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Chapter 1

Counseling and Psychotherapy with Children
and Adolescents: Historical Developmental,
Integrative, and Effectiveness Perspectives

H. Thompson Prout

The psychological treatment of children’s problems is the focus of several professions
and is carried out in many settings and situations. Although theoretical viewpoints are
wide-ranging and essentially rooted in adult-based theories, the child or adolescent
presents a unique challenge to the child mental health worker. Children are not simply
little adults. Their treatment cannot be viewed as scaled-down adult therapy; their de-
velopmental stages, environments, reasons for entering therapy, and other relevant fac-
tors necessitate a different, if not creative, approach to therapy. The child/adolescent
therapist must have an expanded knowledge base of the human condition and a differ-
ent perspective of what constitutes therapy or counseling.

This book is about psychotherapy and mental health counseling with children and
adolescents. It brings together in a comparative format the major theoretical views of
psychological treatment of children and highlights major issues in the area. A number
of concerns, however, cut across the theories and are relevant to any provision of men-
tal health services to children. This introductory chapter describes some of these is-
sues: Historical perspectives, the mental health needs of children and adolescents and
the need for services, developmental issues, the adolescent phase, the unique aspects
of child and adolescent therapy, psychotherapy with adolescents, a multimodal view of
treatment, practitioner concerns and patterns of practice, and research/efficacy is-
sues are discussed. Throughout this chapter, the terms counseling and psychotherapy
are used interchangeably.

HISTORICAL PERSPECTIVES ON THE MENTAL HEALTH
NEEDS OF CHILDREN AND ADOLESCENTS

Many major advances in clinical mental health work can, in some way, be traced to
Freud. Mental health work with children is no exception. Freud’s classic case study of
“Little Hans” in 1909 is generally viewed as the first reported attempt to psychologically
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explain and treat a childhood disorder (S. Freud, 1955). Although Freud did not directly
treat Little Hans’s phobia, he offered a psychoanalytic explanation of the problems and
guided the father in the treatment of Hans. This case study is recognized as providing the
base for Freud’s theories on the stages of psychosexual development. Freud’s interest in
childhood disorders apparently waned at this point, and it was not until 1926 that his
daughter, Anna, presented a series of lectures entitled “Introduction to the Technique of
Psycho-analysis of Children” to the Vienna Institute of Psychoanalysis. These lectures
generated considerable interest and established Anna Freud as a pioneer in child psy-
chotherapy (Erickson, 1997). Shortly thereafter, Melanie Klein (1932), emphasizing the
symbolic importance of children’s play, introduced free play with children as a substi-
tute for the free association technique used with adults, thus inventing play therapy. Al-
though these two camps disagreed on many issues, they have remained the dominant
voices in the child psychoanalytic field, with most analytic work being a spin-off of
either A. Freud or Klein.

At approximately the same time (the early twentieth century), other forces were be-
ginning to put more emphasis on work with children. In France in 1905, Alfred Binet
completed initial work on his intelligence test, which was used for making educational
placement decisions in the Paris schools. This work provided the base for the psycho-
metric study of individuals and had great impact on child study and applied psychology
(Schwartz & Johnson, 1985). At the University of Pennsylvania in the United States,
Witmer had established a clinic for children in 1896 that focused on school adjustment
(M. Erickson, 1997), and in 1909 Healy founded what is now the Institute for Juvenile
Research in Chicago (Schwartz & Johnson, 1985). These events provided the base for
the child guidance movement, emphasizing a multidisciplinary team approach to the
diagnosis and treatment of children’s adjustment and psychological difficulties. The
child guidance model involved treating both the child and his or her parents. The in-
creased interest in clinical and research work on children’s problems led to the found-
ing of the American Orthopsychiatric Association in 1924, an organization of
psychologists, social workers, and psychiatrists concerned with the mental health
problems of children (Schwartz & Johnson, 1985).

Through the 1940s and into the 1950s, psychoanalytic psychotherapies were used al-
most exclusively in the treatment of children. In 1947, Virginia Axline published Play
Therapy, describing a nondirective mode of treatment utilizing play. Nondirective play
therapy was, in effect, a child version of Carl Rogers’s adult-oriented client-centered
therapy. Both nondirective play therapy and client-centered therapy represented the first
major departures from psychoanalytic thought, differing in conceptualization of the
therapeutic process and content in the role of the therapist. Rogers’s impact on adult psy-
chotherapy was paralleled and followed by Axline’s impact on child therapy. The next
major movement in psychotherapy was the rise of the behaviorally based approaches to
treatment. Although the principles and potential applications of behavioral psychology
were long known, it was not until the 1960s that behavior modification and therapy began
to be used frequently in clinical work with children (Graziano, 1975).

The mental health treatment of children and adolescents has also been affected by
two policy and legislative mandates. First, the community mental health movement
was strongly influenced by the passage in 1963 of the federal program to construct
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mental health centers in local communities and begin a move away from large institu-
tional treatment. This movement grew not only because it was mandated by a federal pro-
gram but because it represented a philosophy that mental health interventions are more
likely to be successful when carried out in the community where the maladjustment is oc-
curring. The new programs emphasized early intervention and prevention of mental disor-
ders. The second mandate, with a similar philosophical base, involved the provision of
special education services to all handicapped children, including emotionally disturbed
and behavior-disordered children and adolescents. Exemplified initially by Public Law
94-142 (now the Individuals with Disabilities Education Improvement Act [IDEIA]), this
movement has not only expanded the role of public education in provision of services to
these children but also allowed more children to remain in their home communities. Psy-
chotherapy and mental health treatment, if deemed a part of the total educational program
of a child, has become by law and policy an educational service.

The most recent movement in child and adolescent treatment has been in the identi-
fication of treatments that are evidence based (Kazdin, 2003). Various terms have been
used to describe these treatments including empirically validated or supported treat-
ments, evidence-based practice, or simply treatments that work. Efforts have also been
made to quantify the degree and strength of support for the treatments, for example,
the number of studies showing evidence of effectiveness. Studies are examined with
the specification of treatment (i.e., age, setting, presenting problem), use of treatment
manuals or clearly specified intervention procedures, and evaluation of outcome with
multiple measures. Procedures must be replicable and independent replication studies
are often included in criteria for a treatment to be labeled as evidence based.

CHILD AND ADOLESCENT MENTAL HEALTH NEEDS: A
CHRONIC PROBLEM

There are well-documented estimates of large and perhaps increasing numbers of chil-
dren who are experiencing significant mental health problems. These needs have been
apparent for some time. Studies in the 1960s and 1970s clearly showed the pervasiveness
of problems at that time. In a study of children in public school, Bower (1969) estimated
that at least three students in a typical classroom (i.e., 10% of school-age children and
adolescents) suffered from moderate to severe mental health problems; many of these
children were disturbed enough to warrant special educational services for the emotion-
ally handicapped. In 1968, Nuffield, citing an estimate of 2.5 to 4.5 million children
under the age of 14 in need of psychiatric treatment, found indices of only 300,000 re-
ceiving treatment services. This figure represented services to roughly 10% of those in
need. Berlin estimated in 1975 that each year there would be 6 million school-age chil-
dren with emotional problems serious enough to indicate the need for professional inter-
vention. Cowen (1973) noted a smaller group (1.5 million) in need of immediate help but
estimated that fewer than 30% of these children were receiving this help.

There has been little change in the reduction of problems. Kazdin and Johnson (1994)
noted that incidence studies show between 17% and 22% of youth under the age of 18
have some type of emotional, behavioral, or developmental problem. This represented
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between 11 and 14 million of the 64 million youth in the United States with significant
impairment. They noted that many of those with disorders are not referred for treatment
and are not the focus of treatment in the schools. Kazdin and Johnson also noted that
there are high and increasing rates of at-risk behaviors, including antisocial and delin-
quent behaviors, and substance abuse. Doll (1996), in a synthesis of epidemiology stud-
ies, notes a similar rate of 18% to 22% with diagnosable disorders, translating this to the
analogy of a school of 1,000 students with 180 to 220 students in the school having a dis-
order in the clinical ranges. Doll sees the need for broad-based policies at all levels (i.e.,
school, district, governmental) to address these significant needs. Regardless of the esti-
mate of incidence, it is clear that many children and adolescents with problems are not
identified by educational, mental health, and social service institutions as having emo-
tional difficulties and thus are not referred for or provided treatment services.

Recent reviews (Huang et al., 2005; Tolan & Dodge, 2005) have noted this continued
problem despite many government panels formed to address the problem. It is esti-
mated that 1 in 5 children have a diagnosable disorder with 1 in 10 having a disorder
that substantially impacts functioning at home, at school, or in the community. Further,
there continues to be limited or difficult access to appropriate mental health services,
both for families with financial resources and those with more limited means.

Children and adolescents remain critically underserved populations, despite ample
recognition of the problem based on nearly 40 years of research documenting needs.
The mental health needs of children present an enormous service delivery shortfall;
and with funding problems continuing in the human services, the gap between need
and available services is likely to continue. Preventive services may be a cost- and
resource-efficient mode for dealing with part of this problem, but the provision of qual-
ity counseling and psychotherapeutic services will be a crucial component in the total
mental health system. Tolan and Dodge (2005) call for a fundamental policy shift to
development of a comprehensive mental health care system for children that includes
treatment, support, and prevention.

Huang et al. (2005) have described a “vision for children’s mental health” that
would address the complex needs of children and adolescents, including:

• Development of comprehensive home- and community-based services and supports.

• Development of family support and partnerships.

• Development of culturally competent care and reducing disparities in access to
care.

• Individualization of care.

• Implementation of evidence-based practice.

• Service coordination and designation responsibility.

• Prevention activities for at-risk groups with earlier identification and interven-
tion, including programs for early childhood.

• Expansion of mental health services in the schools.

The components of this vision are clearly consistent with the theme of this book.
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DEVELOPMENTAL ISSUES

The child/adolescent mental health worker must be familiar with human development
for a number of reasons. With the exception of severe psychopathology or extreme be-
haviors, much of what is presented as problematic in children may simply be normal
developmental deviation. What is considered pathological behavior in adults may not
be abnormal in children or adolescents. Knowledge of development and the normal be-
havioral ranges at different ages is crucial to discriminating between truly deviant be-
havior and minor developmental crises. Development in children and adolescents may
follow sequences with expected orders for the appearance of certain behaviors and
characteristics yet still tend to be highly variable. Children’s personalities are quite
unstable when compared with expectations of stability in adults. Related to this insta-
bility is the evidence that indicates normal development is often marked by a number
of behavior problems. The classic developmental study by MacFarlane, Allen, and
Honzik (1954) pointed to a number of behaviors that parents considered to be problems
yet were normative at different age levels. Sroufe (1991) emphasizes this, noting that
age is important in distinguishing normal versus abnormal behavior. The child/adoles-
cent therapist must be able to sort out these “normal” problems from those that may
represent more serious disorders.

Awareness of development will also aid the therapist in clinical decision making at
various points in the treatment process. Appropriate goal setting is important to any
therapeutic venture. It provides a direction for our work, allows us to monitor progress,
and tells us when we are done. The child/adolescent therapist sets these goals in a de-
velopmental framework and does not expect an average 8-year-old to acquire, in the
course of therapy, the problem-solving cognitive abilities or the moral judgment of a
10-year-old. To set goals above developmental expectations is almost ensuring that the
intervention will fail. This knowledge of development also allows the therapist to
choose appropriate content and to decide what level of therapeutic interaction is best
suited for the child. Within these developmental age expectations, the therapist must
also be sensitive to developmental delays in children. Delays, particularly in cognition
and language, dictate goal setting, yet they must be distinguished from behavioral or
emotional disorders. These delays may also be major contributing factors in the devel-
opment of disorders. For example, children with learning disabilities or mental retarda-
tion often display poor self-concepts and negative self-images as well as other
socioemotional difficulties (Clarizio & McCoy, 1983). On the other end of the spec-
trum, we need to be cautious not to set limited goals for developmentally advanced
children. Although we are not advocating psychological assessment as a prerequisite
for treatment, in most cases, the child/adolescent therapist will need to assess develop-
mental levels of their clients early in the intervention.

The study of development can be broken down into essentially two types of informa-
tion that are relevant for counseling or psychotherapy. The first involves an understand-
ing of the developmental stage theorists, with the works of Freud, Piaget, Kohlberg,
and Erikson being the most notable. Freud’s psychoanalytic view of human develop-
ment emphasizes the psychosexual aspects and pleasure-seeking drives that affect the



6 Counseling and Psychotherapy with Children and Adolescents

child and adolescent. Development is seen as a series of developmental crises resulting
in psychosexual conflicts that must be resolved for the individual to move on the next
phase (Neubauer, 1972). While obviously most consistent with the psychoanalytic ap-
proach to treatment, Freud’s description of the developmental phases and parent-child
relationships provides a useful base for assessing socioemotional development. Simi-
larly, Piaget’s theory of cognitive development provides a parallel base for assessing
intellectual development. Piaget suggested that maturation, physical experience, social
interaction, and equilibration (the internal self-regulating system) all combine to influ-
ence cognitive development. At different periods, the type of information that can be
processed and the cognitive operations that can be performed vary. Cognitive develop-
ment is a coherent and fixed sequence with certain cognitive abilities expected at cer-
tain ages (Wadsworth, 1996). Piaget allows us to select developmentally appropriate
modes of interacting with the child and to set appropriate goals for cognitive change.
For example, a child in the concrete operations stage solves problems involving real or
observable objects or events. He or she has difficulty with problems that are hypothet-
ical and entirely verbal, making verbally oriented or more abstract counseling inter-
ventions inappropriate at this developmental stage.

Kohlberg (1964, 1973) has focused on the development of the understanding of
morality, or what the individual believes would be the morally correct response to prob-
lem situations. Moral judgment is seen as a developmental, age-bound variable similar
to the cognitive and psychosexual stages. At different ages, the individual has certain
beliefs about the reasons for displaying moral behavior, the value attached to a human
life, and the reasons for conforming to moral standards. Awareness of the stages of
moral development can provide insights into the behavior of the child, provide content
for therapy sessions, and also allow therapy to be conducted at levels commensurate
with current moral development levels. Lowered stages of moral development have been
hypothesized to be related to child deviance, particularly delinquency (Quay, 1979).

Erikson’s (1963) developmental theory is based in psychoanalytic theory and em-
phasizes a series of psychosocial crises. At each stage, the individual encounters a cri-
sis that he or she must resolve by acquiring a new phase of social interaction. An
unsuccessful resolution of a psychosocial crisis impedes further development and can
have a negative effect on the individual’s personality. Although psychoanalytically
based, Erikson places more emphasis on socialization and the demands of society.
Erikson’s work, along with the classic work of Havighurst (1951), is viewed by many
as being particularly useful in understanding adolescent development. Taken together,
these developmental stage theories provide the therapist with a comprehensive frame-
work to view the child’s current developmental levels.

The other child development information relevant to the child/adolescent therapist
comes from the study of personality factors that are essentially specific developmental
variables. In many cases, these factors are components of the major personality theo-
ries. Although the list of variables that have been studied is almost infinite, Clarizio
and McCoy (1983) have described several that are particularly relevant for child and
adolescent therapy because they are often the focus of a referral concern or interact
with the problem. These developmental characteristics often follow developmental se-
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quences similar to the stage theories. Certain periods will present behaviors that may
be perceived as bothersome by parents or teachers but are, in actuality, part of the nor-
mal growth pattern.

Clarizio and McCoy (1983) cite dependency, anxiety and insecurity, aggressive-
ness, and achievement motivation as factors that are commonly involved in child and
adolescent problems. In looking at each factor, we find a developmental pattern, behav-
ioral manifestations, contributing factors to problematic instances of the factor, and
adaptive and maladaptive outcomes. For example, dependency may involve child-adult
relationships in which the child is often seeking help and physical contact, engaging in
attention-seeking behavior, and maintaining physical proximity to the adult. These be-
haviors are relatively normal and expected with young children and their parents. As
children get older, both the intensity of the dependency and the object of emotional de-
pendence change. Maturing children become less dependent on their parents, with a re-
sulting decrease in the dependent behaviors, and become more dependent on peers for
approval and attention.

Certain parental patterns (e.g., overpermissiveness, overprotection) are seen as
contributing to a child’s overdependence and interfering with the move toward greater
independence. The child who makes adequate progress in this area develops a sense of
trust, is responsive to social reinforcers, and is able to display warmth toward others.
The overly dependent child is more likely to become a passively dependent individual,
submissive, and mistrusting of others. For dependency and other personality factors, a
normal developmental progression is viewed as important to successful adult adjust-
ment. Knowledge of these variables can be used in treatment planning and goal setting,
in determining whether excessive or pathological behaviors are occurring at different
ages, and in assessing contributing factors to problematic behaviors.

THE ADOLESCENT PHASE

Probably no single developmental period provides more confusion and consternation
for parents, teachers, and clinicians than adolescence. It is characterized more by a de-
velopmental phase than by a set, sequenced series of stages. Mercurial behaviors,
many of them disturbing, seem to “possess” the adolescent. Weiner (1992) notes that
many people view normal adolescence as a disturbed state. He notes that normal ado-
lescent development will be characterized by a range of distressing, turbulent, and un-
predictable thoughts, feelings, and actions and that, as a consequence of such storm
and stress, adolescents will normatively display symptoms that in an adult would sug-
gest definitive psychopathology. This view yields two important aspects of adolescent
psychotherapeutic work. First, the adolescent therapist must be cautious not to overin-
terpret typical and, perhaps, seemingly bizarre behavior, thoughts, or feelings as indi-
cating severe psychopathology. Second, the therapist should not be surprised or upset
by a rocky, unpredictable, and frustrating course of treatment.

The uniqueness of adolescence has long been recognized as a key crossroads in
human development. They are making the transition from childhood to adulthood.
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Havighurst’s (1951) classic list of adolescent developmental tasks provides much in-
sight into the pressures and demands faced by adolescents. According to Havighurst,
the mastery of nine developmental tasks is critical to adolescent adjustment, including:

1. Accepting one’s physique and sexual role.

2. Establishing new peer relationships with both sexes.

3. Achieving emotional independence of parents.

4. Achieving assurance of economic independence.

5. Selecting and preparing for an occupation.

6. Developing intellectual skills and concepts necessary for civic competence.

7. Acquiring socially responsible behavior patterns.

8. Preparing for marriage and family life.

9. Building conscious values that are harmonious with one’s environment.

The adolescent’s response to much of this developmental stress leads to a number of
what Copeland (1974) has described as “adolescent idiosyncrasies” that are not neces-
sarily indicative of any pathological process. Copeland describes both the characteris-
tics of adolescent thinking and the characteristics of adolescent affect and behavior.
The characteristics of adolescent thought include:

• Preoccupation with self: The adolescent’s thought represents an intense involve-
ment with the self at this stage. This involvement may be narcissistic, but it may
also be coupled with self-doubt and crises of self-confidence.

• Preoccupations with fantasy: A rich fantasy life is a result of the intense drives
and feelings the adolescent is experiencing. The fantasies provide a means of con-
trolling these drives as well as some degree of gratification.

• Preoccupation with the need for self-expression: “Doing your own thing,” as
Copeland calls it, reflects the adolescent’s struggle to establish an independence
free from parental supervision and consent. Being unique also is involved in the
adolescent’s attempts to develop a sense of identity.

• Preoccupation with philosophical abstraction, theories, and ideals: The adolescent
is preoccupied with such philosophical questions as “absolute truth” and “ulti-
mate reality.” The adolescent develops his or her own theories and views about the
world, often strongly rejecting the established ideas of those in authority.
Copeland attributes this perspective to Piaget’s work. Piaget saw egocentrism in
adolescence as a normal stage of cognitive development, when the adolescent be-
comes possessed with his or her newly found powers of logical thought. The ado-
lescent is unable to differentiate between his or her own idealistic thought and the
“real” world (Wadsworth, 1996).

• Preoccupation with sexuality: The adolescent is extremely interested in sexual
matters, with initial heterosexual relationships often intense and overidealized.
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The adolescent may become overconcerned with appearance and dress, spending
considerable time preening and grooming.

• Hedonism and/or asceticism: Because of the intensity of drive states, the adoles-
cent is virtually forced to respond to them. This response tends to be extreme—
either hedonistic, with the adolescent fully pursuing instinctual gratification, or
ascetic, where he or she renounces the drive out of fear and guilt.

• Conformism: The adolescent, as part of the struggle for independence, shifts his
or her identity patterns from parents and family to a chosen peer group. The be-
haviors and characteristics, often shown through dress and other interests, usu-
ally are antithetical to and criticized by the adults from whom the adolescent is
attempting to become independent.

According to Copeland, the adolescent also tends to display certain characteristic
affective states and behaviors, including:

• Heightened sensitivity: The adolescent experiences life intensely and passion-
ately, sometimes overreacting. Minor concerns can become major issues, with the
adolescent being indifferent to very little.

• Mood swings: Emotional reactions of joy and sadness can occur suddenly, and al-
most concurrently. The shifts in affect are quick and intense.

• Propensity to act out: Impulsive behavior often causes trouble both for the adoles-
cent and for others. Rebelliousness may be common, and in some extreme cases
delinquency and other antisocial behavior may occur.

• Inhibition of behavior: The adolescent may have episodes of inhibition and may
withdraw socially at times.

More recent conceptualizations of adolescence have emphasized a broader and
more ecological view of adolescents. Steinberg and Morris (2001) note that many have
called into question some of the classical developmental theories such as Erickson and
Piaget. They also question the notion that adolescence is inherently dysfunctional.
Their perspective on delineation of “problem behavior” includes distinguishing be-
tween the occasional experimentation with risky behavior versus more chronic, endur-
ing patterns of dysfunction. They also note it is important to identify of events in
earlier childhood that may not manifest until adolescence (i.e., a delinquent pattern
may have its roots in and be evident during early childhood). Steinberg and Morris
point out that many of the problems experienced by adolescents are transitory in nature
and have little long-term effect. Both Steinberg and Morris and Smetana, Campione-
Barr, and Metzger (2006) view adolescence in context beyond the typical developmen-
tal theories with an emphasis on interpersonal and societal contexts. Issues of
parent-adolescent relationships, broader family relationship (e.g., siblings, extended
family), peers, romantic relationships, and connection with community and school all
impact the individual adolescent.
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The child/adolescent therapist will find much in theory and research in child and
adolescent development that pertains to psychological interventions with these groups.
It is difficult to imagine developing and carrying out treatment plans without a firm
grounding in these areas. Developmental theory and broader contextual perspectives
provide us with a framework to systematically, if not scientifically, work with children
and adolescents and more objectively gauge our therapeutic progress with them.

UNIQUE ASPECTS OF PSYCHOTHERAPY WITH CHILDREN
AND ADOLESCENTS

In addition to the developmental issues previously discussed, a number of other issues
related to the child’s development and situation have an impact on the psychotherapeu-
tic relationship. These factors relate to the direct work with the child or adolescent and
stem from some of the differences between child/adolescent psychotherapy and adult
psychotherapy.

Clarizio and McCoy (1983) offered an overview of some of the unique aspects of
the child/adolescent therapeutic relationship. Children and adolescents bring a differ-
ent motivation for treatment into the counseling situation. Whereas the adult is usually
aware that a personal problem exists, the child may not agree or recognize that there
are problems or concerns. Although others may encourage an adult to seek professional
help, in most cases, he or she will decide whether to enter treatment. The child is un-
likely to voluntarily initiate entering into therapy. This decision is usually made by an
adult in the child’s environment, with some varying degree of acceptance/compliance/
resistance from the child. The involuntary nature of the child/adolescent client in many
cases may yield little or no motivation on the part of the client to engage in a relation-
ship with the therapist or not even an admission that any change is necessary. Thus, the
first step in many interventions may be simply to establish some type of relationship
with the child and to come to some agreement that change is necessary. Without devel-
oping some motivation in the client to at least examine the current situation, even if
done nonjudgmentally, it will be difficult to make significant progress.

An aspect related to motivation is the child/adolescent’s lack of understanding of
both the therapeutic process and the treatment objectives. The adult is likely to recog-
nize the need to “get something out of therapy” and to have certain expectations of
what is supposed to happen in the counseling situation. The adult usually will be able
to verbalize some expectations and goals and to engage in some role-appropriate “client
behaviors,” (e.g., talking, reflecting, responding to questions). The child may have no
clear view of what the therapy situation presents. This blurred view may range from
having total misinformation to seeing the therapist as an agent of his or her parents, the
school, the courts, or some other individual or institution that forced the initiation of
treatment. The therapist may initially have to simply educate the child about therapy,
explaining what it is and what it is not. Children may bring in distorted or stereotyped
(“Oh, so you’re the shrink. Where’s your couch?”) perceptions of therapists. This au-
thor is reminded of one extremely anxious 12-year-old boy who failed to respond to the
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usual reassuring techniques in an initial therapy session. After some gentle probing, it
was learned that the young man had watched one too many late-night horror movies in
which the fiendish doctor had done bizarre things to his subjects. Somehow the boy
had associated coming to the mental health clinic with the scenes in movies where the
hero gets wired to a machine and is never the same again. When I reassured him that
the use of electrodes was not part of my approach and that we were simply going to talk
about problems he was having at home and school, he visibly relaxed and began to vol-
unteer all sorts of information.

Even as therapy progresses, it is necessary to monitor these perceptions. The child
who views the therapist as the person he plays games with once a week is unlikely to
focus on the tasks necessary to facilitate change. Similarly, there may be little agree-
ment as to what changes are needed and what mutually acceptable treatment objectives
are to be established. The therapist is likely to be faced with the predicament of recon-
ciling, on the one hand, the goals of those who initiated treatment (e.g., parents, teach-
ers) and, on the other hand, the child or adolescent client’s own view of what is needed.
A parent-referred adolescent who has been arrested three times for shoplifting may
verbalize a goal of having his parents “get off my case.” Although this position may be
a factor in the acting out, it is not likely to produce an appropriate therapy objective,
given the referral problem. Thus, the therapist must negotiate with the client appropri-
ate goals, objectives, and topics or content for the counseling. These goals may not
necessarily be in total agreement with the aims of the referral source or the therapist,
but they will provide a starting point. Objectives can always be renegotiated as the
relationship develops. Further, the therapist needs to demonstrate to the child or
adolescent client that the client will get something out of counseling. Initially, this
demonstration may take a form as simple as providing an interesting format. This ac-
complishment can lead to the establishment of a more congruent set of objectives.

Another major difference between child and adult therapy is the child’s more lim-
ited verbal and linguistic development, which is also related to the limitations in cog-
nitive development. Children may be unable to think in more abstract terms and may
have even more difficulty verbally describing and discussing their thoughts and emo-
tions. This limited verbal ability is one of the main reasons play has been used as a
medium of therapy. Play and other nonverbal techniques allow expression without cre-
ating anxiety or frustration for the child because of an inability to find the correct ver-
bal description. Further, the child may not have the receptive vocabulary to fully
understand what is being asked in the interview situation. This author once observed a
psychiatric interview of a 7-year-old girl in which the resident asked the child if she
ever had any hallucinations. The little girl, obviously not knowing what was meant by
the word “hallucination,” happily responded, “Oh, yes, all the time,” whereupon the
resident made note of this finding and continued the interview along other lines. Ther-
apy must be geared at the appropriate developmental level for both the child’s expres-
sive and receptive language capabilities. While not deemphasizing the worth of “ talk
therapy,” alternative modes of expression should be investigated for use in conjunction
with verbal interactions. The therapist may also find it useful to teach the child labels
and verbal mediators for emotional experiences. This course of action can involve
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using the traditionally accepted labels for feelings or using the child’s own terminol-
ogy. An 8-year-old girl once accurately described several symptoms consistent with
“feeling depressed.” The girl, however, felt more comfortable generally describing the
state as one of “yuckiness.”

Children also differ from adults in terms of their dependence on environmental
forces and changes. Children are reactors to changes in their living situations rather
than initiators of change. They have relatively little power to take action to eliminate
or prevent environmental causes of stress. They react to parental divorces, family
moves, and school and peer pressures. The child’s disturbance may actually be a rela-
tively normal reaction to upheaval or stress in the environment. Yet, the child cannot
divorce his parents, change schools, or move at will. Because the child is dependent on
the environment, it is more important for those in the environment to be involved in
treatment. Where the adult is more likely to seek treatment independently, the child is
less likely to be treated in isolation. Even if the child makes significant progress in in-
dividual therapy, he or she still does not have the options available to adults in dealing
with the environment. In some cases, therapy may even proceed on the notion of help-
ing the child cope with a stressful situation, rather than assuming that change will be
forthcoming in the environment. For example, an 11-year-old can exert little impact on
the drinking and resulting behavior of an alcoholic parent yet may be assisted in find-
ing ways to deal with the problem that make the stress more manageable.

Another factor that contributes to the difference between child therapy and adult
therapy is that the child’s personality is less likely to be set than the adult’s. The child,
whose defenses are not as well established, is more pliable and amenable to therapeutic
influence, once the relationship and cooperation are established. The personality is
still developing and changing rapidly, yielding a greater potential for change. But at the
same time, this situation presents a somewhat more labile client and can result in in-
consistent responses in therapy session. The child has a greater range of normal emo-
tional and behavioral responses as a result of the unformed nature of the personality.
The therapist, therefore, can be more flexible and must anticipate and not be discour-
aged by seemingly broad swings of emotion and behavior in the course of treatment.
The plasticity of the child’s personality is also an asset in the working out of a preven-
tive model that heads off disturbing patterns with appropriate intervention prior to the
crystallization of the personality.

PSYCHOTHERAPY WITH ADOLESCENTS

As unpredictable as the adolescent’s behavior is to those in his or her environment, a
similar unpredictability exists in the therapeutic relationship. Weiner (1992) notes that
psychotherapy with disturbed adolescents is a demanding task that some clinicians
seek out and that others actively avoid. Adolescents entering the therapy situation are
characteristically impatient, intolerant, and uncommunicative. They may fail to elabo-
rate on any details of the current situation or difficulties presented. They may deny any
responsibility for the current problems, preferring to place blame elsewhere, or may ac-
tually have almost no insight into the reasons they have been referred for treatment.
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This uncooperativeness is frustrating and anxiety arousing for the therapist and may
even discourage attempts to build a therapeutic relationship. Picture a 16-year-old
male sitting in your office, slouched in a chair, a cap and long hair covering his averted
eyes. His first words and only complete sentence for the next hour are: “I don’t want to
talk to no f—king shrink.” A reflective statement on your part that he must be upset
about something only brings a muffled grunt. A series of your best open-ended ques-
tions elicits only a series of unelaborated “Yes’s,” “No’s,” “I don’t know’s,”
“Maybe’s,” and “It’s the damn teachers.” Your feeble attempts to introduce humor or
to discuss safe topics bring only more grunts, a few eye rolls, or no response at all. His
posture throughout the seemingly never-ending hour remains essentially unchanged.
This initial session represents the base on which you will build your therapeutic rela-
tionship with the young man. It is little wonder that many therapists avoid such interac-
tions. Despite our best rationalizing that the adolescent is reacting to the situation and
not to us, it is often difficult to come out of such an unproductive session feeling as
though we made progress and that our skills are up to the task of helping the adolescent.

Although the adolescent may be a difficult client, Weiner (1992) feels that most dis-
turbed adolescents are accessible to psychotherapeutic intervention. Depending on the
level of development and maturity, work with the adolescent may range from gamelike
approaches utilized with younger children to therapy that resembles interventions with
an adult presenting similar problems. Most adolescents will not be candidates for
insight-oriented, in-depth therapy involving the reworking of previous experiences. Ac-
cording to Weiner, defenses may be serving a relatively useful function during this pe-
riod of personality development, and attempts to strip these defenses away may be
unproductive or actually counterproductive to the overall therapeutic plan. Goals may
range from better self-understanding with some personality reorganization to simple
stabilization and improved functioning without major personality change.

Weiner (1992) notes that adolescents differ from both adults and children in their
view of treatment. Whereas most children are initially unaware of the significance of
therapy and most adults have made the choice to begin treatment, adolescents are
clearly aware that they have been brought to treatment by others who can force contin-
ual attendance at sessions. Commenting on the beginning of treatment, Weiner notes
that a swift and incisive beginning of the treatment relationship is critical to successful
psychotherapeutic work with adolescents, probably more so than with other age
groups. Initially, the therapist must attempt to put the adolescent at ease, explaining
what to expect and taking steps to suppress apprehensions. Unstructured probing,
queries about deep personal feelings, or challenging the adolescent to explain his or her
misbehavior will likely produce further uncooperativeness or yield a strong emotional
response. Beginning with factual information in a nonjudgmental manner will help
allay initial anxieties. The therapist needs to explain how the relationship will differ
from those with parents, teachers, peers, and others. The goal at this level is to achieve
engagement with the adolescent and then implant the initial seeds for establishing a
motivation. The initial agreement from the adolescent may simply be to return to an-
other session.

Weiner (1992) states that continuing to build the relationship involves maintaining
a flow of communication, fostering a positive identification with the therapist, and
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dealing with the adolescent’s concern about how therapy might affect his or her inde-
pendence. The adolescent therapist will be more active in comparison with the adult
therapist. Long silences, noncommittal responses, and long periods of formulating an-
swers to the adolescent’s concerns should be avoided. Adolescent therapists may find
they talk with these clients relatively more than with adult clients. Explaining thoughts
explicitly, phrasing questions concretely, and, in general, using a direct approach will
facilitate work with the adolescent. Many of the interpretive leads and nondirective
probes used with adults may be perceived by the adolescent as trickery and may add to
resistance. Therapists need to present themselves as genuine. A spontaneous, conversa-
tional approach that is more akin to talking with a casual friend is recommended. The
adolescent is likely to be curious about the therapist’s “real life,” and the therapist’s
responses to such questions should be matter-of-fact and nonevasive. While not at-
tempting to influence values, the therapist should be willing to share personal opinions
and attitudes with the adolescent. Acknowledgment of the adolescent’s feelings about
various issues and situations is helpful; the therapist should be particularly aware of
the current teenage values, fads, slang, and so on, and be sensitive to the pressures re-
lated to adolescents’ social and emotional developmental levels. The therapist needs to
communicate a liking of and interest in the adolescent. This is best done indirectly be-
cause the adolescent will recognize the artificiality of an “I like you.” A sincere com-
mitment to engage with the adolescent in mutual problem solving, along with other
concrete gestures and expressions of interest, is most helpful. Finally, the therapist
must work at maintaining a balance along the continuum of independence-dependence.
Adolescents should not be treated like children; yet they should not be given signals
that they are entirely free to make all of their own life decisions.

Meeks (1971), in the classic text on the subject aptly entitled The Fragile Alliance,
has also written about therapeutic work with adolescents. The important components
in a successful therapeutic alliance with an adolescent involve: (a) the adolescent being
genuinely concerned about some aspect of his or her psychological functioning, (b) the
adolescent being able to accurately and honestly observe his or her own functioning
and report it to the therapist, and (c) the extent to which the family will support the
therapeutic endeavor. The key to establishing this alliance, according to Meeks (1979),
involves the “careful and systematic interpretation of affective states” (p. 136) pre-
sented by the adolescent in therapy. Signals or cues of changes in affect from the ado-
lescent may be masked or quite subtle, and the therapist must be sensitive to the
implications of these changes. Copeland (1974) in a similar vein has provided a list of
10 prognostic indicators for a favorable outcome of adolescent psychotherapy: (1) sin-
cere self-referral, (2) acceptance of the concept of personal problems, (3) presence of
psychological pain, (4) motivation for change, (5) economic independence, (6) history
of accomplishments, (7) sense of responsibility, (8) ability to form a working relation-
ship with the therapist, (9) acceptance of rules and other limits, and (10) positive rela-
tionships to family or other surrogates (p. 109). Motivation to change and a history of
positive accomplishments are viewed as the two most important determiners of poten-
tial therapeutic success. Although Copeland’s list may be useful in developing a prog-
nostic prediction or even deciding whether to attempt therapy with an adolescent, we
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wonder what an adolescent who presents all or most of these indicators would be doing
in therapy. It is likely that most of those referred adolescents would not present a posi-
tive prognostic picture given these guidelines.

INTEGRATION: MULTIMODAL AND MULTISYSTEMIC

This book borrows (and somewhat bastardizes) the term multimodal from Lazarus
(1976) to describe the overall philosophy implicit in the subsequent chapters. Lazarus
presented his BASIC ID, an acronym for seven interactive modalities that are investi-
gated as potential points of intervention for problems. The modes are Behavior, Affect,
Sensation, Imagery, Cognition, Interpersonal relationships, and Drugs-Diet. This ap-
proach presents a comprehensive method of identifying problems and then deciding the
most effective way to intervene. Keat (1979, 1990, 1996) expanded on this approach
with his own acronym, BASIC IDEAL, by adding E for Educational or school pursuits,
A for Adults in the child’s life (parents, teachers, relatives), and L for Learn the
client’s culture.

This book takes a broad view of what is “psychotherapeutic” for a child or an ado-
lescent. By multimodal, we refer to the many types of interventions to help troubled
children and adolescents. Kazdin (1988) lists over 250 terms that have been used in the
research and case study literature to describe interventions with children and adoles-
cents. This nearly exhaustive list points to the many interventions we have available to
facilitate therapeutic change with children and adolescents. There also exists a range
in each alternative. Educational measures, for example, can range from resource room
help to a full-time structured placement. Parental interventions may involve parenting
classes or perhaps therapy for the parents. In most cases, a multimodal, or combined,
approach will be used. For example, a child may receive individual therapy, his or her
parents may receive counseling, and the teacher may conduct a behavior management
program. Although it is desirable to intervene in the most efficacious and cost-efficient
manner, we do not make assumptions that one technique is preferable to or more thera-
peutic than others. At this point, neither research nor clinical experience is able to
identify whether a child with a low self-concept, for example, is helped more by two
hours a week of individual therapy or by having a teacher who is trained to consistently
provide positive successful school experience. We do not know whether group social
skills training is more beneficial than family therapy. What we do know is that several
types of intervention have some benefit for children and adolescents. The more inter-
ventions and systems that can be combined—the more modalities that are involved in
the treatment—the more likely it is we will realize our overall therapeutic goals. This
approach is not a “let’s try everything” plan. It involves careful assessment of prob-
lems, selection of appropriate interventions, and coordination and communication
among those providing services. As long as our treatment programs are not excessively
costly or time-consuming, interventions involving several modalities are indicated.

This multimodal view also implies two other basic assumptions. First, profession-
als with a variety of backgrounds are involved in child treatment. A teacher with a
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bachelor degree in special education may be working with a child who is receiving
individual therapy from a psychiatrist who has completed a child psychiatry fellow-
ship program. A high school guidance counselor may work individually with an ado-
lescent whose family is in therapy with a licensed psychologist. A further assumption
here is that a person does not have to be called a therapist to have therapeutic impact
on a child. The second, related assumption involves the settings where treatment
takes place. Troubled children and adolescents receive treatment in, among other
places, classrooms, schools, agencies, clinics, group homes, and hospitals. In this
book, we do not make the artificial distinction between counseling and psychother-
apy. We assume that a similar core of principles and techniques can be adapted to
many settings. Although the presenting problems may differ depending on the set-
ting, we believe, for example, that an Adlerian-trained school counselor will function
in a manner relatively similar to an Adlerian-trained psychiatrist in an inpatient set-
ting. The overriding concern is the development of effective, coordinated, and multi-
faceted interventions.

Multisystemic therapy (MST) treatment was originally developed for interventions
with antisocial and delinquent youth (Henggeler, Schoenwald, Borduin, & Rowland,
1998). The approach is based on social-ecological theory that includes treatment con-
siderations at the individual, family, peer, school, and community levels. In this per-
spective, the individual child or adolescent is viewed as at the center of a variety of
interacting and interdependent systems. Treatments aimed at these various systems can
be done simultaneously and can ultimately impact the individual. All these levels are
viewed as potentially contributing to the development of emotional and behavioral
problems, as well as to the maintenance of the difficulties. The MST approach also em-
phasizes treatment in the natural environment.

More recently, MST treatment has expanded to intervene with a broader range of
psychological problems (Curtis, Ronan, & Borduin, 2004; Henggeler, Schoenwald, &
Rowland, 2002; Rowland et al., 2000). Typically, MST has dealt with children and ado-
lescents with more serious and pervasive problems. A number of basic tenets underlie
MST, including:

• Multisystemic therapy seeks to identify risk, protective, and maintaining factors
in the natural environments.

• Multisystemic therapy is family based and shares some of the systemic perspec-
tives of other family therapy approaches. However, MST tends to be more intense
and emphasizes more linkages between the child/adolescent, their family, and
other units in the broader natural social network.

• Treatments are goal based with families having primary input in designation and
selection of goals.

• Treatments heavily involve caregivers and aim to alter the networks on a longer
term basis for maintenance of gains and changes.

• Treatments emphasize strengths and positives of the client and their network and
work at increasing responsibility across persons in the network.



The Practice of Child and Adolescent Counseling and Psychotherapy 17

• Multisystemic therapy has a problem-solving, present, and action-oriented focus.

• Treatments identify sequences between and among units in the network and seek
to alter the sequences to facilitate change.

Although the overall theme of this book is on theories, these theories provide op-
tions in MST, particularly at the individual, family, group, and school level.

THE PRACTICE OF CHILD AND ADOLESCENT
COUNSELING AND PSYCHOTHERAPY

The practice of counseling and psychotherapy with children and adolescents has been
examined in two surveys of practitioners. Kazdin, Siegel, and Bass (1990) surveyed
psychologists and psychiatrists whose practices included the provision of child and
adolescent treatment. Their group was predominately private practitioners, but also in-
cluded those based in hospital, medical, and community mental health settings. Almost
half of their time involved treatment-related activities. Respectively, conduct disorder,
attention deficit disorder, affective disorders, adjustment disorders, and anxiety dis-
orders were the most common diagnostic categories of their child and adolescent
patients. The respondents rated the following theoretical approaches in terms of use-
fulness: Eclectic, psychodynamic, family, behavioral, and cognitive were the most use-
ful approaches, with some differences noted between psychologists and psychiatrists.
These professionals conducted treatments that averaged 27 sessions in length, with an
average of approximately one session per week. In most cases, parents and school per-
sonnel were consulted or involved in treatment.

H. Prout, Alexander, Fletcher, Memis, and Miller (1993) surveyed a sample of psy-
chologists practicing in the schools to assess the patterns of practice of therapeutic in-
terventions in that setting. Their respondents spent considerably less time providing
counseling or psychotherapy, with only 17% of their time devoted to these activities.
Additionally, these professionals had briefer contacts with their clients, averaging 10
sessions for individual counseling cases and 11 for group interventions. Treatment ses-
sions were also shorter than the typical 50-minute hour in clinical settings, with both
individual and group sessions averaging less than 40 minutes. In theoretical orienta-
tion, the school practitioners rated behavioral, cognitive-behavioral, multimodal, real-
ity, and family systems as the most useful approaches, and individual counseling,
supportive relationship building, crisis intervention, contracting, and parent counsel-
ing as the most useful techniques or modalities. Family problems, learning/under-
achievement, motivation/attitude, attention deficit /hyperactivity, and divorce were
rated as the more frequent problems addressed in their practices.

Taken together, these studies show the wide range of practice and issues encoun-
tered in the practice of child and adolescent counseling and psychotherapy. Some dif-
ferences appear to exist across disciplines and settings, but approaches and problems
also vary in disciplines and settings.
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RESEARCH AND EFFICACY

Historical and Traditional Reviews

Since Eysenck’s (1952) classic and much-debated study on the effectiveness of psy-
chotherapy with adults, researchers and clinicians have pondered the question, “Does
psychotherapy work?” Eysenck’s study, generally recognized as having spawned consid-
erable research in psychotherapy, reviewed a number of studies of psychotherapy out-
come with neurotic adults. His evaluation concluded that the percentage of treated
clients who improved was not substantially different from the spontaneous remission
rate (i.e., those individuals who improved without psychotherapy). He found that roughly
two-thirds of each group, treated and untreated, reported improvement. Eysenck con-
cluded that there was little evidence to support the effectiveness of psychotherapy with
adult neurotics. Eysenck’s data and methodology have been cited, reanalyzed and rein-
terpreted, and criticized and condemned ever since. Despite its controversiality, his
study is important for the discussion, research, and examination of the therapeutic ven-
ture it has fostered.

Systematically and carefully studying the psychotherapy effectiveness question is
one of the most difficult research areas in the behavioral sciences. Understanding the
process of psychotherapy and its relationship to behavior change is an extremely com-
plex proposition. The five volumes of the Handbook of Psychotherapy and Behavior
Change (Bergin & Garfield, 1971, 1994; Garfield & Bergin, 1978, 1986; Lambert,
2003) point to both the methodological complexity and the enormity of the issues.
These volumes have attempted to bring together current empirical knowledge and data
on psychotherapy. To utilize current research findings or to attempt research in this
area, we must be aware of the problems facing the researcher.

Psychotherapy represents a wide variety of techniques, in some ways preventing a
clear, unambiguous definition of psychotherapy. Psychotherapy differs depending on the
theoretical orientation of the therapist, the length of time of the treatment, and the format
(i.e., individual, group, marital, parent, family consultation), as shown in the following:

• The clinical definition of client populations may be ambiguous and thus limit
generalizability. Clear definition of symptomatology and the client characteris-
tics may vary in studies and be somewhat a result of the setting. Would two stud-
ies of treatment of anxious children produce similar results if one were conducted
in a school and one at a clinic? Similarly, there are subgroups that might be stud-
ied separately (e.g., males versus females, Blacks versus Whites, the disadvan-
taged, children).

• Therapists vary in age, sex, training, orientation, competency, style, and person-
ality characteristics. Outcome could be affected by any one of these. Some re-
search has studied the client /therapist match issue (i.e., whether a certain type of
therapist works best with a certain type of client).

• Research can focus on process or content variables. Process studies examine what
goes on in therapy, typically some client /therapist interaction variable. Outcome
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studies examine whether the person is improved or whether there is behavioral or
affective change following intervention. Although some studies attempt to relate
process to outcome, both have been and continue to be studied extensively.

• In outcome studies, what represents appropriate measures to gauge therapeutic
change? Do rating scales, personality tests, client report, therapist rating, or the
reports of significant others validly and reliably reflect genuine change? What
represents improvement?

• Other methodological issues exist. Are single-subject research designs appropri-
ate for studying the general effectiveness of techniques? What represents an ap-
propriate control group for those who receive treatment? Both those people on
waiting lists for treatment and defectors (those who fail to return to the clinic for
therapy) have been used in comparison studies. Do these groups represent ones
that are clinically comparable to the experimental group?

• Psychotherapy does not occur in isolation. How do we account for other extrane-
ous variables that may affect our results?

• What are the long-term effects of our interventions? Does a 1-year positive fol-
low-up on clients treated for depression mean that these individuals will also
suffer fewer problems with depression in the subsequent 5 or 10 years? Psy-
chotherapy research with children and adolescents presents some special research
problems. Levitt (1971) notes that because the child is a developing organism,
many of the symptomatic manifestations of essentially normal children tend to
disappear as a function of development. Some problems like temper tantrums,
enuresis, specific fears, and sleep disturbance tend to go away in time. Levitt
notes, “There is some reality in the common-sense notion that children ‘grow out’
of certain behavior problems” (p. 477). This makes it difficult to sort out the ef-
fects of therapy versus the effects of maturation. Similarly, some problems that
are indicative of underlying emotional disturbance may disappear as a function of
development yet reappear in another form that Levitt calls “developmental symp-
tom substitution” (p. 477). For example, a child successfully treated for enuresis
at 8 years of age might be classified, for research purposes, as “cured” or “im-
proved” yet present serious problems as an adolescent. Extending this view some-
what, research on the effects of childhood psychological treatment on later adult
adjustment is difficult to do, yet this issue is an important one. Levitt also notes
that, although the child may be the identified patient in clinical studies, persons
other than the child may actually be the direct focus of treatment, thus making the
isolation of treatment effects difficult.

In reviewing psychotherapy research studies, we are left with certain impressions.
Because of the difficulty in conducting research in this area, it is possible to critically
examine almost any single study and dismiss its results or offer alternative explanations
of the findings on methodological grounds. The orthodox experimental psychologist
who spends the day in a rat laboratory might smirk at some of our research conclusions.
But because we work with humans who have difficulties in living and because the
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alleviation of these difficulties is a complex process, we must take a somewhat softer
view of the research. We must examine the literature with the understanding that few, if
any, studies are going to answer absolutely the question, “Does psychotherapy work?”
Rather, we must continue to critically examine the data and conclusions and to glean
from the research those implications that relate most directly to our clinical work. This
proposal is made not to support sloppy research or blanket acceptance or rejection of
findings but to support a flexible and open-minded view of the current literature and
status of the psychotherapy venture. The question of whether psychotherapy works re-
mains essentially unanswered at this point.

The effectiveness of psychotherapy with children has been chronicled in reviews by
Levitt in 1957, 1963, and 1971, and in a review by C. L. Barrett, Hampe, and Miller in
1978. Levitt’s 1957 study was modeled after Eysenck’s (1952) study of the effective-
ness of adult psychotherapy. Surveying reports of evaluation at both the close of ther-
apy and at follow-up and comparing them with similar evaluations of untreated
children, Levitt found that two-thirds of the evaluations at close and three-fourths at
follow-up showed improvement. Roughly the same percentages were found in the un-
treated control groups. Levitt wrote: “It now appears that Eysenck’s conclusion con-
cerning the data for adult psychotherapy is applicable to children as well; the results do
not support the hypothesis that recovery from neurotic disorder is facilitated by psy-
chotherapy” (p. 193). Levitt noted, however, that his evaluation “does not prove that
psychotherapy (with children) is futile” (p. 194) and recommended “a cautious,
tongue-in-cheek attitude toward child psychotherapy” (p. 194) until additional evi-
dence became available. The 1963 study utilizes a similar methodology and again
concluded that the hypothesis that psychotherapy facilitated recovery from emotional
problems could not be supported. Some of the 1963 data did suggest that comparisons
should be made in diagnostic categories. Levitt also found that improvement rates
tended to be lowest for cases of antisocial acting out and delinquency and highest for
identifiable behavioral symptoms like enuresis and school phobia. The 1971 review 
departed slightly from the previous reviews and looked at a wider range of modalities
than just child psychopathology. These included the effects of inpatient versus outpa-
tient treatment, drug therapy, type of special class placement, and the use of mothers
as therapists. Although individual studies showed some effectiveness, the overall 
conclusion again pointed to a lack of proof that these interventions are generally help-
ful. Levitt also focused on two identifiable diagnostic classifications, juvenile delin-
quency and school phobia, for further examination. School phobia tended to respond
favorably to treatment, but Levitt questioned whether treatment was simply removing
the symptoms of more serious underlying core problems that would surface in some
other form later. Conventional psychotherapy with delinquents appeared to be gener-
ally ineffective, but some moderately positive results were found in examining more
comprehensive treatment programs for delinquents. In addition to still questioning the
effectiveness of child psychotherapy, Levitt was able to provide some preliminary con-
clusions. He noted that many of the principles on which traditional psychoanalytically
based child guidance treatment have been based are now being challenged by research.
The evidence at that time did not support the necessity of involving the mother in treat-
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ment, the relative insignificance of father involvement, the relationship of outcome to
intensity of treatment, the desirability of encouraging the expression of negative feel-
ing, ignoring undesirable behavior, or the notion that the home or family situation is
likely to be more therapeutic than other child-care settings. In other words, many prin-
ciples that had guided, and probably still do guide, much of traditional child treatment
simply are not supported in the research. Rigid orthodoxies are not empirically sup-
ported, although few of the innovative treatments are definitely supported either.
Levitt called for more studies of treatment of specific diagnostic classifications and
more long-range follow-up studies.

C. L. Barrett et al. (1978) presented a historical and methodological review in which
they focused more on the research issues than on providing clinical guides. Noting that
their review found little progress in this area of research, they again indicated that the
issue of efficacy of child treatment remained unresolved. They posed a number of im-
portant questions for both future research and clinical work. They recommended aban-
doning the research questions of whether psychotherapy works and asking the more
appropriate question: “Which set of procedures is effective when applied to what
kinds of patients with which sets of problems and practiced by which sort of thera-
pists?” (p. 428). Although this specific question complicates the issue, the answer is
likely to be more productive in the end than the answer to the general question. Fur-
ther, they found classification systems to be inadequate and better systems to be
needed for classifying childhood disorders. The efficacy of the Diagnostic and Statis-
tical Manual of Mental Disorders, third edition (DSM-III) (American Psychiatric Asso-
ciation, 1980) and of DSM-IV-TR (American Psychiatric Association, 2000), which
more clearly delineates childhood disorders, is yet to be established. Finally, research
and practice both must focus more closely on the child’s developmental level and the
systems with which the child must interface.

Two other reviews of treatment bear mentioning. First, Abramowitz (1976) re-
viewed efficacy studies of group psychotherapy with children, reaching a conclusion
similar to the reviews of individual therapy. Definitive conclusions are not possible at
this point, and, based on available data, favorable responses to group therapy are not
indicated. However, if a group therapy approach is indicated, the feasibility of using a
behavioral approach might be considered first. Second, Tramontana (1980) has re-
viewed psychotherapy outcome research with adolescents and offered conclusions not
much different from other reviews. Noting a sparseness in the adolescent literature,
Tramontana found no clear evidence of effectiveness but found the area to be fraught
with research methodology problems.

Weisz, Doss, and Hawley (2005) have reviewed 40 (1962 to 2002) years of research
on psychotherapy for child and adolescent mental health problems. Their review was
intended to both summarize and critique the knowledge base. They noted that theoret-
ical perspective seemed to influence the knowledge base in an area; that is, advocates
of some theories are more likely to purse more rigorous randomized trial types of
design. For example, despite the long historical interest in anxiety among psychoana-
lytic and psychodynamic theorists, this has yielded virtually no randomized clinical
studies. Conversely, learning-based theorists have contributed a large number of
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studies compared to other theoretical models. Other issues and trends highlighted in
their review included:

• Many studies fail to accurately or thoroughly describe sample characteristics. As
an example, about 60% of the studies they reviewed did not report ethnicity or
racial characteristics. They cite other demographic characteristics that would be
readily available to researchers, but are often not included. This limits the gener-
alizability of findings across the range of child and youth characteristics.

• The delineation of treatment targets is done inconsistently. Weisz, Doss, and
Hawley found that over 75% of the studies did not require a formal diagnosis for
inclusion in the study. This also limits generalizability to specific disorders and
at varying severity levels.

• Sample sizes remain, on average, below adequate numbers for detecting treatment
effects. Using a criterion of 50 participants per treatment and control conditions
for adequate statistical power, they found that samples averaged 22 for treatment
groups and 21 for control groups.

• Problems continue in the assessment of treatment integrity or fidelity, that is, doc-
umentation that treatments are actually conducted in the manner described in the
study. They note that learning-based interventions more frequently include these
procedural checks. Utilization of treatment manuals, pretraining of therapists,
and supervision/adherence checks address these problems.

• Overtime, measure of outcome appears to have become more comprehensive. In-
creasingly, studies are including multiple informants in addition to the child or
adolescent, most notably teachers and parents. Additionally, although self-reports
are still being utilized, there are more studies employing multiple outcome mea-
sures such as objective behavioral counts, observations, and ratings.

• Issues remain with regard to the clinical representativeness of studies. Many stud-
ies have been conducted in laboratory or university research settings and do not
necessarily reflect actual practice conditions. A clinically representative study
includes children or adolescents who are referred through typical referral chan-
nels, therapists who are actually practicing, and treatment conducted in a clinical
service setting. Most of the studies reviewed did not meet those representative-
ness criteria.

Weisz, Doss, and Hawley (2005) have noted some strengths in this research base, but
also some limitations. The research base is still refining itself, but there have been pos-
itive trends in more recent research efforts.

Meta-Analyses

The reviews previously noted could all be classified as evaluating the child psychother-
apy research literature through the traditional critical literature review approach. In
the past several years, the systematic approach of meta-analysis has been used for sum-
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marizing the efficacy literature in psychotherapy as well as other areas. This approach
combines the results of efficacy studies by evaluating the magnitude of the effect of
treatments. Smith and Glass (1977) popularized this statistical approach in the psy-
chotherapy literature. In a meta-analysis, each outcome result in a controlled study is
treated as one unit of magnitude of effect or ef fect size (ES). The effect size is calcu-
lated by subtracting the mean of the control group (Mc) from the mean of the treated
group (Mt) and then dividing the difference by the standard deviation of the control
group (SDc): ES = Mt − Mc/SDc. The effect sizes are averaged to determine average ef-
fects across and between treatments. The effect size is a standard score that indicates
how many standard deviation units a treatment group differs from an untreated control
group. A positive effect size indicates improvement or the beneficial effects of treat-
ment. For example, an effect size of 1.00 indicates that an untreated subject at the
mean of his or her group (i.e., the 50th percentile) would be expected, on average, to
rise to the 84th percentile (i.e., a one standard deviation improvement) with treatment.

Evaluating across all types of counseling and psychotherapy, Smith and Glass
(1977) found an average effect size of .68. Similar replications by D. A. Shapiro and D.
Shapiro (1982) and Landman and Dawes (1982) found overall effect sizes of .93 and
.78 respectively. All three of these meta-analyses utilized primarily adult intervention
studies, but were all generally supportive of the effectiveness of psychotherapy. Smith
and Glass’s analysis suggested that behavioral and nonbehavioral treatments were
roughly equal in effectiveness, whereas D. A. Shapiro and D. Shapiro’s findings sug-
gested that behavioral and cognitive therapies were somewhat more effective than
other therapies. The meta-analysis approach remains somewhat controversial and has
met with some harsh criticism (e.g., Eysenck, 1978). Nonetheless, it does provide an
option for more systematically and objectively summarizing research findings.

Several meta-analyses have been completed on the effectiveness of child/adolescent
counseling and psychotherapy. Casey and Berman (1985) analyzed studies done with
primarily younger children (under age 13) who received some form of psychotherapy,
whereas H. Prout and DeMartino (1986) evaluated studies of children and adolescents
who received interventions for school-based or school-related problems. Respectively,
they found effect sizes across treatments of .71 and .58. These overall effect sizes are
generally consistent with the meta-analyses done primarily with adult subjects. Using
a model for evaluating the relative size of treatment effects proposed by Schroeder and
Dush (1987), these effect sizes fall into the “moderate” effect size category.

More specifically, Casey and Berman (1985) found that behavioral and cognitive
therapies were more effective than nonbehavioral (client-centered and dynamic) thera-
pies with respective effect sizes of .91 and .40. Individual therapies were somewhat
more effective than group interventions, .82 to .50. Similarly, H. Prout and DeMartino
(1986) found behaviorally based treatments somewhat more effective than other ap-
proaches, .65 to .40, but found that school-based group interventions were superior to
individual interventions, .63 to .39. H. Prout and DeMartino found only a small differ-
ence between interventions with elementary students versus secondary students, .52
versus .65. Both studies also found some differences in outcome related to the type of
treatment targets and outcome measures. Casey and Berman (1985) noted, however,
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that many of these comparisons were not meaningful because the categorizing schemes
also break the outcome studies into other classifications. For example, despite the dif-
ferences they found between behavior therapies and nonbehavioral therapies, the re-
spective studies were often evaluating different problems with different targets and
outcome measures. Thus, the treatment foci are frequently not equivalent and it is not
possible to make direct efficacy comparisons. It is best to view the previously noted
differences cautiously.

However, subsequent meta-analytic reviews have produced similar results showing
the effectiveness of child therapeutic interventions. Weisz and his colleagues (Weisz,
Weiss, Alicke, & Klotz, 1987; Weisz, Weiss, & Donenberg, 1992; Weisz, Weiss, Han,
Granger, & Morton, 1995) have conducted a series of meta-analyses on studies from
child therapeutic intervention sources. Although using somewhat different methodol-
ogy and weightings, their series of analyses yielded overall effect sizes ranging from
.71 to .79. Broadly defined behavioral interventions seemed to yield the strongest ef-
fects. S. Prout and H. Prout (1998) updated the H. Prout and DeMartino (1986) study
of school-based therapies and found an overall effect size of .97. Interestingly, almost
all the studies in this update that met the criteria for inclusion in the meta-analysis as-
sessed the effectiveness of group interventions. There were very few controlled studies
of individual counseling or psychotherapy conducted in school settings.

In the initial meta-analysis of child therapy studies, Casey and Berman (1985) con-
cluded that the evidence in their analysis indicated that psychotherapy with children was
as effective as therapy with adults. Despite some shortcomings in the diagnostic and
methodological areas, they felt that the available outcome studies demonstrated the effi-
cacy of treatment across a range of therapeutic approaches and problems. They noted:
“Clinicians and researchers need not be hesitant in defending the merits of psychother-
apy with children” (p. 397). Similarly, H. Prout and DeMartino (1986) concluded that
there is evidence to support counseling and psychotherapeutic efforts in the schools and
for school-related problems. Those conclusions continue to be an adequate assessment of
the status of efficacy research in this area. Across all these meta-analyses, there is evi-
dence of at least moderate effectiveness of child therapeutic interventions.

In the first edition of this book, we noted that the outcome research on child and ado-
lescent psychotherapy left us with an unclear and confusing impression (H. Prout,
1983). The available reviews at the time did not support effectiveness, nor did they prove
the ineffectiveness of child/adolescent therapeutic interventions. Yet, at the same time,
they pointed to the complexity of the issue and the methodological problems in conduct-
ing research in this area. Although there remain some unresolved questions concerning
the efficacy of child and adolescent therapeutic interventions, the array of meta-analy-
ses present systematic reviews indicating some degree of benefit to these interventions.
The question of effectiveness is much more clearly answered at this point. Further, data
appear to support the greater efficacy of certain types of interventions, notably those
falling in the broad category of cognitive-behavioral interventions. There is now support
that therapeutic interventions with children and adolescents are a viable clinical activ-
ity. Nonetheless, we continue to recommend a cautious, thoughtful, and examining ap-
proach to child and adolescent treatment.
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Treatment of Specific Disorders

The evolving literature in the efficacy of treatment of child and adolescent disorders is
moving toward assessment of specific treatment for specific disorders. Eventually, this
may yield a more prescriptive approach to psychological treatment. Although this may
be complicated by comorbidity issues, there is a trend with more specific matching of
treatment and disorders. At this point, there are four types of more frequently seen dis-
orders where an efficacy base has appeared: depression, anxiety, and conduct disorder
and related disruptive behaviors.

Depression

Recently, Weisz, McCarty, and Valeri (2006) conducted a meta-analysis specifically on
the effectiveness of psychotherapy with children and adolescents with depression. Their
findings were somewhat disappointing in that it yielded an ES of only .34 (considered a
small to medium effect) across treatments, compared to other previous general meta-
analyses that typically found ES’s near the 1.0 range. Additionally, there was no clear
support for cognitive-behavioral therapy, as has been demonstrated in the adult litera-
ture. In contrast, Weersing and Brent (2003) found that a variety of cognitive-behavioral
treatments were generally efficacious interventions with adolescents with depression.

More specific treatments have shown some evidence of effectiveness. Clarke,
DeBar, and Lewinsohn (2003) have developed a program called Adolescent Coping
with Depression (CWDA). This is a cognitive-behavioral group treatment that has sev-
eral components. The groups are psychoeducational in nature and the components in-
clude cognitive restructuring, targeting of specific behaviors (e.g., withdrawal, social
skills), problem solving, relaxation training, and goal setting. Groups range in size
from 6 to 10 with typically 16 meetings over 8 weeks. The manual-based treatment has
shown higher rates of depression recovery compared to control groups across several
treatment studies with adolescents with depression and other issues.

Empirical support exists also for interpersonal therapy (IPT) for adolescents (Muf-
son & Dorta, 2003). Interpersonal psychotherapy is a well-established treatment op-
tion for adults. Interpersonal psychotherapy is a brief treatment that focuses on the
depressive symptoms and the individual’s interpersonal contexts. The approach in-
cludes a psychoeducational component and works on building skills and competencies
in the adolescent. Typically, this involves altering passive interactional patterns to
more active, action-oriented patterns. Different from the adult version of IPT, the ado-
lescent program also includes a substantial parent relationship component. Studies
have shown effectiveness in reducing depressive symptoms in adolescents.

Anxiety

Several treatment options have been identified that are effective in treating child and
adolescent anxiety (Christophersen & Mortweet, 2001; Kendall, Aschenbrand, & Hud-
son, 2003). Children’s anxiety disorders range from specific situational fears and anxi-
eties to more generalized patterns. Familial and parental issues appear to impact
anxiety. There appears to be support for cognitive-behavioral interventions that combine
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educational and exposure components. The programs tend to utilize practice via role-
play and homework assignments that address anxiety-arousing situations. Parental in-
volvement appears to enhance treatment effects (P. M. Barrett & Shortt, 2003).

Conduct Disorder and Related Behavior Disorders

In general, these disorders have been relatively less responsive to more traditional thera-
peutic interventions. Typically, collateral therapy is required with involvement of those
with ongoing contact with the child, that is, teachers and parents. Christophersen and
Mortweet (2001) note that a range of behavioral management interventions (e.g., rein-
forcement, token economies, prompting) have substantial support for effecting change in
specific environments. Often, systemic or structural family therapy is helpful with prob-
lems that are pervasive across settings. Problem-solving skills trainings has shown
effectiveness with even fairly young children through adolescents. The basic tenet of
problem-solving training involves recognition of the problems, generation of possible re-
sponses to the problems, and selection of a behavior that is “good” for the situation.
Often, teachers and parents are trained to facilitate this process with children. A variant
of this has been shown to be effective in dealing specifically with anger issues in adoles-
cents (Lochman, Barry, & Pardini, 2003). This approach focuses more specifically on al-
ternatives to aggression. The MST approaches discussed earlier in this chapter have also
shown some effectiveness with conduct and behavioral disorders (Curtis et al., 2004).

CONCLUSION

This chapter has provided an overview of the broad area of the psychological treatment
of children and adolescents. Many issues are important to those who do clinical work
with children. The mental health needs of children create enormous demands that the
social services and mental health delivery system have not yet even closely met. The
child/adolescent therapist must be aware of developmental factors and plan and con-
duct treatment accordingly. Further, the therapist must be aware of the unique aspects
of the therapeutic relationship with children and adolescents. A multimodal, combined
approach to treatment is advocated, necessitating a broad view of what may potentially
be therapeutic for the child/adolescent client. Finally, the question of efficacy has be-
come somewhat less debatable since the earlier editions of this book. There is now
moderate but clear support for the general effectiveness of child and adolescent thera-
peutic interventions although the evolving literature and research base continue to
point to the complexity of the issue.
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