms (Insel, 2013). 
The strength of the DSM has always been in its ability to enhance reliabil-
ity of diagnosis by ensuring researchers and clinicians use the same terms 
in the same ways. The DSM’s weakness has been in its lack of validity 
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because of the lack of objective “laboratory” measures to inform diagno-
sis. Through RDoC, NIMH plans to prioritize research studies that lay the 
groundwork for a psychiatric classification system based on biomarkers, 
including genetics, imaging, physiology, and cognitive science.

Two trends should be evident in this plan. First, NIMH is express-
ing a preference for transdiagnostic research. The agency is reorient-
ing research away from strict DSM categories. It is instead supporting 
research that looks across current categories to identify the underlying 
biological or cognitive processes that explain symptomatic manifesta-
tions of disorders. This is a positive for transdiagnostic research. It should 
also be evident that NIMH is clearly prioritizing biological, genetic, and 
neural processes over behavioral and interpersonal processes as explana-
tory mechanisms (Belluck & Carey, 2013). In current documentation of 
RDoC priorities, individual behavior, interpersonal interactions, family 
and community systems, and broad emotional processes are conspicu-
ously deemphasized in the list of encouraged research targets (NIMH, 
2011). It is clear that transdiagnostic frameworks have a future in psycho-
logical research (as far as federal funding priorities go), but psychological 
researchers must be prepared to make strong cases for studying behav-
ioral and social processes in the classification and treatment of mental 
health problems.
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