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Adolescence (11–19 years age) has been recognized as a period of turmoil. This 
is a transitional stage characterized by rapid biological, psychological and inter-
personal changes. The adolescent has dreams but many times fails in methods to 
achieve them. In the present scenario, many adolescents have to face high com-
petition, unrealistic expectations and multiple distractions. It is not surprising that 
different types of psychological problems are manifested during adolescence.

Although, there is evidence that only 3–12 % of the adolescent population 
need help for various mental disorders, 25 % need help for adjustment problems 
and almost 40 % need help in developing life-skills and competencies to learn 
to deal with their problems effectively. Psychosocial support through Cognitive 
Behavioural Therapy (CBT) helps to bring changes in patterns of thinking, feel-
ing and behaviour in an individual. CBT is a collaborative approach that teaches 
adolescents and their parents new ways of thinking (cognitive) and acting (behav-
ioural) which are more balanced, less negative and lead to improvements in psy-
chological well-being.

CBT empowers adolescents to solve problems and cope with their own diffi-
culties while supporting parents with strategies to help their children achieve suc-
cess. CBT also helps to improve psychosocial competence and builds resilience. 
Psychological empowerment is an adolescent’s cognitive state characterized by a 
sense of perceived control, competence and goal internalisation. This is a proactive 
approach to life, which helps in adaptation, capacity building, provides a sense of 
well-being and prevents development of mental disorders.

There are different approaches to deliver CBT, namely individual CBT; 
group CBT; TF—Trauma Focused CBT; and self-help approach which includes 
Computerized CBT, Internet-based CBT and manual-based CBT; and Tele-CBT. 
Computer-assisted/Internet-based therapies have great potential to make psycho-
logical assessment and treatment more cost-effective than other approaches. These 
forms of therapies are feasible and efficacious and can reduce the stigma of visit-
ing mental health professionals.

This book comprises 19 chapters and is divided into three parts. The first part 
provides an overview of problems faced by adolescents and the psychological 
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techniques that can be used to help them deal with mental health problems. 
Chapter 1 describes the prevalence and magnitude of mental health conditions 
among adolescents in India. Chapter 2 provides an introduction to Cognitive 
Behavior Therapy, its basic principles and applications in various mental health 
disorders. Chapter 3 enumerates the significance of community-based interven-
tions for Indian adolescents.

The second and third part of the book (Building Skills and Interventions) has 
been developed out of intense research carried out on clinical populations. Each 
of the chapters describes modules in detail, including assessment of the adolescent 
and practical steps to be followed to bring change in the behaviour. Modules on 
building skills can be used in the school set-up by school counsellors and other 
mental health professionals working with adolescents. Chapter 4 imparts study 
skills that may help adolescents cope with academic difficulties. Different strat-
egies are given to develop effective studying styles and to make studying more 
rewarding. Chapter 5 deals with relationship issues often precipitating emotional 
problems in adolescents. The chapter describes skills that may aid in interpersonal 
problem solving. Chapter 6, Anger Management, addresses the prevalent problem 
of anger and aggression in adolescents and imparts techniques for management of 
the same. Chapter 7 deals with Sleep Disorders in adolescents and elaborates on 
techniques for sleep management as well as sleep hygiene. Stress is a common 
problem among adolescents and is widely seen as a precipitating factor for many 
mental health issues, therefore, Chap. 8 focuses on imparting skills for effective 
stress management. Chapter 9 deals with management of pain-related issues in 
various disorders such as psychosomatic pain, fibromyalgia, etc.

The next few chapters (Interventions) focus on mental health disorders. The 
interventions described can be practiced, after training in clinical skills by pro-
fessionally trained clinical psychologists. The practice of CBT requires exten-
sive supervised training. It is imperative that only trained professionals practise 
CBT with utmost efficiency. Chapter 10, the management of Anxiety disorders, 
lays the foundation for CBT techniques. As anxiety is an underlying condition 
in many psychiatric and psychophysiological disorders, the techniques described 
have a wider application. Chapter 11 on Depression in adolescents, is very rel-
evant to current mental health needs. Depression is manifested in adolescents in a 
different way compared to adults. Currently this disorder is becoming very com-
mon due to psychosocial stressors, which need specialized intervention. Obsessive 
Compulsive Disorder covered under Chap. 12 also provides self-help methods. 
Somatoform Disorder in adolescents are often seen in Indian and Asian cultures, 
but there is a scarcity of standardized psychological intervention and Chap. 13 
aims at bridging this gap. Chapter 14 elaborates on a transdiagnostic approach to 
the management of headaches in adolescents, employing more recent modules to 
the practice of CBT in management of comorbid conditions. Chapter 15 focuses 
on management of Attention Deficit Hyperactivity Disorder in adolescents. ADHD 
is no longer limited to childhood, the adolescent period aggravates some other 
problems, which are being addressed in this chapter. Chapters 16–18 are based on 
more recent lifestyle-based issues faced by adolescents, namely Substance Abuse, 
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Internet Addiction and Obesity. These chapters enumerate intervention modules to 
address these concerns.

The final Chap. 19, Effectiveness of Cognitive Behaviour Therapy in 
Adolescents, focuses on the efficacy studies and applicability of cognitive behav-
iour therapy in various mental disorders.

All the modules are presented as practical steps in session format and guides 
the practitioner through the various techniques. This book aims at disseminating 
CBT techniques which are culturally adapted and are likely to empower adoles-
cents with skills to make their life more meaningful, happier and worthy.

Manju Mehta
Rajesh Sagar
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Chapter 1
Magnitude of Mental Health Problems  
in Adolescence

Usha Naik

© Springer India 2015 
M. Mehta and R. Sagar (eds.), A Practical Approach to Cognitive Behaviour 
Therapy for Adolescents, DOI 10.1007/978-81-322-2241-5_1

1.1  Introduction

1.1.1  Adolescence—A Work in Progress

WHO identifies adolescence as the period in human growth and development that occurs 
after childhood and before adulthood, from ages 10 to 19. It represents one of the most 
critical transitions in the life span and is characterized by a tremendous pace in growth 
and change. “The biological determinants of adolescence are fairly universal; however, 
the duration and defining characteristics of this period may vary across time, cultures, and 
socioeconomic situations” (WHO).

Adolescence is also defined “as a critical period, characterized by  neurobiological 
and physical maturation leading to enhanced psychological awareness and higher 
level social, cognitive and emotional responses”. Adolescence is viewed as 
neurobiological works in progress faced by emotional academic and personal chal-
lenges (Pataki  2009).

Adolescence is a time of great promise, enthusiasm and limitless possibilities. 
It is a time of emerging talents in several fields. It represents a metamorphosis 
from child to adult, from dependency to independence and a movement away from 
the family to the peer group and to the larger world without. Adolescents ques-
tion their place here on earth and their relevance to the universe, justice, morality, 
inequality, their changing bodies, their need to do well in academics, sports and in 
social relationships. Within families, an attempt by the adolescent to move towards 
independence is met with confrontation from the adult world. A similar situation 
exists at school. Questioning, demanding explanations and a need to conform to 
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4 U. Naik

peer-group norms lead to conflict. Physiological changes, curiosity, interest in the 
opposite sex, and behavioural and emotional individuation is a given. Parenting 
styles also evolve from engaging in conflict or withdrawal to a focus on problem 
solving, changing from vertical to more horizontal or less authoritarian, in later 
adolescence (Van Doorn et al. 2011). For the majority of children, adolescence is 
mastered appropriately, but about 20 % of young people have challenges they can-
not overcome adequately. It is these young people who need support services.

1.1.2  Risk Factors

Felitti first studied the impact of adverse childhood events (ACEs) in the ACE study 
and found considerable differences between individuals who had no adverse events as 
compared to those who had 4 or more events. Four major types of child maltreatment 
namely physical abuse, sexual abuse, psychological abuse and neglect have been cate-
gorized (Leeb et al. 2007). Behavioural problems, depression, PTSD, substance abuse, 
violence, criminality and chronic diseases like cardiac and respiratory conditions were 
considerably increased with ACEs. For example, there was a 4- to 12-fold increase in 
health risks for alcoholism, drug abuse, depression and suicide attempts in individuals 
with 4 or more ACEs. Poverty, with all its attendant disadvantages, can be a further 
compounding factor (Fang et al. 2012; Felliti et al. 1998; Hamburger et al. 2008).

1.1.3  Risk Taking

The increase in mortality and morbidity in adolescence relates to inadequate 
 control of behaviour and emotions. Unintentional injuries were reported to be a 
leading cause of death and disability in adolescents, and road traffic injuries, 
drowning and burns were the most common types. Injury rates among adolescents 
are highest in developing countries.

The leading causes of death in 15–29-year-olds are RTA or road traffic accidents. 
The particulars of these avoidable deaths are speeding, drunken driving and failure 
to wear seatbelts and helmets. In 2011, 1,42,485 individuals were killed in road 
traffic accidents and 5,11,394 were injured. Of these, 30.3 % were between 15 and 
24 years. The police records for these accidents state that it was the driver’s fault in 
77.5 % of the cases. Inexperience, aggression and a casual approach along with risk 
taking and alcohol consumption were important factors (Ruikar 2013).

An interesting neurobiological explanation is based on the differential  maturation 
of different circuits in the teenage brain. Brain areas, like the ventral striatum con-
cerned with motivation and reward seeking, are myelinated and mature before the 
prefrontal cortex which performs the executive functions of restraint and self-control. 
There is an early increased reactivity to motivational stimuli, whereas executive or 
cognitive control lags behind and is established later. This disparate rate of  myelination 
can explain the impulsivity of adolescence (Casey et al. 2008).
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1.1.4  Peer-Group Influence

While families and school stay as constants, it is a moving towards the peer group 
that is the most important change in this period. Friends and schoolmates largely 
determine smooth sailing or otherwise, for the impressionable adolescent. Several 
studies have shown that birds of a feather do flock together.

1.2  Demographic Data

Beyond a certain number, demographic data becomes impossible to conceptual-
ize. The current world population in 2014 is about 7.2 billion and about one in 
every five people in the world is an adolescent. Eighty-five per cent of these young 
people live in developing countries. As the population of India moves towards the 
1.25 billion mark, our estimated number of adolescents is 243,492 million (www.
world-population.com, UNICEF 2011). If one were to extrapolate the prevalence 
figures to a reasonable and approximate 20 %, in India alone, the numbers would 
be 48 million or about 5 crore adolescents in need of therapeutic mental health 
services. This enormous figure does not account for that multitude of children who 
do not fulfill diagnostic criteria but are in distress and would benefit from problem 
solving and assertiveness training, and interpersonal and life skills counseling.

1.3  Magnitude of Mental Health Problems and Disorders

The prevalence of mental health problems is not always easy to ascertain. 
Several factors determine the recognition of a problem by parents and teach-
ers. Externalizing problems are reported to a greater extent by Asian teachers. 
They even rate the same behaviour as more severe, given the same case data. 
This would reflect a cultural expectation of what is appropriate child behav-
iour (Sharan 2013). Conversely, internalizing behaviours are noted more read-
ily by Western teachers who find child withdrawal to be more worrisome. 
Epidemiological studies are innately difficult to conduct. Several issues arise in 
adolescence which do not necessarily amount to cases by ICD or DSM crite-
ria. The screening and assessment tools used, the language and cultural context, 
the stages of screening and final level of case confirmation, whether conducted 
by professionals or trained community level workers, may all affect the level of 
impairment needed to define caseness, thus leading to widely different preva-
lence rates (Sharan and Sagar 2008; Srinath et al. 2010). Moreover, the defini-
tion of adolescence as the period from 10 to 19, currently accepted by the WHO 
has not been the norm in earlier reports. National records for young people are 
documented as for the 15–24 group. To extract precise information regarding the 
10–19 bracket is not always possible.

http://www.world-population.com
http://www.world-population.com
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At least 20 % of young people will experience some form of mental ill-
ness, such as depression, mood disturbances, tobacco and substance abuse, sui-
cidal behaviours and eating disorders (UNICEF). The relevance of identifying 
and treating mental health disorders of adolescence is further enhanced through 
recent studies that confirm that half of all lifetime cases of mental illness are now 
recognized to begin by age 15 and three-quarters by age 24. Even in developed 
countries, the median number of years from the time a child first experiences psy-
chiatric disturbance and receives treatment is 9 years and 2 years for psychotic ill-
nesses (Kessler et al. 2005).

A. Important Studies

In an early epidemiological study of child and adolescent psychiatric disorders, 
conducted at Bangalore and Lucknow, the prevalence rate of psychiatric dis-
orders was found to be 14.3 % among males and 12.6 % among females in the 
Bangalore centre and 13.6 and 10.6 % for male and female children, respectively, 
in Lucknow. The commonest disorders were enuresis, pica, stuttering, specific 
developmental disorders, phobic anxiety disorders and oppositional defiant disor-
der (ICMR Bulletin 2001). In a review of epidemiological studies from 51 Asian 
countries, the prevalence of child and adolescent mental health problems and dis-
orders were in the range of 10–20 % (Srinath et al. 2010). In one meta-analysis, 
the prevalence rate of child and adolescent psychiatric disorders in the commu-
nity was found to be 6.46 % and for school based studies, the figure was 23.33 % 
(Malhotra and Pradhan 2013).

A review by Achenbach, prevalence studies from the USA and India, and one 
incidence study will be briefly covered here. They refer both to general psychopa-
thology and the prevalence of single conditions. A reference will be made to one US 
study and one Indian study highlighting comorbidity in adolescence. The age ranges 
of some studies overlap with adolescence but include younger children as well.

(i) Review by Achenbach in 2012

A recent review by Achenbach in 2012 evaluated several prevalence reports and 
studies including two Indian studies. The review looked at general population 
studies with sample sizes greater than 300, where standardized diagnostic inter-
views were used along with dimensional rating instruments to assess childhood 
psychopathology. Prevalence rates based on diagnostic interviews differed consid-
erably probably because of methodological variation. A few of the studies from 
the original table have been included in Table 1.1, divided into Development 
and Well-Being Assessment (DAWBA) and Diagnostic Interview Schedule for 
Children (DISC) studies. These prevalence figures represent a wide spectrum of 
disorders including, anxiety, depression, phobias and in some cases epilepsy as 
well. The two Indian studies found different rates of prevalence (Table 1.1). The 
Bangalore study has prevalence figures similar to those from the USA. Prevalence 
in the Goa study is much lower than in other studies. The disparities in rates may 
not reflect a true difference in prevalence but methodological differences. The 
review supported the use of rating instruments for diverse background population-
based studies, if appropriate normative data were available.
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(ii) The National Comorbidity Survey–Adolescent Supplement (NCS-A)

Using the World Health Organization Composite International Diagnostic 
Interview (CIDI), the US National Comorbidity Survey–Adolescent Supplement 
(NCS-A) surveyed 10,123 adolescents aged 13 to 18 years. This study was 
launched as an initiative to address the lack of national statistics on mental health 
in children. The methodology was of a dual frame with a household subsample and 
a school subsample. The CIDI was modified for use with adolescents, and infor-
mation from both the parent and adolescent was combined for major depression 
and behaviour problems. DSM-IV criteria were used (Merikangas et al. 2010).

The overall lifetime prevalence of disorders with severe impairment or distress 
was 22 %. The details are given in Table 1.2. Anxiety disorders were the most 
commonly reported with 8 % having severe impairment. It is important to note 
the early age of onset of anxiety disorders, followed by behaviour, mood and sub-
stance abuse disorders. The early age of onset of disorders highlights the need for 
early intervention (Table 1.2) (Merikangas et al. 2010).

(iii) Community-based study of Epidemiology of Child and Adolescent 
Psychopathology (Srinath et al. 2005)

In this important study undertaken in Bangalore, a sample size of 1,578 children 
was selected including 438 urban children, 481 slum children and 659 rural chil-
dren. The prevalence rate in the 4–16-year-old children was 12.0 %. Enuresis, spe-
cific phobias, hyperkinetic disorders, stuttering and oppositional defiant disorder 
were the most frequent diagnoses. When impairment associated with the disor-
der was assessed, significant disability was found in 5.3 % of the 4–16-year-olds. 
Middle-class urban families were more likely to report psychiatric morbidity but 

Table 1.1  Epidemiology 
of child and adolescent 
psychopathology

Achenbach 2012

Location Author Ages Prevalence (%)

Development and well-being assessment (DAWBA) studies

Goa Pillai et al. (2008) 12–16 1.8

Israel Farbstein et al. (2010) 14–17 11.7

Italy Frigerio et al. (2009) 10–14 8.2

Diagnostic interview schedule for children (DISC) studies

Bangalore Srinath et al. (2005) 4–16 12.5

USA 
National

Merikangas et al. 
(2010)

8–15 13.1

Table 1.2  Lifetime NCS-A 2010 (Merikangas et al. 2010)

Disorder Cases (%) Severe impairment or 
distress (%)

Median age of onset  
of disorder (years)

Anxiety disorders 31.9 8.3 6

Mood disorders 14.3 11.2 13

Behaviour disorders 19.1 9.6 11
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also recorded the maximum drop in rates, when impairment criteria were included. 
The urban slum areas had the lowest total prevalence rates possibly due to greater 
toleration of deviance and low awareness of problems (Table 1.3).

(iv) Non-traditional lifestyles and prevalence of mental disorders in adolescents 
in Goa, India (Pillai et al. 2008)

In the Goa study, 2,048 adolescents aged 12–16 years were evaluated for psy-
chiatric disorders. The most common diagnoses were anxiety disorders (1.0 %), 
depressive disorder (0.5 %), behavioural disorder (0.4 %) and attention-deficit 
hyperactivity disorder (0.2 %). Where both sets of informants were interviewed, 
a higher rate of diagnosis was made. Of the 20 individuals diagnosed with anxiety 
disorders, 10 individuals had a depressive disorder, 9 individuals had behavioural 
disorders and 4 had ADHD. In this study, the authors stated that the prevalence 
could be low for three possible reasons: methodological factors, the scope of the 
study and the prevalence of protective factors (Table 1.4).

(v) Psychopathology of school-going children in the age group of 10–15 years 
(Bansal and Barman 2011)

In a cross-sectional study, the Childhood Psychopathology Measurement Schedule 
(CPMS) was used to screen 982 students in the age group of 10–15 years from 
four randomly selected schools. The screening was followed by detailed evalu-
ation in which children were diagnosed by ICD-10 criteria. One hundred and 
ninety-nine (20.2 %) students had psychiatric morbidity. Specific phobias were 
the largest group amounting to nearly 20 % followed by sleep disorders. Tension 
headache was reported in 11.5 %. Hyperkinetic disorder was found in 6 %, con-
duct disorder in 1 %, and depressive episodes in 2 % of children (Bansal and 
Barman 2011).

(vi) Depression in School-based Adolescents (Nair et al. 2004)

In a sample of 1,014 school- and college-based adolescents aged 13–19 years, 
the Beck’s depression Inventory was used to find the prevalence and pattern of 
depression. School dropouts had the most severe and extreme forms of depression. 
There was 3 % depression in school-going adolescents and none in college-going 

Table 1.3  Community-based study of epidemiology of child and adolescent psychopathology 
(Srinath et al. 2005)

Disorders Percentage Disorders Percentage

Specific isolated 
phobias

2.9 OCD 0.1

Social phobia 0.3 Depressive episode 0.1

GAD 0.3 Hyperkinetic disorders + hyperkinetic 
conduct disorder

1.7

SAD 0.2 ODD 0.9

Agoraphobia 0.1 Conduct disorder 0.2

Panic disorder 0.1 Behaviour disorder NOS 0.2

Social anxiety disorder 0.1 Speech and language disorders 2.0
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adolescents. Prevalence of severe and extreme depression among adolescents 
using BDI was 9.5 and 1.7 %, respectively, among school dropout girls, 2.6 and 
0.2 %, respectively, among school-going girls, 1.4 and 0.2 %, respectively, among 
school-going boys and nil among college-going girls (Nair et al. 2004) (Table 1.5).

The BDI has been found to be a sound measure for use in a primary care setting 
in India (Basker et al. 2007).

(vii) Anxiety disorders in Rural Adolescents (Nair et al. 2013)

In a rural sample of 500 rural adolescents, the prevalence for all anxiety disor-
ders was 8.6 % when the international cut-off of 31 was used for SCARED and 
25.8 % when the Indian cut-off of 21 was used and 14.4 % when DSM-IV-TR 
criteria were used. The respective figures for boys and girls were boys = 2 %; 
girls = 6.6 % (cut-off 31); boys = 6.6 %; girls = 19.2 % (cut-off 21) and 
boys = 4.8 %; girls = 9.6 % (DSM IVTR) (Table 1.6).

(viii) Comorbidity needs also to be considered

In the NCS-A study, of the affected adolescents, 61 % met criteria for a single 
disorder. Twenty-five per cent of adolescents affected by one disorder also met 

Table 1.4  Non-traditional lifestyles and prevalence of mental disorders in adolescents in Goa, 
India (Pillai et al. 2008)

No. of cases Diagnostic break up

Anxiety disorders 1.0 % 20 Social phobia 4
Panic disorder 4
OCD 4
GAD 2
AD NOS 6

Depressive disorders 0.5 % 10 MDD 5
DD NOS 5

Behavioural disorders 0.4 % 9 Conduct disorder 3
ODD 1
Disruptive behaviour disorder 
NOS 5

ADHD 0.2 % 4 Combined type 3
Predominantly inattentive type 1

Table 1.5  Incidence of childhood psychiatric disorders in India (Malhotra et al. 2009)

Diagnosis

Depressive episodes 3 Pathological stealing 1

Mixed anxiety and depressive disorder 3 Specific developmental disorder of 
scholastic skills

2

OCD, mixed thoughts and acts 1 ADHD 2

Adjustment disorder brief depressive reaction 3 Conduct disorder 1

Histrionic personality disorder 1 Emotional disorder with onset 
specific to childhood

2

Childhood disorder of social functioning 1 n = 20



10 U. Naik

criteria for a second disorder, 11.0 % were affected by three classes of disorders, 
and 3 % were affected by four classes of disorder (Merikangas et al. 2010).

In the Trivandrum sample, depressive disorders were concurrently present in 
23.7 % of adolescents with AD. Conversely, 20 % of adolescents with panic disorder, 
12.1 % with generalized anxiety disorder, 5.3 % with separation anxiety disorder and 
12 % with social anxiety disorder also had depressive disorders (Nair et al. 2004).

(ix) Incidence studies

In the only Indian incidence study on childhood psychopathology, in a 6-year 
 follow-up study in Chandigarh, children who scored below the cut-off for psychiatric 
disorder (N = 727) on both the screening instruments used were recontacted 6 years 
later. Assessments were done by qualified psychiatrists and by well-structured and 
standardized scales, using ICD 10 criteria. Assessment scales included lifetime ver-
sions of symptoms. The follow-up strategy was intensive door-to-door survey. One 
hundred and eighty-six children and their families were available for re-evaluation. 
Twenty children out of 186 followed up were identified to have psychiatric disorder. 
This gives the incidence rate of 18/1000/year. Ten (50 %) children fell into the cat-
egory of neurotic, stress-related and affective disorders, and 2 (10 %) children had 
personality and behaviour disorders. These conditions are basically adult disorders 
which had onset during childhood. Only 8 (40 %) children presented with disorders 
that have onset specific to childhood (Table 1.5). The methodology excluded 
children with severe psychopathology as it was a school-based study. Brief disor-
ders of adjustment might have been missed as the group was assessed after a period 
of six years.

B. Individual Disorders

(i) ADHD

In the NCS-A study, the prevalence of ADHD was 8.7 %, with three times as 
many males being affected by this condition as females. The prevalence of severe 
ADHD was 4.2 %, or approximately half of all cases in the sample. Srinath et al. 
reported a point prevalence estimate for hyperkinetic disorder to be 1.6 %. Pillai 
et al. reported a rate of only 0.2 % in adolescents aged 12–16 years. In a recent 
study, in 770 children aged between 6 and 11, the prevalence of ADHD was found 
to be 11.32 % (Venkata and Panicker 2013).

Table 1.6  Anxiety disorders 
in rural adolescents (Nair 
et al. 2013) and depression 
in school-based adolescents 
(Nair et al. 2004)

Anxiety
Rural 
adolescents = 500

13–19 SCARED cut-off 
31

8.6 %

SCARED cut-off 
21

25.8 %

DSM-IV-TR 
criteria

14.4 %

Depression 13–19 School dropouts
Severe depression

11.2 %

School-going 3 %

College-going nil
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(ii) Conduct Disorders

ODD was present in 12.6 % of the sample (6.5 % for severe cases) and 6.8 % met 
criteria for CD (2.2 % for severe cases). Although the rates of ADHD and ODD 
remained relatively stable by age group, rates of CD increased to a peak of 9.6 % 
among the oldest adolescents (Merikangas et al. 2010). The median 12-month 
prevalence rate of disruptive behaviour disorders (i.e., conduct disorder or oppo-
sitional defiant disorder) is 6 % (range 5–14 %) in studies conducted in developed 
countries. Srinath reported the prevalence for conduct and oppositional defiant dis-
order to be 1.3 % whilst Pillai, reported a rate of 0.4 % for disruptive behaviour 
disorders (Srinath et al. 2005; Pillai et al. 2008).

In a random sample of 240 school students, conduct disorder was found in 
4.58 %, the ratio of boys to girls being 4.5:1. Childhood onset was found in 73 % 
and adolescent onset in 27 % (Sarkhel et al. 2006).

(iii) Somatoform Diorders, Pain and Headache

In community samples, estimating prevalence rates of somatic symptoms, somato-
form disorders and pain disorders including headache can be fraught with dangers. 
Epidemiological studies cannot rule out the prevalence of organic disorders. Early 
studies of abdominal pain from developing countries have cited high rates of infes-
tations and other organic underlying conditions (Balani et al. 2000). Clinic-based 
figures tend to give a better idea of the number of referrals that fit the diagno-
sis which has features of prominent somatic symptoms associated with distress or 
impairment (Fiertag et al. 2012).

In a Norwegian cross-sectional study of 230 boys and 189 girls in grades 
1–10, perceived loneliness showed strong and positive associations with sadness, 
anxiety and headache, with consistently stronger associations for girls than boys. 
Necessary help from teachers was associated with lower prevalence of stomach 
ache in girls (Løhre et al. 2010).

In an older German study, with lifetime prevalence of DSM-IV somatoform 
symptoms, syndromes and disorders in a representative sample of 3,021 ado-
lescents and young adults aged 14–24, an overall prevalence rate of 12.6 % was 
found. Somatoform disorders were relatively rare with a lifetime rate of 2.7 %, but 
a considerably higher proportion of respondents met criteria for other disorders 
like undifferentiated somatoform/dissociative syndrome USDS lifetime prevalence 
9.1 % (Lieb 2000).

In a report of hospital-based prevalence, children and adolescents attending the 
behavioural Paediatrics Unit made up 2.71 % of the annual attendance. Somatoform 
disorders accounted for 12.12 % of psychiatric referral (Jayaprakash 2012).

In another clinic-based survey, the prevalence of somatoform disorders was 0.59 % 
(103 among 17,500) and 0.78 % (21 among 2,678) among outdoor and indoor pae-
diatric patients, respectively. The mean age of the study group was 13.2 ± 2.8 years. 
Among the 124 children (40 boys and 84 girls) meeting ICD criteria, conversion 
disorder was the commonest (57.3 %), followed by undifferentiated somatoform 
disorder (25.2 %). Fainting attacks and ataxia were common in conversion disorder. 
Pain in abdomen and headache were more frequent in other somatoform disorders. 
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Stressors were identified in 73.4 %, and acute precipitating stressors were present in 
14.4 % children (Bisht et al. 2008). In another school-based study, tension headache 
was reported in 11.5 % of adolescents (Bansal and Barman 2011).

(iv) Obesity

In a study carried out by the National Institute of Nutrition in Hyderabad, in 2003, 
adolescents aged 12–17, overall prevalence of overweight was 6.1 % among boys 
and 8.2 % among girls; 1.6 and 1.0 % were obese, respectively. The prevalence 
was significantly higher among adolescents who watched television ≥3 h/day 
or belonged to a high socio-economic background, whereas it was significantly 
lower among those participating regularly in outdoor games ≥6 h/week. In another 
urban study, 4,700 school students in the age group of 13–18 years were studied. 
Overweight was 17.8 % for boys and 15.8 % for girls. It increased with age and was 
higher in adolescents with less physical activity and in the higher socio-economic 
group (Ramachandran et al. 2002). In another cross-sectional study carried out on 
2008 school children aged 9–15 years, the overall prevalence of obesity and over-
weight was 11.1 and 14.2 %, respectively (Chhatwal et al. 2004). In a study con-
ducted to see the change in prevalence of adolescent obesity over two time points 
with a 3-year gap, age, gender and Asian Indian-specific cut-offs of body mass index 
(BMI) were used to define overweight and obesity. Three thousand four hundred and 
ninety-three school children were studied in the year 2006 and 4,908 in year 2009. 
The prevalence of obesity increased significantly from 9.8 % in 2006 to 11.7 % in 
2009. These rising figures would emphasize the need for intervention both for the 
medical and the psychological difficulties caused by obesity (Gupta et al. 2011).

(v) Stress

In a recent review article focusing on determinants of psychological stress and 
suicidal behaviour in Indian adolescents, it was highlighted that in 2011, 2,381 
children committed suicide because of failure in examinations. The prevalence 
of stress among Indian adolescents varies from 13 to 45 % (Verma et al. 2002; 
Kumar and Talwar 2004). For example, it was found that students in the “board 
classes”, i.e., 10th and 12th as compared to the classes 9th and 11th, had signifi-
cantly higher stress levels (Bhasin 2010).

(vi) Scholastic skills

In an adolescent sample in Chandigarh, details of academic performance of all the 
students was taken, subjectively from class teachers and objectively from the marks 
obtained in the last academic session. In phase I, 2402 students of classes VII–XII 
were assessed. In phase II, 108 students were randomly selected for evaluation for 
assessing sensitivity and specificity. A total of 124 students from phase I and all stu-
dents in phase II were assessed in detail. Thirty-eight students were found to be having 
specific developmental disorder of scholastic skills in phase I, which gave a preva-
lence of 1.58 % (Arun and Chavan 2009). In Bangalore, in a primary school study 
of children aged 8–11, the prevalence of specific learning disabilities was 15.17 % 
in sampled children, whereas 12.5, 11.2 and 10.5 % had dysgraphia, dyslexia and 
dyscalculia, respectively (Mogasale et al. 2012). 9.4 % of children in the Bangalore 
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epidemiological study had scholastic problems (Srinath et al. 2005). In evaluating 
scholastic problems, in a study sample that consisted of 1,892 adolescents, 597 boys 
and 1,295 girls of Class IX–XII belonging to five schools, the predictor variables for 
poor scholastic performance were as follows: not studying daily lessons, poor con-
centration in studies, lower education status of father and unhappy family (Nair et al. 
2003). In another Bangalore-based study, 615 students from corporation and private 
schools were studied. 39.76 % (489) were high achievers, and 13.5 % (166) were 
low achievers. In the low achievers, 12.03 % were from the corporation schools and 
1.46 % from private schools. The predictor variables for poor scholastic performance 
were adolescent having refractory error, not having help for study at home, not doing 
homework regularly, not solving question bank papers and reading only before exami-
nations (Shashidhar et al. 2009). These studies concluded that it is possible to identify 
determinants of scholastic performance and plan appropriate intervention.

(vii) Sleep Habits

Worldwide, there is concern about the sleep habits of adolescents and the implica-
tions for long-term possibilities of substance abuse. In a recent review, sleep timing 
was noted to delay with increasing age, restricting night sleep, on school nights. Asian 
adolescents’ bedtimes were later than peers from North America and Europe, resulting 
in less total sleep time and a tendency for higher rates of daytime sleepiness (Gradisar 
et al. 2011). In a school-based survey in an urban setting, 1,920 adolescents aged 
12–18 completed a questionnaire related to sleep habits. Sleep debt of approximately 
one hour per day was seen in all adolescents and progressed with higher grades (Gupta 
et al. 2008). Sleep disorders were found in 25.5 % which included sleep terrors, night-
mares, sleepwalking and other sleep disorders like bruxism (Bansal and Barman 2011).

(viii) Obsessive Compulsive Disorder

Geller reviewed reports from a number of epidemiological studies, most using 
school surveys and noted a prevalence rate of paediatric OCD varying between 2 
and 4 % with a mean age of onset between 7.5 and 12.5 years (Geller 2006). In 
a comparative study of children (3–9 years) and adolescents (10–18) with OCD, 
older youth demonstrated a stronger intensity of obsessive and compulsive symp-
toms and more comorbid depression whereas younger children had less resistance 
and control over compulsions and more comorbid ADHD. A different emphasis 
on symptoms while screening the two groups may have advantages (Selles et al. 
2014). In Indian prevalence studies, where adolescents are included, figures are 
lower-0.1 % (Srinath et al. 2005) and 0.2 % (Pillai et al. 2008). The only  incidence 
figure is 0.09 % over a 6-year period (Malhotra et al. 2009).

(ix) Substance Abuse

In the Youth in India—Situation & Needs Study by IIPS & the Population Council 
2010, the reported usage of tobacco, alcohol and various drugs is provided  
(see Table 1.7) (IIPS 2010). When these data are extrapolated to the adolescent 
population, the figures for select type of drug abuse becomes over 160 million for 
tobacco, 62 million for alcohol, 8 million for cannabis and 2 million for opiates 
(Tables 1.7 and 1.8) (Adolescence UNICEF 2013).
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In a study from Wardha of 15–19-year-old rural adolescents, 68.3 % of rural 
males and 12.4 % of rural females were found to have consumed tobacco products 
in the previous 30 days (Dongre et al. 2008). In another community-based, cross-
sectional study that was carried out among 260 randomly selected adolescents in 
an urban slum area, with the objective of studying the prevalence and determinants 
of substance use among adolescents aged 10–19 years, the overall prevalence of 
substance use was 32.7 %. About 31 % initiated substance use at 13–15 years of 
age, and the reason was peer pressure in 52.9 % (Kokiwar and Jogdand 2011). In 
certain more hazardous situations like urban slums, in 10–19-year-olds, substance 
use is as high as 32–50 % (Pagare et al. 2004; Kokiwar and Jogdand 2011). In an 
observation home in Mumbai, the rate of drug abuse by adolescents below 18 was 
44.2 % (Naik et al. 2011). Parental alcohol use has been linked to early initiation 
and higher prevalence of alcohol use in male adolescents (Chopra et al. 2008).

A study was commissioned by the WHO, “Bollywood”: Victim or Ally? A 
WHO study on the portrayal of tobacco in Indian Cinema, to know the frequency 
of smoking in films because of the power this media form wields in shaping ado-
lescent behaviour. “Tobacco companies have found an ally in Indian cinema. For 
transnational tobacco companies, India’s film industry offers a huge opportunity 
to reach out to millions of film-crazy youngsters. This is particularly significant 
because increasingly tobacco brands are finding it impossible to advertise their 
products”. The fact that some superstars smoke off-screen has helped establish “a 
strong triangular relationship between their public image, their personal lives and 
tobacco”. Increasingly smoking is depicted as cool, or a sign of rebelliousness and 
assertiveness. The message sent out is of a trendy lifestyle option (WHO).

(x) Internet Addiction

In 1998, Young proposed a new diagnosis which has found its way into DSM 5 
as Internet gaming disorder which is also called Internet gaming addiction. With 
a prevalence of about 8.4 % for males and 4.5 % of females aged 15–19 years, it 

Table 1.7  Number of users of select drug type (approximate in millions based on 1991 census 
male population)

Adolescence UNICEF (2013)

Ever use Males Females

Tobacco and products (%) 30.4 2

Alcohol (%) 17.5 0.7

Drugs: Ganja, Charas, Brown Sugar, Cocaine, Bhang, Others (%) 0.5 ??

Table 1.8  Youth in  
India—situation and needs 
study by IIPS and the 
Population Council 2010, 
users in millions

Adolescence UNICEF (2013)

Drug type Ever use Current use

Tobacco 168.99 162.86

Alcohol 75.59 62.46

Cannabis 11.96 8.75

Opiates 2.92 2.04

Sedatives/hypnotics 0.58 0.29
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most closely resembles gambling disorder (Young 1998). Defining features include 
preoccupation with Internet games, tolerance and withdrawal symptoms, with func-
tional impairment in academic, job or relationship areas (DSM-5). India is a country 
with 72/100 population mobile phones and 10/100 Internet users (UNICEF 2011), 
and this condition is likely to surface increasingly. One recent study of 552 students 
from English-medium schools in Ahmedabad used Young’s Internet Addiction Test 
reported 11.8 % of students to have Internet addiction (Yadav et al. 2013).

1.4  Areas of Concern

1.4.1  Adolescents Are not Created Equal

It must be remembered that adolescence means different things to different young 
people. In a special issue devoted to adolescents in India, UNICEF collated these 
pertinent facts in a desk review. Twenty-seven per cent of women aged 20–49 were 
married before 15 years of age, and more than half were married before 18 years 
of age (Kumar et al. 2013). The mean number of years of completed education 
was 5.12 years well below the average for developing countries, which is 7.09. 
Twenty-two per cent of girls aged 15–19 had no education at all as compared to 
7 % of boys. The reasons for not attending school were “education not considered 
necessary, had to support household income, had to attend domestic chores and 
school too far” (Bandyopadhyay and Subramanian 2008). Thirty-three per cent 
of girls aged 11–18 were undernourished (UNICEF Adolescents in India 2013). 
About 12 % of children aged 5–14 worked in their own household or for someone 
else. Over 35 % of all reported AIDS cases in India occur among young people 
in the age group of 15–24 years, yet only 35 % males and 19 % of female adoles-
cents had a comprehensive knowledge of AIDS.

1.4.2  Violence Against Young People

In 2007, the Ministry of Women and Child Development surveyed 12,477 children, 
across 13 states to learn of their experience of abuse. About 69 % of all Indian 
children are the victims of physical, mental or emotional abuse. One in 12 children 
reported suffering from sexual violence. Physical abuse was reported in 50 % of 
children. It was the highest in Assam and Mizoram at 84 %, followed closely by 
Delhi at 83 %. The perpetrators of violence were family members 89 % of the 
time. “It is a staggering fact: half of all Indians have encountered abuse before 
they became adults”. In hazardous situations like Juvenile Homes, boys at New 
Delhi’s Child Observation Home, 76.7 % reported physical abuse (Pagare et al. 
2004). It was distressing to note that violence in the home in the form of wife beat-
ing was considered justified by 57 % of males and as many as 53 % of  adolescent 
females (UNICEF 2011). Violence against children can leave permanent emotional 
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scars and cause post-traumatic stress disorders which may go unrecognized. The 
National Crime Bureau for 2010 reports 26,694 crimes against children. Of these, 
kidnapping and abduction accounted for 40 %, rape for 20.5 %, murder 5.3 %, 
abandonment 2.5 % and other crimes 31.5 % (National Crime Records 2011). 
In 2013, there were 24,923 cases of rape in India, according to the government’s 
official statistics. That is about two per 100,000 Indians. About 585 cases of rape 
were reported in Delhi in 2012. About 58 % of men arrested for rape in India in 
2010 were aged 18–30.

1.4.3  Suicide—Indian Figures

About 170,000 deaths by suicide are reported every year. Of all suicides, 40 % in 
men and 56 % in women occur in the ages 15–29; 13 % of all deaths in this age 
group were due to suicide (NCRB 2011; Kumar and Talwar 2014). A 15-year-old 
Indian has a 1.3 % risk of dying of suicide before 80. In adolescents, it is the sec-
ond cause of death after road accidents. The rate is estimated at 25.5 per lakh pop-
ulation with a much higher rate in the southern states, for example 66.3 per lakh in 
Kerala compared to 6.3 in Bihar (Patel et al. 2012).

1.4.4  Non-suicidal Self-injury

Non-suicidal self-injury (NSSI) and deliberate self-harm (DSH) are related behav-
iours. A recent review of 52 studies suggested the prevalence of both conditions 
appear similar across countries at 18 % for NSSI and 16.1 % of DSH. The DSM 
5 term of non-suicidal self-injury could be used for comparing data (Lewis et al. 
2012; Muehlenkamp et al. 2012).

1.5  Bridging the Gap

There is an acute shortage of qualified personnel. For example, India’s first child 
psychiatrists would have qualified in August 2014, from NIMHANS. The USA 
has 8,300 practicing child and adolescent psychiatrists (AACAP 2013). It is con-
cerned about an undersupply of child and adolescent psychiatrists with a maldistri-
bution causing shortage in rural and low SES areas!

Even in developed countries, the mental health needs of adolescents are unmet 
(Patel et al. 2007).

To quote Myron Belfer, former Head of Child Psychiatry at WHO,

While epidemiological data appears relatively uniform globally, the same is not true 
for policy and resources for care. The gaps in resources for child mental health can be 
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categorized as follows: economic, manpower, training, services and policy.- lack of pro-
gram development in low income countries; lack of any policy in low income countries 
and absent specific comprehensive policy in both low and high income countries; lack of 
data gathering capacity including that for country-level epidemiology and services out-
comes; failure to provide social services in low income countries; lack of a continuum of 
care; and universal barriers to access (Belfer 2008).

Several government schemes exist to address the needs of adolescents. 
Adolescent-friendly centres set up through paediatric initiatives are serving to 
decentralize sources of help and be user-friendly. “To increase help seeking behav-
iour of adolescents, apart from health and life skill education, medical screening 
with a focus on reproductive health by trained physicians, parental involvement, 
supported by adolescent friendly centres, for counseling, referral and follow up 
are essential” (Joshi et al. 2006). One community-based programme has been suc-
cessful at the district level through careful strategy planning, sensitization, train-
ing of personnel to handle medical and psychosocial problems of adolescents and 
most importantly, monitoring of the effort (Nair et al. 2012). These tested methods 
could be emulated and taken to scale.

The propagation of highly efficacious methods of treatment like cognitive behav-
iour treatment by well-trained psychologists would serve the needs of the adolescent 
population and greatly mitigate suffering of adolescents and their families.
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2.1  Introduction

The period of adolescence is undoubtedly one of the most challenging periods in 
one’s life. As a transition period, the adolescent faces many challenges. Negotiating 
these academic, interpersonal and intrapersonal challenges is crucial for adjust-
ment. Many adolescents face emotional disorders that make it necessary for them 
to seek and receive psychological interventions, and most emotional disorders have 
their onset and peak during this period.

Helping adolescents deal effectively with these tasks is therefore important. 
This has been addressed through training in life skills and coping skills (asser-
tiveness, problem-solving skills). While effective life skills and coping skills 
are important in order to negotiate situations and may at times be preparatory in 
nature, many psychological interventions are designed to address psychological 
problems that have already been identified.

2.2  A Brief Overview of Psychological Treatments  
for Adolescents

There is increasing recognition that psychological interventions are important 
in the management of psychological problems in adolescents. There is a need to 
adopt evidence-based therapies in practice in order to make interventions more 
scientific and effective. Evidence-based interventions are practices that are based on 
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empirical research and carried out on populations with similar diagnoses or prob-
lems. These interventions have been demonstrated to be superior to no treatment or 
alternative interventions for people with specific diagnoses. They are specifically 
matched to target problems/needs. In the absence of this fit, the effectiveness of 
therapy is reduced. They may sometimes be harmful or worsen problems, if they 
are used for persons who do not have the criterion disorder or belong to the tar-
geted group. Clinicians must be able to accurately and reliably identify problems 
and make diagnoses for evidence-based interventions to have greater utility.

Psychological interventions in children and adolescents are of three types, ther-
apeutic, preventive or focused on enhancing specific skills (Kendall 2006).

Researchers have identified several different types of psychological interven-
tions that are considered either well established or probably efficacious. These 
include behaviour modification, multisystemic therapy, functional family therapy, 
graduated exposure, modelling, exposure and response prevention (ERP), cogni-
tive behaviour therapy (CBT) for a variety of problems and parent management 
training (Ollendick and King 2004). More recently, in addition to CBT, dialec-
tic behaviour therapy and interpersonal therapy have also been reported to show 
promising outcome. These psychological interventions target anxiety, mood disor-
ders such as bipolar disorder, depression, eating disorders, disruptive and opposi-
tional behaviours, self-harming or self-injurious behaviours, anger and aggressive 
behaviours, major psychiatric disorders such as schizophrenia and also substance 
use disorders (Ollendick and King 2004; Report of the Children’s Evidence Based 
Practices Expert Panel 2005).

Psychological interventions for adolescents face special challenges often due to 
the nature of problems. Many problems seen in later years and managed in therapy 
are those that may be present even earlier, without being problematic (e.g. aggres-
sion, shyness). Another challenge lies in the fact that adolescents are often referred 
by significant others such as teachers, parents and health professionals, and this 
makes participation and decision-making in therapy different from that of adults. 
This also leads to an often-asked question of whose problem is it? Adolescents 
face multiple influences by way of family and peer, and these influences are likely 
to impact the nature of problems and manifestations.

2.3  Cognitive Behaviour Therapy as an Effective 
Treatment in Adolescents

CBT is a time-oriented and problem-focused psychological therapy. Cognitive 
behaviour therapies are a group of therapies that include both cognitive and 
behavioural interventions. Dobson (1988) identified nearly 22 varieties of thera-
pies that come under the categories of cognitive and cognitive behavioural thera-
pies. Broadly, three major groups of CBT have been recognized. These include 
therapies aimed at cognitive restructuring such as the approaches by Beck et al. 
(1979), Ellis (1958), the coping skills training (CST) that includes interventions 
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such as stress inoculation training and self-instruction training (Meichenbaum and 
Goodman 1971) and finally problem-solving skills training (PSST) (D’Zurilla 
1986). CBTs include a variety of cognitive and behavioural techniques that tar-
get symptom reduction and changes through identification and modification of 
dysfunctional thoughts and skill building. While it appears that CBT is a unitary 
therapeutic approach, CBT actually is diverse in its components. CBT is devel-
oped within the context of learning theories and gradually moved on to incorporat-
ing the mediational role of cognitions in the maintenance of emotional disorders, 
while behaviour therapy focuses more on non-mediational models, that is, the 
direct relationship between stimulus and response.

All CBTs share some common features that include a comprehensive cognitive 
and behavioural assessment of thoughts, emotions and behaviours using a func-
tional analysis, a therapeutic model for psychopathology based on cognitive the-
ory, recognition of thought patterns and subsequently strategies to modify them, 
using behavioural and cognitive strategies.

The core ingredients with which the cognitive therapist works are nega-
tive automatic thoughts, information processing errors (distortions) and schema. 
Cognitive or thinking errors can be either inferential or attributional in nature. For 
example, personalization, magnification and minimization (attributional errors), 
selective abstraction and jumping to conclusions (inferential errors).

CBT is becoming the treatment of choice for adolescents with various psy-
chological issues with reviews providing evidence for this form of psychological 
intervention. This is due to the fact that CBT is flexible and includes a variety of 
both behavioural and cognitive strategies that the therapist can choose to adopt 
while continually monitoring the progress of the client. CBT also allows the thera-
pist to choose from a combination of therapeutic strategies that can bring about 
reduction in symptoms and prevent relapse.

2.4  CBT for Adolescents and Adults Same or Different?

Cognitive behavioural theory as applied to adults works on the assumption that 
appraisals of events or situations are crucial for the regulation of affect or emo-
tions and behaviour. These appraisals are in turn shaped by various processes, 
including early learning experience. Thus, therapy focuses on various levels of 
cognition such as negative automatic thoughts, dysfunctional assumptions, cogni-
tive errors and schema or cognitive structures.

2.5  The Need to Adopt a Developmental Perspective  
in CBT

The approach to understanding emotional disorders in CBT has been developed 
for adult clients. A core aspect of CBT is the need for the client to become aware 
of thought processes, to be able to detect, identify, document and then develop 
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alternative perspectives. Therefore, for a long time, there was hesitation in the use 
of CBT in younger clients, particularly children and adolescents.

In an attempt to understand the applicability of CBT to younger clients, 
researchers have referred to theories of cognitive development (Inhelder et al. 
1958; Vygostsky 1988). These theories are influential and are considered to be the 
basis of understanding cognitive development. Their description of the role of lan-
guage and the linkages between cognition and action has significant relevance to 
CBT. However, while Piaget’s works suggest that CBT in young children has lim-
ited applicability, this is not always true in all young children or adolescents, as 
many are able to engage in the process of CBT.

Two major theoretical approaches relevant to children and adolescents are the 
social attribution and social information processing models (Dodge 1993; 
Garber and Flynn 2001). Research on social cognitions addresses issues related 
to the processing, encoding and interpretation of social information and cues that 
are relevant for the development of appraisals (Why did the other child do this to 
me?). They are also essential for the development of problem-solving skills and 
conflict resolution skills and have been used in studies on adolescents with anger 
problems.

Thus, it was believed that as cognitive techniques in particular rely heavily on 
the level of cognitive development or tasks that could be carried out, CBT was 
not considered suitable for younger clients. However, more recent research has 
suggested that there is not much clarity on this assumption, that younger children 
would be able to participate in behaviour-oriented therapies only and that cogni-
tive techniques could be introduced only after adolescence. Researchers now con-
clude that developmental processes that are necessary for a therapy such as CBT 
may occur over years, without a definite cut-off. On the other hand, some studies 
also hold the view that by adolescence, there is a clear emergence of formal opera-
tions. Therefore, there is a need for the clinician to consider the developmental 
stage of the child (O’Connor and Creswell 2005).

The second major theoretical influence is from the attachment theory 
(Ainsworth et al. 1978; Bowlby 1982), which explains the process of how a child’s 
experiences with early relationships shape his/her representations of later relation-
ships and help in building ‘internal working models’ (Bowlby 1982).

Despite the emphasis on cognitive mediation, CBT is flexible with a scope to 
include behavioural and cognitive strategies. These different techniques target dif-
ferent problems.

2.6  Assessment and Case Formulation in CBT—Cognitive 
Theory Versus Case Formulation

The three main assumptions in CBT are that thoughts precede changes in emotions 
and behaviours, thoughts can be monitored and assessed, and changes in thinking 
can lead to changes in emotions and behaviours.
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2.7  Assessment

Assessment of symptom severity, beliefs and assumptions and other cognitive 
phenomena such as negative automatic thoughts, hopelessness, suicidal ideation 
and self-concept is an important step in carrying out the therapy. Assessment can 
be carried out using self-report measures, rating scales as well as self-monitoring 
or diaries and functional analysis. Many of the measures, in particular the rating 
scales are suitable for use in the Indian setting. Silverman and Ollendick (2005), 
provide a comprehensive list of interview-based as well as self-report measures 
that can be used in adolescents.

2.8  Case Conceptualization

Case conceptualization or case formulation in CBT considers the contributions 
of early experiences in the subsequent development of schema. The model takes 
into consideration the appraisals or thought processes at various levels, from core 
schema to dysfunctional assumptions and negative automatic thought. Cognitive 
theory must be separated from case formulation. Case formulation is specific to 
each individual and is thought to link theory with actual therapeutic planning. The 
unique aspect of a cognitive case formulation is that it remains open to new infor-
mation and validation throughout therapy. Case formulations vary depending on 
the complexity of issues, age or developmental level of the client. In CBT, the case 
formulation is a shared understanding between therapist and client. Therefore, the 
client contributes to the development of the model and must be in agreement with 
the overall formulation. Starting with a simple formulation that identifies main-
taining cognitions and behaviours and then gradually elaborating on this is one 
approach suggested for use when working with adolescents.

Several approaches to case formulation in children and adolescents have been 
suggested. In particular, Williams et al. (1997) suggest the use of what they call a 
‘mind map’ to assist case formulation. In building a case formulation in children 
and adolescent, the clinician must remember that cognitions are still in the process 
of developing and are likely to be continually influenced by various factors includ-
ing parents and peers. The case formulation needs to consider this as well along 
with family and peers as protective factors. Modelling as an influence on learning 
is also significant.

Some of the significant early learning experiences in adolescents are based on 
family environment, parenting styles and exposure to parental or significant other 
models. These early experiences interact with the temperament of the adolescent 
along with other vulnerabilities and lead to the formation of core beliefs.

Therefore, as with adult patients, the case formulation (Fig. 2.1) consists 
of identifying early experiences that contribute to the formation of core schema 
or beliefs (I must always be perfect, nobody loves me, the world is a dangerous 
place, I must be careful), critical incidents that trigger or activate the core schema 
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leading to dysfunctional assumptions (only if I am perfect can I be successful) 
and subsequently identifying the symptoms in terms of behavioural (restlessness, 
being fidgety, withdrawn), affective (sadness/anxiety), motivational (lethargy, 
loss of interest), physiological (sweating, palpitations) and cognitive (negative 
automatic thoughts, decreased concentration). This developmental model then 
guides the therapist to formulate the plan of therapy in collaboration with the cli-
ent. Case formulation in CBT for adolescents should also consider the changing 
nature of environment and ongoing events that continue to impact beliefs and 
assumptions.

Various strategies can be adopted to develop a case formulation in CBT. A 
detailed interview that guides the adolescent through various possible experiences 
and factors is the most reliable method. Often, as the adolescent cannot provide 
much of the early development information, significant others are also to be inter-
viewed. Understanding the family structure, systemic factors as well as specific 
disabilities the adolescent presents with is important in arriving at a comprehen-
sive formulation (Bailey 2001).

Loss of parent  due to death, separation or divorce 
in parents, teasing/bullying experiences, 
temperamental factors, frequent change in home, 
difficulties in school, punitive upbringing 

I am unworthy, I am inadequate 
(shame/doubt), Nobody loves me, I am 
vulnerable, I am helpless 

In order to be accepted I must be please 
everybody, even a small sign of illness will lead to 
a major illness, I can  never be happy is others do 
not love me, If I am not perfect I will never be 

Death of a friend, loss in school, 
ill health  

I am a loser,  I may die, Nobody loves my, 
I am a failure, something is terribly wrong 
with me, I will never get better 

Early experiences 

Formation of core 
beliefs/ schema 

Dysfunctional assumptions 
and cognitive errors 

Triggering or critical event 

Negative automatic 
thoughts (NATs) 

Beliefs held by 
parents/significant others 
also influence 

Affective 
symptoms- anxiety, 

sadness, anger 

Physiological/ 
somatic symptoms 

Behavioural 
symptoms-
avoidance

Cognitive symptoms-  
e.g. worry, negative 

triad 

Fig. 2.1  The cognitive behavioural framework for emotional disorders
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A cognitive behavioural interview uses a process of guided discovery and 
Socratic questions through which assumptions and cognitions are elicited.

Additionally asking the adolescent to elaborate on specific events and examples 
also helps in arriving at hypothesis about how cognitions develop over a period of 
time. Several other methods to elicit beliefs and assumptions have been recom-
mended and these can also be used in working with adolescents. They include the 
use of imagery to recall thoughts, exposure to specific situations and then asking 
for thoughts that may have occurred and role-plays to recreate situations that can 
elicit dysfunctional thoughts.

The precipitating factor is often considered to be the critical incident which 
activates or triggers dormant beliefs and leads to activation of dysfunctional 
assumptions. Identifying the critical incident or incidents (such as failure in exam, 
loss of a parent, separation, break-up in relationship, teasing experience) provides 
the information as to what led the adolescent to begin experiencing difficulties and 
till what point was he/she functioning adequately.

The cognitive behavioural formulation or case conceptualization can be either 
longitudinal in nature, which is tracing the development of core beliefs based on 
early experiences and other vulnerabilities, or cross-sectional, which attempts to 
explain a typical cycle of trigger, interpretation and consequence. The longitudinal 
model is helpful in providing the therapist a broad understanding of contributory 
and maintaining factors from a developmental perspective and in identifying core 
beliefs how they develop as a result of an interaction of various factors.

On the other hand, a cross-sectional model attempts to provide the therapist and 
client an understanding of the here-and-now factors such as triggers and cogni-
tive processes (thinking errors), behavioural and emotional changes as result of 
these thought processes. Several cross-sectional models are available to specific 
emotional disorders, such as panic, social phobia, obsessive-compulsive disorders 
(OCD) and GAD.

Despite the emphasis on early experiences, CBT is considered to adopt a here-
and-now approach in the management of problems. This is reflected in the nature 
of strategies used in therapy. Common aims across CBTs include symptom reduc-
tion, modification of dysfunctional thinking and relapse prevention.

2.9  Therapeutic Relationship in CBT for Adolescents

The nature of relationship in CBT is one of collaborative empiricism. The term 
refers to the scientific or experimental nature of the approach to solving problems 
in therapy. Thus, in therapy, the therapist does not assume that he/she already knows 
better than the adolescent. Prescribing solutions or deciding for the adolescent is 
avoided. They work jointly on the discovery of dysfunctional patterns in thinking, 
setting goals and deciding on activities. Collaboration is to be followed at all points 
in therapy. This includes the start of therapy at which point goals are set. Thus, ther-
apy is a joint effort between the adolescent and the therapist and the family as well.
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When working with adolescents, it is important to involve parents at various 
points in the intervention and to keep the adolescent informed. This is particularly 
relevant in anxiety management, wherein parents are either cotherapists, facilita-
tors or are part of the intervention due to their role in maintaining anxiety.

2.10  Homework in CBT

CBT involves the acquisition of skills for new patterns of thinking and coping. An 
important way of achieving this is through practice. Homework compliance has 
been found to be a major predictor of treatment outcome. Factors such as poor 
understanding of the therapy, anxiety, cognitive distortions and inadequate motiva-
tion/opportunities affect compliance. The therapist must be aware of these factors 
and work on them to ensure that compliance is maintained. CBT in adolescents 
involves the use of activities, worksheets and various other methods of communi-
cating formulation, educating and increasing participation.

2.11  Ethical Practice in CBT for Adolescents

Several ethical concerns arise in the treatment of children and adolescents. These 
are governed by the basic ideas of do no harm, doing what is in the best interest 
of the child or adolescent and protecting the privacy of the child or adolescent. 
Respecting the child and family without any bias and promotion and supporting 
the highest level of development and autonomy in the child are some of the other 
important rules (Schetky 1995). The therapist additionally faces pressures to con-
trol the child and force compliance at the cost of the individuality of the client.

Several other concerns arise in working with adolescents. It is important to 
protect the privacy of the adolescent client and keep him/her informed about fre-
quency of parent involvement. The exceptions to the rules of privacy and confiden-
tiality are also to be made clear to the adolescent.

Ascherman and Rubin (2008) provide an excellent discussion about current eth-
ical concerns in the practice of child and adolescent psychotherapy.

2.12  Cognitive Behavioural Strategies

The threefold aim of CBT is (a) symptom reduction, (b) belief modification or 
identification and modification of unhelpful thinking and (c) preventing relapse. 
Thus, CBT shares certain common strategies that help achieve these goals. 
Depression and anxiety in adolescents are two major mental health concerns.



292 Cognitive Behaviour Therapy with Adolescents

A brief overview of some of the frequently used therapeutic strategies are 
described here.

Several cognitive and behavioural strategies have been found to be effective in 
adolescents. The choice of strategies is based on the case conceptualization and the 
functional analysis of problems. Rationale for each of the strategies must be estab-
lished clearly, as also the monitoring of progress once they are implemented. 
Continuous monitoring by the therapist and adolescent also allows for the detection of 
changes and responses and allows the therapist to alter or change treatment strategies.

In the following section, a few frequently used strategies are briefly described. 
They are further described in the later sections of this chapter, in the context of 
conditions for which they have been found to be effective.

Arousal reduction methods: Anxiety or arousal reduction is an important thera-
peutic goal as it leads to symptom reduction. Several different types of strategies can 
be used to help the adolescent client reduce arousal or anxiety. They include deep 
muscle relaxation, biofeedback procedures (EMG and galvanic skin response), deep 
breathing and Eastern methods such as Shavasana and mindfulness-based stress reduc-
tion programmes. These methods have also been found to be helpful in anger man-
agement and help the adolescent in coping with anxiety and anger by teaching them 
self-regulation. Arousal reduction methods are most effective when practised regularly.

Applied relaxation (AR) (Öst 1987): The need for more portable and briefer 
methods of producing the relaxation response in anxiety management led to the 
development of the AR. It was first described by Chang-Liang and Denney (1976) 
and later developed by Öst (1987). AR is described as a coping skill, which has 
several steps. They include recording and identifying early signs of anxiety or 
worry that act as cues for anxiety and training in deep muscle relaxation or ten-
sion release relaxation (sessions 2 and 3), followed by release-only relaxation (ses-
sion 4) and cue-controlled relaxation (session 5) in which the word cue or calm 
is paired with exhalation, differential relaxation and rapid relaxation (session 8). 
Sessions 10–11 are focused on application of these skills to actual situation, based 
on the cues recorded by the client. Finally, the client and therapist review the over-
all programme and its maintenance. AR has been found to be particularly effective 
in panic disorder, generalized anxiety disorder and social phobia.

Exposure and Response Prevention (ERP) is a treatment of choice in the 
management of OCD. It is based on the theoretical principle of habituation and 
extinction. ERP involves drawing a hierarchy of situations or triggers that pro-
voke anxiety/fear/disgust, by collaboratively working with the adolescent. The 
situations/triggers are rated for their subjective units of distress (SUD). The ado-
lescent may also be asked to state what would happen if he/she did not perform 
the neutralizing behaviour or compulsion so as to understand underlying beliefs. 
Systematic exposure to these cues is started with items that elicit moderate 
amounts of anxiety and the adolescent is asked not to engage in compulsions either 
overt or covert, till there is a significant reduction in anxiety (usually at least 50 %). 
This allows for habituation of the experience of anxiety, and with repeated prac-
tice, there is an extinction of the response of anxiety, even in the presence of these 
triggers. During the practice of ERP, the therapist must ensure that the adolescent 
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has understood the rationale for response prevention, as well as the need to be able 
to tolerate distress that arises during exposure. Sufficient education regarding the 
symptoms, role of neutralizing behaviours in maintaining distress and beliefs is to 
be carried out before beginning ERP. This not only ensures adequate compliance 
but is also likely to be helpful in reducing attrition.

Adequate time for exposure is crucial factor in the practice of ERP. Insufficient 
or brief exposure can result in the enhancement of anxiety or inadequate learning. 
The therapist is also alert to use of cognitive compulsions in place of overt ones, 
avoidance or other subtle forms of neutralizing behaviours and this can be seen 
when clients report sudden decreases in anxiety.

Graded exposure is a behavioural strategy based on the learning principle 
of habituation and extinction. It is the treatment of choice in the management of 
specific phobia, panic disorder, social phobia and other anxiety disorders. Graded 
exposure addresses avoidance and fear, by systematic exposure to fear-evoking 
stimuli. The therapist and client prepare a hierarchy that includes fear-evoking 
situations or triggers and the level of anxiety or fear (subjective unit of distress). 
Based on this list of situations, the client is gradually exposed to cues, allowing for 
habituation to occur and subsequently extinction of fear.

Social skills training (SST) is a skills-based programme developed on the 
principles of social learning. SST assumes that social skills can be learned and 
acquired with training. Skill deficits in adolescents account for several emotional 
and behavioural problems such as anxiety, anger, poor interpersonal relationships 
and overall adjustment leading to stress. SST focuses on building verbal and non-
verbal skills that are essential in initiating and maintaining interpersonal skills. 
Assessment plays a very important role in setting goals for SST. It includes both 
self-report and observation and behavioural data. Role-play and modelling are 
some of the important methods by which SST is imparted. Steps in SST include 
establishing a rationale for skill acquisition, discussing steps involved, modelling 
skill in role-play, reviewing role-play, engaging the client in a role-play of the 
same situation, providing positive and corrective feedback and finally assigning 
homework that will help consolidate gains. Repeated practice and practice across 
different situations are essential in making SST effective.

Assertiveness skills are an important component of SST and use role-play and 
modelling to teach skills in effective expression of positive and negative emotions. 
Assertiveness skills training involves training in refusal, requesting skills, accept-
ing positive or commendatory feedback. In adolescents, assertiveness is particu-
larly important for resisting peer pressure for risky behaviours such as sexual 
behaviours or substances.

PSST (D’Zurilla 1986): The absence of adequate problem-solving skills often 
results in the build-up of stressful states and subsequently anxiety and depression. 
Problem-solving skills are particularly helpful in adolescents who experience vari-
ous sources of stress such as academic, peer-related and family. Steps in PSST are 
(a) orientation or set to formulate problems as potentially solvable. This includes 
the recognition of a problem and the ability to resist taking an action impulsively. 
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(b) Problem definition in which the central element is specificity as one must be 
precise, and specific (e.g. I have difficulty in getting to know people socially) (c) 
generate alternate courses of action: by using brainstorming and other such pro-
cedures) decision-making (e.g. refusing to go out with a friend where pressure to 
drink is high) (d) verification requires that the client be able to anticipate, rehearse 
and implement a decision. Here, social skills are required or even detailed antici-
pation of events in the person’s life followed by a debriefing after these schedules 
are implemented. Thus, PSST is a cognitive behavioural programme.

In addition to these broad strategies, cognitive restructuring and many other 
behavioural strategies such as stimulus control (for study skills, weight manage-
ment), behavioural activation (in depression) and self-instructional training may be 
incorporated into programmes that target specific problems.

2.13  Depression in Adolescents

Depression in youth and adolescents is a major concern for mental professionals, 
and nearly 1.5–8 % young adults (from late adolescence) suffer from depressive 
disorder (Rushton and Schectman 2002; Waslick et al. 2003). CBT is considered 
to be one of the most efficacious treatments for depression (Waslick et al. 2003), 
with a significant amount of evidence supporting it (TADS 2003; Kaufman et al. 
2005).

Cognitive models of depression in older children and adolescents recognize that 
by around ages 8–11 years, most children can both identify and report several cog-
nitions that are seen in adults (Harrington 2005). This is also the time when chil-
dren are able to perceive self psychologically as well as understand the meaning 
of events such as death, separation or loss. The nature of presenting complaints 
appears to be a significant positive indicator for CBT in adolescents. Thus, ado-
lescents who present with a primary problem of mood or depression appear to be 
more suited for CBT. In addition, the recognition and acknowledgement of the 
problem by the adolescent and family serve as positive indicators for the choice 
of CBT. When the family acknowledges the presence of depression and the need 
for psychological intervention, they will also assist and support the adolescent in 
therapy.

Contraindications include the developmental stage of the adolescent, severity 
of depressive symptoms and the social context. With respect to the developmental 
stage, many techniques used in CBT require knowledge about thought processes 
or cognition (metacognition). Therefore, if the adolescent is not able to do this, 
carrying out homework and other tasks will be difficult. The social context is an 
important factor in response. Many adolescents are caught in social contexts that 
are difficult to alter, and therefore, despite psychological treatments, problems 
may ensue. There is a little research on the role of comorbid disorders in impact-
ing outcome of CBT in adolescents.
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2.14  Anxiety Disorders in Adolescents

Anxiety disorders and other internalizing disorders form a major part of the psy-
chiatric disorders seen in children and adolescents. Although many fears and anxi-
eties may be transient, changing as the child grows up, others continue, developing 
into debilitating problems. OCD, social anxiety, specific phobia, school refusal 
and panic attacks are common anxiety disorders seen in adolescence.

Social phobia is known to have onset in childhood or adolescence; however, 
very often social anxiety goes unrecognized. This has resulted in far more research 
on adult samples than in adolescents. The presentation of social phobia is also 
likely to be different in adolescents, with greater externalizing and antisocial prob-
lems, excessive self-focused attention and avoidance (Kashdan and Herbert 2001).

Cognitive behavioural management of anxiety disorders assumes a multicom-
ponent etiologic, involving biological, psychological/cognitive and behavioural 
components. The treatment that follows this understanding of anxiety disorders 
employs a group of techniques that try to break the vicious cycle of physiological 
responses, fear and safety behaviours. It is important to note that anxiety disorders 
also have comorbid depression, which may impact treatment outcomes.

2.15  Cognitive Behavioural Strategies in the Management 
of Anxiety and Depression

CBT for depression and anxiety shares many common strategies. An overview of 
these main strategies is provided below with reference to depression and anxiety.

Education and engagement is an important stage in CBT. Depending upon the 
severity of depressive or anxiety symptoms and existence of comorbid disorders, 
the process of engagement can vary in terms of time and difficulty. The process of 
engagement can be challenging, particularly with difficult adolescents.

CBT for anxiety disorders in adolescents includes an educational component 
in which the therapist provides information about the role of biological processes 
in the maintenance of anxiety and skills training which would help the adolescent 
identify the early signs of anxiety through self-monitoring.

Behavioural activation through activity scheduling aims at increasing activity 
levels as well as enhancing mastery and pleasure, thereby improving mood. This 
is particularly important in depression wherein low motivation and activity could 
be a presenting complaint as well as in anxiety disorders in the form of avoidance. 
This is achieved through pleasant events as well as tasks that are graded in terms of 
difficulties. In anxiety disorders, activity schedules can also incorporate tasks that 
have been previously avoided and provoke anxiety.

Self-monitoring (thought diary) is used to identify these patterns of dys-
functional thinking, and through this activity, the adolescent is helped to gain an 
understanding of the vicious cycle between thoughts, emotions and behaviours. 
Exposure, role-plays and other behavioural methods are also helpful in eliciting 
dysfunctional cognitions.
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Cognitive restructuring is a key component of CBT and aims at identifying 
and modifying typical patterns of dysfunctional thinking that maintain depressed 
affect and reduce social behaviours. The process of restructuring dysfunctional 
patterns of thinking involves both verbal and behavioural strategies. Verbal reat-
tribution techniques include using a cost–benefit analysis, developing a pie chart to 
understand the various factors that lead to a predicted outcome (error of personali-
zation) and identifying the use of double standards to challenge excessive self-crit-
icality, all of which are aimed at taking a more rational perspective. Behavioural 
reattribution techniques include behavioural experiments, role-plays, exposure ses-
sions and poll surveys. These strategies complement the verbal strategies and also 
aim at cognitive change.

Learning relaxation skills help manage arousal symptoms. Several types 
of relaxation skills have been found to be helpful including deep muscle or pro-
gressive muscle relaxation, deep breathing, guided or positive imagery and bio-
feedback. Behavioural strategies are also helpful in the reduction of anxiety and 
are based on the learning principles such as habituation and extinction and social 
learning. These include, in session exposure, role-play and modelling, imagery-
based methods and graduated exposures (or step ladders). For specific anxiety, 
symptoms such as worry and worry management techniques can also be recom-
mended. These include worry postponement, worry exposure and prevention of 
worry behaviours such as checking and reducing reassurance by seeking help from 
the parents. Cognitive components of the anxiety management programme include 
identification of negative cognitions that are frequently encountered in anxiety dis-
orders or anxious self-talk. The use of coping self-statements has been recom-
mended to deal with anticipatory anxiety. This is carried out through the use of 
self-statements and cognitive restructuring that can address misinterpretation of 
anxiety symptoms and catastrophization.

PSST is a core component in the depression treatment protocol for adolescents 
(Kazdin 2002). It has also been found useful in the management of anxiety disorders. 
In both conditions, it can effectively prevent relapse. In depression, PSST is based on 
the assumption that deficits in interpersonal problem-solving skills contribute to and 
maintain depressive symptoms. It includes skills for interpersonal or social problem-
solving, such as dealing with peers, conflicting relationships within the family and 
dealing with everyday problems that can potentially generate stress in adolescents. 
Social problem-solving allows the adolescent to anticipate and deal with situations as 
well as learn to respond to social cues (others’ anger, sadness) and also helps in nego-
tiating interpersonal problems that are common in this period. The steps in PSST are 
similar to those in adults, beginning with identifying a problem that is to be solved, 
generating as many potential solutions as possible, without at this point judging qual-
ity of solutions, choosing the best options while keeping backup solutions, imple-
menting based on skills and resources and finally reviewing outcomes.

CST is helpful in the management of both anxiety and depression. The behav-
ioural model of depression emphasizes skill deficits as an important aspect in the 
maintenance of depressive symptoms (Lewinsohn and Clarke 1999). Skill deficits 
are seen in the interpersonal and social problem-solving domains. These skills are 
important to earn and sustain positive and supportive relationships as well as in 
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regulating difficult emotions. There are different approaches to CST. They share a 
few common features such as the identification and modification of schema related 
to depression or anxiety, correction of cognitive errors, skills training to improve 
social interactions that include conversational skills, social problem-solving (con-
flict resolution skills) and other skills and competencies relevant to enhancing self-
esteem (e.g. setting performance goals and reaching them), relaxation training to 
reduce the physiological arousal that could interfere with experience of pleasure 
and structured experience in selecting and engaging in mood-enhancing activities 
to increase rates of positive reinforcement.

CBT and CST share similar components, as both modify faulty and depres-
sogenic and anxiety-producing cognitions and involve in session exposures and 
modelling.

2.16  Treatment Modules and Research on CBT  
in Adolescents with Depression

Although depression is a major mental health concern in adolescents, there have 
been relatively fewer research studies on psychological interventions, in particu-
lar CBT for adolescent depression as compared to problems such as anxiety and 
aggression (Para 2008). Reviews by Kazdin and Weisz (1998) and by Kaslow 
and Thompson (1998) suggest that CBT for adolescents with depression is one of 
the relatively few childhood or adolescent treatments that met the criteria for at 
least probable efficacy as an empirically supported treatment. They point out that 
components of successful CBT for depression in young people include methods 
to increase participation in pleasant, mood-enhancing activities, to increase and 
improve social interactions, to improve conflict resolution and social problem-
solving skills to reduce physiological tension or excessive affective arousal and to 
identify and modify depressive thoughts and attributions.

Brent and Poling (1997) and Lewinsohn et al. (1985, 1990) also suggest the 
inclusion of mood monitoring, goal setting, presentation of a clear treatment 
rationale and socialization of the adolescent and parents to the treatment model 
based on this rationale.

Treatment for Adolescents with Depression Study (March 2004; TADS 2003) is 
a pioneering attempt to treat depression in adolescents, based on key components 
of CBT for depression described by Beck et al. (1979). It combines CBT for ado-
lescents with parental involvement.

Adolescent coping with depression (CWD-A) is another group cognitive 
behavioural programme that has been used with adolescents between 14 and 
18 years of age in the community settings (Lewinsohn et al. 1984). It is conducted 
for a mixed gender group over 16 years of age, 2-h sessions (Lewinsohn et al. 
1985). The components are based on the coping with depression programme for 
adults. It is based on the social learning theory and includes skills training and 
pleasant activities through self-monitoring, self-reinforcement and goal setting.
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Reviews of CBT for adolescents suggest mixed results for the effectiveness of 
CBT (Compton et al. 2004; James et al. 2013). There is an absence of long-term 
follow-up to establish durability. Few studies have conducted controlled trials, and 
the relative contribution of different components in CBT to outcome is also not 
clear. There is limited evidence that CBT is more effective than active controls or 
TAU or medication at follow-up (James et al. 2013). Therefore, there is a need for 
controlled research with active treatment controls and longer follow-up to further 
establish the efficacy of CBT for adolescent depression.

2.17  Programmes Based on Cognitive Behavioural 
Framework for Other Anxiety Disorders

The Coping Cat programme is a programme that was developed for the man-
agement of anxiety disorders in children and adolescents (Kendall 2006). It is a 
frequently recommended and used treatment programme for the management of 
anxiety in children and adolescents. The Coping Cat programme involves roughly 
those with 14–18 years of age, 60-min sessions, delivered over a 12–16-week 
period. The entire programme is designed to teach the child/adolescent skills 
and provide opportunities to practise the skills acquired, through exposure. The 
main aspects of the programme in addition to recognition of anxiety reactions 
include identifying cognitions in anxiety-provoking situations and making a plan 
to cope (such as self-talk, exposure, review, evaluation of action and reinforcing 
one self). Skills taught in the programme include identifying signs of anxious 
arousal that serve as cues or for the child to employ the skills in anxiety man-
agement they have acquired. The Cool Kids programme is based on the Coping 
Cat programme. It follows a group format, involving the family. The main goals 
of this programme are helping the adolescent learn anxiety management skills, 
graded exposure or ‘step ladders’, cognitive restructuring and parent management. 
Optional modules include SST, assertiveness and handling teasing/bullying.

The Coping Cat programme has also been used in a recent Indian study that 
demonstrated its effectiveness in early adolescents in a community school setting 
(Selvi 2013). This study demonstrated the efficacy of the Coping Cat programme 
in a school setting in reducing anxiety.

Reviews on CBT for childhood and adolescent anxiety disorders indicate that 
while they are effective psychological interventions, more studies on their compar-
ative efficacy with alternate treatment are required (Cartwright-Hatton et al. 2004).

2.18  CBT for Specific Anxiety Disorders

CBT for specific anxiety disorders has also been formulated. OCD is one such 
anxiety disorder. About 0.5–1 % of children and adolescents receive a diagnosis 
of OCD (March et al. 1997). Like older patients, CBT has shown to be effective 
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in dealing with OCD in adolescents. While it is the most recommended treatment 
for OCD, clinicians document the difficulties in implementing CBT for this disor-
der, due to poor compliance, attrition, difficulties in belief modification and family 
accommodation that maintains the symptoms.

A typical CBT protocol for OCD includes a detailed phase of education and 
socialization to the CB model, exposure and response prevention (EXP/RP), 
along with cognitive restructuring for handling beliefs related to performance of 
compulsions, reducing family accommodation and proxy compulsions (March 
and Mulle 1998; Mehta 1990) and behavioural interventions such as modelling 
and shaping which help develop appropriate coping behaviours and in enhancing 
compliance with EX/RP. However, the effectiveness of EX/RP is enhanced with 
the inclusion of cognitive interventions (Soechting and March 2002). The family 
also plays an important role in providing positive reinforcements when the adoles-
cent completes tasks successfully and for other positive behaviours.

Most treatment protocols based on CB framework accomplish these goals over 
a 12-week period with about 14–16 sessions and are dependent on severity of 
problems and compliance (March and Mulle 1998).

2.19  Cognitive Behavioural Management for Problems 
Related to Anger and Aggression

Anger, aggression and difficulties in regulating similar negative emotions directed 
at external events or people are a major problem that clinicians encounter when 
working with adolescents. Anger and aggression may be seen as part of a larger 
psychological problem, such as conduct disorder, as anxiety disorder or as an 
independent problem maintained by contingencies in the environment. They 
impact the interpersonal relations of the adolescent negatively.

Kazdin (2002) describes a five-step self-instruction approach as part of com-
prehensive programme to help adolescents build competencies in dealing with 
anger and aggression. This includes the steps that have been described in the pre-
vious section in this chapter. The problem-solving approach used with adolescents 
with conduct disorder is also referred to as the cognitive problem-solving skills 
(Kazdin 1997) as it involves a variety of cognitive and behavioural processes such 
as being able to identify the problem accurately, think of it from various points of 
view before generating a variety of solutions. It also attempts to teach the adoles-
cent skills in delaying impulsive decision-making and use of coping self-talk or 
self-instructions that can act as effective ways to reduce impulsive acts by allow-
ing the adolescent to reflect before responding.

SST is based on the social learning theory proposed by Bandura (1977). Social 
skills are an integral and an important component of many emotional and behav-
ioural disorders. The development of social skills is said to occur through vicari-
ous learning. However, many children fail to acquire the desired social skills to 
successfully manage challenging situations in life. The failure to acquire social 



372 Cognitive Behaviour Therapy with Adolescents

skills can be attributed to a variety of factors, including biological factors that hin-
der learning, inadequate role models/ opportunities and symptoms such as anxiety 
or depression that interfere with the effective use of social skills.

SST includes a variety of skills designed to address skills in managing difficult 
or challenging social situations. They include behavioural and social skills, train-
ing in social perception, which involves accurate interpretation of social cues from 
others, self-instruction/self-regulation training which is the use of self talk, self-
reinforcement in response to appropriate social behaviours, social problem-solv-
ing, which is similar to PSST, but is applied in an interpersonal context. SST also 
includes the reduction of inappropriate, inhibiting or competing social behaviours 
that interfere with appropriate social interactions. This is achieved through the 
practice of strategies such as contingency contracting, parent management training 
or even cognitive restructuring where cognitive distortions may interfere or inhibit 
social interactions (Spence 2003). SST is an essential component in the treatment 
of emotional disorders.

Assertiveness training is an important component of SST. Deficits in asser-
tiveness have been identified as being an important factor in substance use dis-
orders, high-risk sexual behaviours, aggression and internalizing disorders such 
as anxiety and depression. Training in assertiveness involves identifying specific 
areas in which the adolescent has difficulties, such as refusal skills, requesting 
skills, accepting compliments or expressing positive and negative emotions effec-
tively. Assertiveness training is most effectively delivered through role-plays, role 
reversals and feedback.

2.20  Parental Involvement

While many of cognitive behavioural programmes are carried out with the ado-
lescent, additional parental involvement becomes important for many of the 
behavioural problems. Research evidence suggests that parent involvement is 
likely to improve treatment outcome in anxious children and adolescents (Albano 
and Kendall 2002; Barrett et al. 1996). The therapist can involve the parents as 
cotherapists, as collaborators or as consultants who provide important assistance 
to the therapy. Thus, parents can function as ‘cognitive behavioural coaches’. 
The frequency at which parents may be called can vary depending upon the tasks 
required. Parents are often involved in planning exposure activities, in desist-
ing reassurance giving or in carrying out proxy compulsions. Parents are also 
instructed to provide positive reinforcements during the course of treatment.

The active involvement of parents in the child or adolescent’s treatment plan will 
vary depending upon a number of factors including degree of impairment, comorbidity, 
age and developmental level of the child (i.e. degree of independent functioning). Parent 
involvement may be impeded by marital discord, parental psychopathology or other 
psychosocial stresses such as economic or environmental problems. Thus, the clinician 
will assess each individual situation and ‘dose’ the parental involvement accordingly.
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For problems such as attention-deficit/hyperactivity disorder, conduct disorders 
and other externalizing disorders, interventions involve both the adolescent and the 
parent. A variety of behavioural strategies such as contingency management have 
been found to be effective. Conflict resolution skills and handling negative self-
talk affect regulation skills such as learning to relax or use social problem-solv-
ing skills that are used in the management of problems related to anger (Novaco 
1979).

Parent management training (PMT) refers to procedures in which parents 
are trained to alter their child’s behaviour in the home (Kazdin 2005). The par-
ents meet with a therapist and acquire skills in specific procedures that aim to 
alter interactions with their child, to promote pro-social behaviour and to decrease 
undesirable behaviour. PMT is based on the assumption that problem behaviours 
are maintained by coercive and maladaptive parent–child interactions in the home 
setting. Multiple aspects of this interaction that foster the behavioural problems 
including harsh punishment along with use of ineffective commands by parents in 
addition to a failure by parents to positively reinforce the child when he/she shows 
appropriate behaviour are said to be major reinforcing factors (Patterson 1982).

Recent advances in this field include the application of mindfulness-based 
interventions for adolescents in the management of anxiety (Urvashi 2013), 
conduct disorder, aggressive behaviours (Singh et al. 2007) and attention-deficit/
hyperactivity disorder (Zylowska et al. 2007). Mindfulness-based interventions, 
considered to be the third wave in behaviour therapy, are considered to be a prom-
ising approach in the management of psychological problems in adolescents 
(Burke 2009).

2.21  Varied Forms of CBT Delivery

Since the development of CBT in the last few decades, varied forms of CBT deliv-
ery have been reported. Face-to-face delivery of CBT has been the most common 
mode of CBT practice. However, in the recent years, as the need to reach out to 
more adolescents and to make CBT more easily available to clients, CBT has been 
delivered through Internet (Internet CBT or Web-based), telephone (Tele-CBT) 
and computer- assisted CBT. More recently, CBT is also made available as a tel-
ephone application. Evidence for the clinical effectiveness of Internet-based CBT 
has been recently reported with respect to depression (Ruwaard et al. 2009). One 
such programme that has been studied is the MoodGYM, which is a free Web-
based CBT programme developed to prevent and treat mild-to-moderate depres-
sion and has been studied in adolescent population (Groves et al. 2003). These 
forms of delivering CBT have been most often used in non-clinical settings or in 
clients with mild levels of symptoms. They have the distinct advantage of being 
accessible to more people and also overcome the difficulties associated with lack 
of time and availability of therapist, as well as cost.
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2.22  Conclusions

CBT is a problem-focused, time-oriented and evidence-based psychological inter-
vention. It has been adapted to suit both children and adolescents as well. The 
therapist stance in CBT is one of collaborative empiricism, and this approach 
ensures that the adolescent feels that he/she is an active collaborator in therapy. 
The main focus in CBT for adolescents is the identification and modification of 
depressogenic or anxious thinking patterns and teaching skills in problem-solving, 
anxiety management and similar skills that will help the adolescent in dealing 
with challenging situations. Problem-solving skills and coping skills are effective 
for a variety of emotional and behavioural problems in adolescents. In addition 
to core cognitive components such as cognitive restructuring, CBT also includes 
behavioural techniques such as relaxation training, exposure, role-play and activ-
ity scheduling. Parental involvement has been recommended in many formats of 
CBT for adolescents; however, care needs to be taken to inform the adolescent, 
and parental involvement must be defined clearly.

Recent reviews support the effectiveness of CBT in adolescents; however, there 
is a need for long-term studies, with active treatment controls to further substan-
tiate these conclusions. Future research must also focus on understanding how 
different mechanisms operate in CBT to bring about outcome. Studies must also 
focus on mediators and moderators of change in therapy (Kazdin and Weisz 1998; 
Kazdin and Nock 2003). This can be made possible through dismantling studies. 
Psychological interventions based on the cognitive behavioural framework are 
effective in treating a wide variety of psychological problems seen in adolescents.
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3.1  Need for Community-Based Interventions

Unaddressed mental health problems in adolescents are found to have serious 
implications. About 24–39 % of them are known to experience such consequences 
as discontinuation of the education, risky sexual behaviors, substance abuse, 
unemployment and involving in antisocial activities; poor interpersonal relation-
ships, and lack of skills to cope with problems (Kjelsberg and Dahl 1999). Though 
most of the mental health problems of the adults have their onset in the adoles-
cence and often are not identified as psychological in nature, help is not sought 
till it becomes entrenched and disabled in nature. There are strong perceived and 
actual barriers in seeking help, and the percentages of those who seek help are as 
less as 10–15 % (McGorry and Purcell 2009; Rickwood et al. 2007). These figures 
are largely based on young adult population; thus, the adolescents seeking help 
may even be lesser. If the problems have their onset in young age, interventions 
should follow suit, before they become ingrained, because shorter duration and 
reduced severity of symptoms are associated with better outcomes (Kessler et al. 
2005). The mental health interventions offered are largely child or adult focused, 
neither the setting nor the types of interventions are appropriate for the adoles-
cents’ needs. Since most often the problems are sub-syndromal in nature, the early 
intervention and preventive/promotive interventions can go a long way in early 
recovery and prevention.

The community-based interventions are carried out on the premise that the psy-
chological problems experienced by the adolescents are determined by the interaction 
of individual, environmental, family, and parental factors. Thus, community-based 
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approaches focus on (a) promoting positive mental health by educating the commu-
nity to recognize the early signs of mental illness, without stigmatizing or discrimi-
nating; (b) addressing the risk factors in the whole population (universal prevention, 
e.g., anti-stigma campaign); (c) targeting young people at risk for developing mental 
health problems; and (d) providing early intervention/prevention services for people 
with mild emerging mental health difficulties (Catalano et al. 2004).

When the interventions are carried out in the community (schools, commu-
nity mental health clinics, hospitals, and residential treatment programs, and work 
places), it is easy to access without fear of stigma since the professionals reach to 
young people facilitating trusting relationships (Rickwood et al. 2007). Also, that 
the responsibility for intervention is shared (by individuals, families, parents, car-
ers, teachers, policy makers, professional organizations etc.), makes the enforce-
ment and maintenance of gains easy.

The current scenario is such that, even in the countries having programs for 
young people are at the best fragmented, not well integrated resulting in negative 
experiences and young people struggling to seek help (Vision for Change 2006). 
In India, mental health needs of the youth are largely unmet leading to poorer clin-
ical outcomes and chronic mental health problems as they become adults (Murthy 
2011; Farooq et al. 2009). Also, there is severe lack of community-based inter-
ventions designed specifically for adolescents. Given the current status of mental 
health systems, the requirement of the day is a community-based system compris-
ing of integrated, youth-focused, evidence-based, prevention, and early interven-
tion services which takes into account the setting, timing, kind, and the intensity of 
the intervention required when they need it the most (Patel et al. 2007).

3.2  Community-Based Interventions for Adolescents

The chapter attempts to give an overview of the community-based, early and preven-
tive interventions carried out across the countries. This chapter is not all inclusive; 
however, an attempt is made to focus on large-scale studies and major interventions 
for mental health problems. There is substantial work in the area of juvenile delin-
quency/violence prevention and substance abuse; however, the paper does not cover 
the literature and programs on the same. Similarly, though promotive interventions 
lie on a continuum of preventive interventions with a universal focus, and largely 
aiming at enhancing resilience, for the lack of space, it is not covered.

The interventions based on cognitive-behavioral models, life skills, problem-
solving and stress management techniques are known to decrease depressive and 
anxiety symptoms by more than 50 % and reduce the risk of anxiety and depres-
sion disorders by more than 2/3rds. They also lead to positive changes in psycho-
logical and behavioral adjustment, academic performance, and cognitive skills 
(Durlak et al. 2011). Improving mental health literacy is one of the most important 
strategies to facilitate early intervention; this is achieved through four categories 
of interventions: whole-of-community campaigns; community campaigns aimed at 
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a youth audience; school-based interventions teaching help-seeking skills, mental 
health literacy, or resilience; and programs training individuals to intervene in a 
mental health crisis (Kelly et al. 2007).

Several interventions are identified as evidence based in the treatment of ado-
lescent mental health problems. Therapies based on the behavioral, cognitive 
behavioral, models such as exposure therapy, modeling therapy, coping skills, 
communication skills, relaxation therapy, and anger coping therapy are used across 
disorders such as anxiety, autism, ADHD, schizophrenia, depression, bipolar dis-
order, and conduct/oppositional defiant disorder. Some of the well-established 
evidence-based practices are cognitive behavior therapies (CBT), trauma-focused 
CBT (TF-CBT), adolescent community reinforcement approach (A-CRA), aggres-
sion replacement training (ART), dialectical behavior therapy (DBT), seven chal-
lenges, for substance abuse; multisystemic therapy (MST)—a brief but intensive, 
clinician-provided, home-based treatment; preparing adolescents for adulthood 
(PAYA) and motivation interviewing (MI). Other evidence-based therapies are 
parent management training, family education and support, interpersonal therapy, 
multisystemic therapy, functional family therapy, brief strategic family therapy and 
mentoring (NAMI 2007). Both clinic- and community-based approaches use the 
same modules; however, the community-based programs are largely group based.

Apart from the diagnosable mental health problems, often parents of adoles-
cents also are equally in need of knowing how to deal with the undesirable behav-
ior of an adolescent. The behaviors included fighting with siblings, talking back to 
adults, moodiness, and school difficulties (Ralph et al. 2003). Similarly, adoles-
cents enlist causes of stress as difficulties in academics, problems in interpersonal 
relationships with parents, friends, peers, heterosexual relationships, low self-
esteem, and fears about sexuality-related issues (Das and Manjula 2009).1

3.3  Interventions Carried Out in Community  
Health Clinics

Keeping in mind the prevalence of the psychiatric problems in the adolescents and 
feasibility of carrying out intervention in the primary care services and to facili-
tate referral to secondary care services, a briefer intervention (1–5 sessions) called 
SCREEN was developed. It included assessments as well as interventions specific 
to the problems. The brief intervention was sufficient for about 37 % (n = 2,071) of 
them resulting in improved psychosocial functioning implying the need for replicating 
the briefer intervention strategies at the primary care services (Laukkanen et al. 2010).

Preliminary attempts to examine efficacy of lifestyle interventions using a socio-
ecological framework for such disorders as obesity and eating disorders is under-
way (Wilfley et al. 2010). In a community- and clinic-based RCT carried out in 
USA, Weisz et al. (2009) used CBT for youth aged 8–15 years (n = 57), who were 

1 Unpublished dissertation work from NIMHANS, Bangalore.
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selected based on the initial complaints of any internalizing symptoms by parents 
and then were evaluated for depressive spectrum disorders. CBT was found to be 
cost-effective, briefer, resulted in reduced usage of medication, and more parent 
engagement. In a similar attempt, RCT was carried out in community clinic setup to 
examine the feasibility of CBT in youth (8–15, n = 48) diagnosed with anxiety dis-
orders. Though there was significant improvement in anxiety symptoms, there was 
no difference between CBT and usual clinical care (Southam-Gerow et al. 2010).

3.4  Early Intervention, Prevention, and Promotion 
Interventions Carried Out in the Community

3.4.1  Early Interventions

The early intervention modules typically include identifying early signs of dis-
tress, provide help on a first aid basis, prevent self-harm, ameliorate the course 
of mental illness, facilitate recovery, guide young people toward the right sup-
port, and reduce stigma (Clark et al. 2002). There is definitive evidence for early 
interventions in youth leading to reduction in prevalence and progression of illness 
(McGorry et al. 2007). A very good example of deployment and validation of early 
interventions are carried out under the leadership of McGorry and colleagues in 
Australia. Community-based youth mental health centers operated by Headspace, 
Orygen Youth Health, the National Youth Mental Health Foundation, (more than 
60 such centers) operating across the country serve a large number of youth. They 
help young people with emerging serious mental health and substance disorders, 
and also conduct training programs to share knowledge and enhance service sys-
tem functioning. Realizing the need for the early intervention and prevention and 
to facilitate help-seeking among adolescents, Australian Red Cross has formulated 
various culturally appropriate, youth centered, peer education support programs.

Work of McGorry has been modeled after in many countries such as ‘head-
strong’ program in Ireland originated by Prof. Hewitt B. Clark, which carries out 
such activities as research and support (education and training, communication, 
service evaluation, and fund raising). The uniqueness of the headstrong program 
has been youth engagement, enablement, and leadership across all areas of work 
such as local and national youth advisory panels (YAPS) and youth lead mental 
health promotion (Think Big). Recently, there has been considerable efforts in rep-
licating the Australian model, in countries such as Canada, England, Scotland, and 
Wales targeting people who work with, live with or care for adolescents (11–18)  
(Kitchener and Jorm 2006). In US, the prominent evidence-based program for 
adolescents and young adults is the Transition to Independence Process (TIP) model 
developed by the National Network on Youth Transition (NNYT).

One of the most important community-integrated collaborative early interven-
tion approach including the researchers, community/local therapists, community 
organizations, and family members has been carried out with respect to youth 
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experiencing ongoing traumas (domestic, community and school violence; ver-
bal, physical, sexual abuse, bullying). Series of projects were carried out such as 
the Children Recover after Family Trauma (CRAFT) Project; Women’s Center and 
Shelter of Greater Pittsburgh (WCS) (Cohen et al. 2011; Murray et al. 2010) at U.S. 
and Zambia using the trauma-focussed–cognitive behavior therapy (TF-CBT). TF-
CBT includes components to enhance youth resiliency-based coping skills (enhanc-
ing safety), actively includes parents or caregivers in treatment, developing trauma 
narratives and addressing youths’ maladaptive cognitions about ongoing traumas 
and helping youth differentiate between real danger and generalized trauma remind-
ers. The studies indicated significant improvement in the youth and the parents.

3.4.2  Preventive Interventions

The mental health promotion and prevention interventions typically are built upon 
strengthening the existing skills, the components of such programs are: Mental 
health literacy, Coping skills to cope with daily stressors, Self care and commu-
nity connectedness, Improving access to social support, Strengthening community 
action for better understanding of illness to reducing stigma and discrimination 
and help-seeking. Examples of such programs are Beyondblue, Mindmatters, and 
Mental health first aid (Davis et al. 2000).

Lot of work has gone in terms of the suicide prevention intervention in youth, 
and there are various preventive models that are established as effective. In a 
systematic review study, Gould et al. (2003) examined the school-based suicide 
prevention programs (conducted over 10 years). The identified promising inter-
ventions included—school-based skills training for students, screening at-risk 
youths, media education and education of primary care physicians, and lethal 
means restriction. The psychological therapies that are effective included dialecti-
cal behavior therapy and cognitive behavior therapy. Direct education and aware-
ness through pamphlet (‘Toughin’ it out’), to School Gatekeeper training model 
or signs of suicide (SOS) prevention programs have resulted in greater aware-
ness, openness to discuss about suicide, more help-seeking, lower attempts and 
more adaptive attitudes about depression and suicide (Bridge et al. 2007; Kataoka 
et al. 2007; Aseltine et al. 2007). In contrary, the efficacy of national youth sui-
cide prevention strategy (NYSPS) implemented in Australia from 1995–1998 and 
a subsequent period (1999–2002), did not show significant differences in decline 
in rates of suicides in areas which targeted the prevention and areas which were 
not targeted. Including the parents along with the adolescents in suicide preven-
tion intervention is found to have significant impact in reducing the risk fac-
tors, enhancing the protective factors and greater sustainability of improvements 
(15 months) (Hooven et al. 2012). A suicide prevention program enhancing the 
sources of strength among the peer leaders (453) trained for conducting school-
wide awareness program (18 schools and 2,675 students) was found to be benefi-
cial both for the students and the peer leaders (Wyman et al. 2010).
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The preventive protocols for depression have typically addressed the youth at 
risk for depression because of family history of mood disorder or current sub-syn-
dromal mood symptoms. Studies involving youth at risk also use the term ‘high 
symptom’ studies; they recruit the participants by screening large numbers of unse-
lected youth from class rooms and primary care screening. These studies exclude 
current diagnosable major depression. The interventions are based on a coping 
model, though have the elements of CBT protocols, they differ in terms of dose, 
emphasis on cognitive versus behavioral techniques and format; with most pro-
grams using group formats. The components include psycho-education, pleasant 
activity scheduling, social skills training, problem-solving training, and cognitive 
restructuring. Some of the manuals used for preventive intervention are Coping 
With Depression for Adolescents (CWD-A; Clark et al. 1990) which was used by 
more than 50% of the studies on high symptom groups, brief CBT and Pittsburg 
cognitive program have shown to be effective (Weersing and Brent 2006). In a 
review of the preventive interventions conducted for adolescents in high risk envi-
ronments in US, Opler et al. (2010) concluded that ‘primary preventive interven-
tion has the potential to be effective for some mental health disorders such as 
anxiety disorders, eating disorders, substance abuse, disruptive behavior disorders, 
and suicide, whereas for attention-deficit/hyperactivity disorder (ADHD) and early 
onset schizophrenia, the results are not uniform and encouraging.’

Neil and Christensen (2009) did a systematic review of about 20 individual 
school-based early intervention and prevention programs for anxiety. Results indi-
cated that most of the universal, selective, and indicated prevention programs were 
effective in reducing the symptoms of anxiety in adolescents and most of them 
used CBT. Similarly, a systematic review was conducted of 42 RCTs related to 28 
individual school-based programs addressing depression. It was found that CBT 
(8–12 sessions) targeting students exhibiting elevated levels of depression were 
most effective (Calear and Christensen 2010). In one of the largest meta-analyti-
cal study of 213 school-based, universal, social and emotional learning programs 
(N = 270,034), it was found that participants of the program showed significant 
improvement in social and emotional skills, attitudes, behavior, and academic per-
formance (Durlak et al. 2011).

Recently, since about 20 years an approach known as wraparound has been 
extensively explored in planning and coordinating community-based care for chil-
dren and adolescents with severe emotional and behavioral disorders. It encom-
passes wide array of services and supports serving the youth and the families in 
their home communities. It encourages the full participation of families and youth 
consumers in planning, evaluating, and delivering services and supports. Few 
quasi-experimental and RCTs conducted show positive outcomes in areas such 
as improved community adjustment, behavior, decreased functional impairment, 
fewer social problems, fewer placements, lower rates of delinquency, and fewer 
days of absence from school (Burchard et al. 2002). The components include 
addressing behavioral and emotional difficulties during transition, planning their 
own future, social problem-solving, prevention planning related to high-risk 
behaviors and situations, and accessing developmentally appropriate services 
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and supports (Clark et al. 2002). American Psychological Association (2004) has 
brought out a model of preventive interventions for LGBQ youth, wherein it talks 
about the addressing the issue by the school counselors, nurses, psychologists, and 
social workers, in the school and college setup and providing interventions for any 
psychological problems.

3.5  Indian Scenario

In Indian also, preventive interventions are developed and implemented, while most 
of them are unpublished and local programs, very few are published. Two important 
preventive programs that are manualized and implemented successfully are worth 
a mention here. The ‘Students Counseling for College Teachers’ (Chandrashekhar 
2002) was developed to identify, provide intervention, and prevent mental disorders 
among college students. College teachers were trained in a group workshop format, 
in mental health issues of college students (substance abuse, academic problems, 
aggression, etc.), and basic counseling skills. A total of 1,091 teachers were trained 
in 44 batches starting from 1975 till 2010. The ‘life skills education program’ 
(Bharath and Kumar 2010) is a cascade model of comprehensive health promotion 
for secondary school students delivered by trained teachers. The effect of the pro-
gram was evaluated at the end of 1year in 605 adolescents and 100 trained teachers 
selected randomly. Results showed that the adolescents in the program had signifi-
cantly better self-esteem, perceived adequate coping, better overall adjustment with 
respect to teachers, and school, and prosocial behavior. Similarly, ‘expressions’ was 
developed in VIMHANS, Delhi (Nagpal 2011), a school-based program, to under-
stand and identify mental health problems and dissemination of life skills education 
among adolescents. It follows a cascade strategy which includes training the coun-
selors/teachers followed by training the ‘peer trainers’, who in turn train students. 
A program addressing parents called Society for the Care of Adolescents (SCAN) 
aims to assist parents to improve the physical and mental health of their adolescents 
through seminars educating on mental health problems, parenting skills, sexuality 
education and communication skills (WHO 2007).

While there can be many unpublished preventive interventions, a few are men-
tioned here. The ‘coping skills training—power to empower’ (Chugh et al. 2010) 
designed at AIIMS, Delhi for adolescents (13–16 years) to build competencies to 
deal with their daily stressors and decrease emotional distress. It is a group inter-
vention and includes components such as anxiety management, managing emo-
tions, and rational thinking, problem-solving, anger management, and social skills 
training. ‘Stress management in Pre University Students’ (Manjula 2011)2 was 
developed in NIMHANS, Bangalore, to help students (16–18 years) understand the 
causes of stress and to deal effectively with stress, in the following areas: 

2 Unpublished project work from NIMHANS, Bangalore.



50 M. Manjula

academic, interpersonal relationships, and self (body image, confidence, and self-
esteem). The program used a workshop format and preliminary efficacy has been 
established. The intervention group showed improvement in coping skills com-
pared to the control group. Another study incorporated a classroom-based universal 
prevention approach to enhance the resilience of students pursuing professional 
course (Engineering, n = 80) called ‘Resilience-based Intervention for College 
Students’ (Herbert and Manjula 2013).3 The intervention was a 6-session program 
with components such as stress and coping, resilience, responsibility, perceiving 
stress as challenge, and creating meaningful connections. Following intervention, 
the participants showed significant improvement in resilience, problem-solving and 
negative emotion. In an indicated intervention with adolescents (13–18 years) hav-
ing sub-syndromal depression, ‘School-based Group Coping Skills Program’ was 
carried out (Meghna and Manjula 2014).4 The intervention was delivered in groups 
of 4–8 adolescents each of same gender (n = 65 in intervention and n = 55 in con-
trol group). The components addressed negative cognitions, academic stress, and 
interpersonal relationships. The components are chosen based on the exploratory 
study as well as the existing modules of therapy. The results showed significant 
improvement in depressive symptoms, negative cognitions, academic stress, social 
problem-solving, and coping skills which was maintained at 3-months follow-up.

3.6  Conclusions

There is substantial evidence for usefulness and efficacy of early intervention 
and preventive, psychosocial interventions; however, its effectiveness and cost-
effectiveness is not adequately tested in comparison to clinic-based interventions 
(Graeff-Martins et al. 2008—review of 34 programs). Each country comes up with 
different modules and dissemination procedure. Though there are identified evi-
dence-based interventions in adolescents, there is no body of evidence to confirm 
the way the services should be organized to deliver the same. There is lack of early 
screening methods/tools to assist in determining who is ‘at risk’ and there is signif-
icant overlap with respect to the age groups included in the studies often making 
it difficult to dismantle ‘what’ works for ‘whom’. There is a lack of clear con-
sensus about what approaches work best in what circumstances and how long or 
how many sessions are sufficient (e.g. community-focused compared with class-
room-based, skills training compared with social support). Though early interven-
tion/prevention programs for mental health are given enough importance in other 
countries (Australia, Ireland, UK, America, Canada), there are no coordinated 
efforts in India. There is lack of clarity with regard to models of care at individual, 
community, professional, and policy levels. There are significant lacunae in the 
longer follow-ups of the interventions. There are very few attempts at establishing 

3 See footnote 2.
4 See footnote 2.
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the fidelity of some of the programs, and largely, it is insufficient. Similarly, rep-
lication of the programs has just begun and there is some evidence for few of the 
interventions; however, many of the programs are still not considered as evidence 
based. Also, much needs to be done in the direction of coordination with school 
operations, implementation, and evaluation, comprehensive models covering all 
(social, health, academic) aspects, and the educational policies.

At the best, it can be said that importance of the mental health in the economic pro-
ductivity is recently been realized worldwide; however, the strides made in the direc-
tion of prevention remains still just as aspiration, while there is some work in early 
intervention (McGorry 2013). Thus, there is still a lot more to be done in the area of 
community-based interventions in youth population. Since this is the only way to reach 
out to larger population, it is necessary that this area has to be given utmost importance.
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4.1  Introduction

Study skills are fundamental to academic competence. Effective study skills are 
associated with positive outcomes across multiple academic content areas and 
for diverse learners. Academic competence is associated with the knowledge and 
application of effective study skills. Capable students at all grade levels may expe-
rience difficulty in school, not because they lack ability, but because they lack 
good study skills. Although some students develop study skills independently, 
even normally achieving students may go through school without having acquired 
effective approaches for studying (Nicaise and Gettinger 1995). Implementing 
study skills instruction relies on an understanding of the theoretical foundation for 
teaching and using study skills, as well as knowledge of current research on the 
effectiveness of study strategies.

The purpose of this chapter is to articulate a theoretical perspective on the con-
tribution of study skills to academic competence, and to identify evidence-based 
strategies that are effective in helping students study. Study skills are often viewed 
as academic enablers; they function as critical tools for learning. Study skills 
encompass a range of coordinated cognitive skills and processes that enhance the 
effectiveness and efficiency of students’ learning (Devine 1987). According to 
Hoover and Patton (1995), study skills include the competencies associated with 
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acquiring, recording, organizing, synthesizing, remembering, and using informa-
tion. These competencies contribute to success in both non-academic (e.g. employ-
ment) and academic settings. Studying, or the application of study skills, can be 
distinguished from other forms of school/university learning that occur under 
more proscribed conditions, such as teacher-led classroom instruction (Novak and 
Gowin 1984; Rohwer 1984). First, studying is skilful; it requires training and prac-
tice with specific techniques that help a learner to acquire, organize, retain, and 
use information. Although students are expected to apply study skills in complet-
ing homework or preparing for tests, teachers typically devote little time to pro-
viding explicit instruction in such skills (Zimmerman 1998). Second, studying is 
intentional. Effective studying requires not only the knowledge and application of 
skills, but volition as well. Studying differs from incidental learning; in that, it is 
purposeful and requires a deliberate and conscious effort on the part of the student. 
Third, studying is highly personal and individualized. Whereas classroom learn-
ing occurs within a social context through interaction and guidance from others 
(e.g. peers, teachers), studying is often an individual activity. Even when learning 
is fostered through a process of social communication, individual study behav-
iours still play a critical role in academic competence (Damon 1991; Kucan and 
Beck 1997). Finally, studying involves a self-regulatory dimension. According to 
Rohwer (1984), “studying is the principal means of self-education throughout life”. 
Self-regulation (e.g. initiative, persistence, goal setting) is an important aspect of 
studying, not only during the initial development of study skills, but also during 
application of skills outside of formal learning contexts (Zimmerman et al. 1996).

A useful distinction has emerged in recent years to differentiate between a 
study tactic and study strategy (Lenz et al. 1996). A study tactic is a sequence of 
steps or a specific procedure, such as underlining or summarizing. A study tac-
tic may be taught through explicit instruction wherein the skill is operationalized 
and presented as a sequence of observable, isolated behaviours. It is often assumed 
that good studying is synonymous with using study tactics correctly. The appli-
cation and effectiveness of a tactic may be improved through the use of a study 
strategy. A strategy is an individual’s comprehensive approach to a task; it includes 
how a person thinks and acts when planning and evaluating his or her study behav-
iour. A strategy consists of guidelines and rules related to selecting the best tactics 
and making decisions about their use. The goal of study strategy instruction is to 
teach a strategy in a manner that is both effective (the strategy is learned) and effi-
cient (it is learned to an optimal level with minimal effort).

Cognitive-based study skills. The goal of cognitive-based study strategies is 
to guide students to engage in appropriate thinking about information they are 
required to learn.

According to information-processing theory, the greater knowledge stu-
dents have about content, the more likely they are to think about, understand 
and remember it (Schunk 2000). Thus, studying is enhanced when new material 
is meaningful to learners and integrated with their existing knowledge. In addi-
tion, information that is stored as a network of connected facts and concepts, 
called schemata, is more easily learned and retained. It follows that good studying 
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requires students to (a) activate and assemble background knowledge prior to stud-
ying a topic; (b) connect new ideas, information or concepts to what they already 
know; and (c) develop new schemata, when necessary, to integrate content to 
be learned (Bos and Anders 1990). Cognitive-based study skills are designed to 
achieve these goals.

Cognitive organizers also referred to as cognitive and semantic maps are effec-
tive tools to assist students in activating prior knowledge about a topic, organizing 
information during learning, and using schemata to establish connections among 
key concepts (e.g. Baumann and Bergeron 1993; Scanlon et al. 1991). Cognitive 
maps allow students to arrange the component ideas and details from text visually 
so that implicit relationships among ideas and details are made explicit.

Evidence-based approaches to enhance study skills

There is a lacuna of evidence-based CBT studies of effectiveness and efficacy 
of study skills and learning techniques especially in the last ten years; however, 
mostly before that period, both laboratory- and classroom-based research have 
provided evidence supporting the effectiveness of study skills to promote aca-
demic competence among students. Through study skills instruction, students 
become more efficient, thoughtful, and independent learners (Scheid 1993) and 
perform better in school. Research has shown that even students who develop 
study skills on their own can learn to study more effectively and efficiently 
through explicit instruction (Wood et al. 1995). Overall, study skills instruction 
has been shown to improve academic performance, strategic knowledge, and 
affective responses among students with learning problems across multiple aca-
demic domains (Harvey and Goudvis 2000). Research indicates that students, 
indeed, require explicit instruction in study skills; individuals assigned randomly 
to control conditions tend not to acquire or use study strategies on their own with-
out training (Schunk and Zimmerman 1994).

A number of different theoretical perspectives support the benefit of equipping 
students with study skills to enhance their learning and academic competence. 
The most comprehensive approach to study skills stems from an information-pro-
cessing model (Adams and Hamm 1994; Gettinger and Nicaise 1997; Harvey and 
Goudvis 2000; Schunk 2000). In brief, an information-processing model assumes 
that information to be learned is manipulated by the student to enhance acquisi-
tion and retention. The level of processing, or manipulation, is affected by the type 
of study strategy the learner uses. The more elaborate the strategy, the deeper the 
level of processing.

Within an information-processing framework, the development of study skills 
is conceptualized as strengthening cognitive processes across many information-
processing systems (Schunk 2000). An information-processing perspective pro-
vides the theoretical framework for two broad areas of investigation related to 
study skills: (a) research evaluating the effects of four clusters of study skills on 
academic outcomes and (b) research identifying critical components of effective 
study skills instruction, irrespective of the specific skill taught. Key studies in both 
areas are reviewed next.
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4.2  Importance of Developing Good Study Skills

There are four factors that support an effective study routine:

•	 showing independence in learning;
•	 being able to organize yourself;
•	 being actively engaged in your learning; and
•	 adopting a “deep approach” to learning.

An effective independent study routine means:

•	 being self-motivated and taking control of your learning
•	 setting, and then maintaining, your own goals and standards
•	 identifying your strengths and learning preferences.

4.3  Reviewing Your Learning Style (Scales Included  
in Annexure)

As an independent learner, it is advisable to think carefully about your learning 
style and how best you can use your learning strengths to support your academic 
studies.

This section will help you:

•	 To think about the different ways you perceive and understand information;
•	 Consider your most appropriate learning environment;
•	 To identify how you process information most effectively;
•	 To identify different strategies and skills that will benefit you as a learner;
•	 To understand multi-sensory techniques.

– Barsch Learning Style Inventory
– Approaches and Study Skills Inventory for Students (ASSIST; short form; 

Tait et al. 1998)

Learning Styles Questionnaire
Tick the response which best suits you.

 1. Do you usually remember more from a lecture when:

a) You do not take notes, but listen very carefully
b) You sit near the front of the room and watch the lecturer
c) You take notes

 2. Do you usually solve a problem by:

a) Talking to yourself or a friend
b) Using an organized, systematic approach like lists, etc.
c) Walking, pacing or some other physical activity
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 3. Do you remember phone numbers (when you cannot write them down) by:

a) Repeating the numbers orally
b) Seeing or visualizing the numbers in your mind
c) Writing the numbers with your finger on the table or wall

 4. Do you find it easier to learn something new by:

a) Listening to someone explain how to do it
b) Watching a demonstration of how to do it
c) Trying it yourself

 5. When you try to remember something do you:

a) Try to see it happen in your mind
b) Hear in your mind what was said or the noises that occurred
c) Feel the way “it” reacted with your emotions

 6. If you do not know how to spell a word, do you:

a) Sound it out
b) Try to see it work in your mind
c) Write the word in several ways and choose the one that looks right

 7. Do you enjoy reading most when you can read:

a) Dialogue between characters
b) Descriptive passages that allow you to create mental pictures
c) Stories with lots of action in the beginning (because you find it difficult to 

concentrate early on)

 8. Do you remember people you have met by their:

a) Names
b) Faces
c) Mannerisms, movements, etc.

 9. Are you distracted mainly by:

a) Noises
b) People
c) Environment (temperature, comfort of furniture, etc.)

 10. Do you have problems sitting still to read? If so, do you:

a) Talk with a friend
b) Watch TV or look out of the window
c) Fidget in your chair, or cannot lie still in bed

Count the total number which fall into the following categories

a) …………… Auditory (by hearing)
b) …………… Visual (by seeing)
c) …………… Kinaesthetic (by touching, doing or moving)

ASSIST—Approaches and study skills inventory for students (short version)
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4.4  The Role of Motivation in Developing Effective Study 
Skills

“Motivation refers to processes which activate, sustain and direct behaviour 
towards achieving a particular goal” (Table 4.1).

Remaining motivated—some ideas to help

•	 Affirm that you can do it!
•	 Recognize the achievements you have attained already.
•	 Devise a list of all the reasons you originally decided to study. Ensure they are 

positive, and display them in your home and workplace.
•	 Identify your long-term, short-term and mini-goals. Write them down together 

with your objectives, and display these in your home and workplace. If you 
are struggling with motivation, place more emphasis on mini-goals, as these 
tend to be easier to achieve and will help lead to the completion of larger 
goals.

•	 Construct a realistic study plan and follow it.
•	 Consider your time management and decide if you need to develop a more real-

istic plan.
•	 Ensure that your study environment is comfortable and conducive to effective 

study.
•	 Seek support and encouragement—this may be in the form of family, friends or 

professionals.

Table 4.1  Different types of motivation

Type of motivation What is it? Examples

Intrinsic motivation Motivation from within • I enjoy learning new things
• I will be better equipped to obtain 
a degree

Extrinsic motivation Motivation from external sources • My parents will be disappointed if 
I do not succeed
• I will get a pay rise if I finish my 
degree

Positive motivation A positive attitude towards  
the task

• I have the ability to get a degree 
and I know I can do the work
• My future income will be much 
greater when I graduate

Negative motivation A negative attitude towards  
the task

• My parents will cut off my 
allowance if I do not study
• My friends will think I am stupid 
if I fail
• My family will be disappointed if 
I drop out
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4.5  Study Strategies for Different Learning  
Styles (Cottrell 2008)

4.5.1  Auditory

If you are an auditory learner, it means you will learn best by hearing information. 
Consider making use of sound in the following ways:

•	 Talk or read aloud to yourself as you learn information;
•	 Talk through and/or review information with friends;
•	 Record information on to tape or disc to enable you to listen back over information;
•	 Ask a friend to read text or lecture notes aloud to you;
•	 Have light, instrumental music playing in the background whilst you read or write;
•	 Work in a silent room.

4.5.2  Visual

Visual learners often learn best from seeing information presented in diagrams, 
charts or pictures. Try using some of the following visual techniques:

•	 Plan work using spider diagrams, lists or tables, pictograms and mind maps;
•	 Write down all information;
•	 Use coloured pens to highlight important information when reading and to link 

similar ideas and arguments as you identify them (But only if you are using 
your own text);

•	 Use coloured paper for different modules or subjects;
•	 Use large wall charts or planners to organize your work;
•	 Try to visualize information and ideas in your mind;
•	 Vary the environment or position in which you work as this may create a link 

between your visual setting with a particular subject area.

4.5.3  Kinaesthetic

A kinaesthetic learner will learn best by touching, doing or moving. Try to think 
physically by:

•	 Discussing ideas with friends;
•	 Putting different arguments and ideas on separate pieces of paper when plan-

ning essays, allows you to physically organize your answer;
•	 Going over information in your mind whilst walking, jogging or swimming;
•	 Using colour or draw pictures and diagrams alongside written notes;
•	 Moving around your environment during independent study time.
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4.5.4  Multi-sensory

It does not matter how you learn as long as you use the methods which suit you. 
However, a combination of the use of all the senses is the best way to learn.
It appears that on average you will remember:

•	 20 % of what you read;
•	 30 % of what you hear;
•	 40 % of what you see;
•	 50 % of what you say;
•	 60 % of what you do.

But you will remember 90 % of what you say, hear, see and do.
Multi-sensory learning can help anyone to enhance the experience of learning 

and improve recall of important information. Information is received by the brain 
through the sensory channels. These channels are as follows:

•	 Visual (seeing information)
•	 Auditory (hearing information)
•	 Kinaesthetic (touching, moving or doing)
•	 Olfactory (smelling and making associations related to smell)
•	 Taste (what we experience from the mouth and tongue)

Consider how strongly a smell, taste or hearing a piece of music can remind you 
of a previous situation or event. This is because all your sensory channels have 
worked simultaneously to link into your emotions to create that experience.

Multi-sensory learning involves activating as many of the senses as possible at 
the same time to aid understanding and recall.

The learning style questionnaire is attached in the Appendix.

4.6  Classroom Applications of Study Skills Research

Over the past two decades, much has been learned about the process of effective 
studying. Research has demonstrated that success in all academic content areas is 
often associated with good study skills. Whereas some students develop effective 
ways to study on their own, the majority of students will not become proficient 
at studying without systematic instruction and repeated practice. In response to 
research on the importance of study strategies, comprehensive models have been 
developed and evaluated for implementing strategy training, including the SIM 
by Deshler and Shumaker (1988) and Pressley’s Good Information Processing 
Approach (Pressley et al. 1995). Such models have played a vital role in helping 
to promote the translation of research on study skills into effective classroom prac-
tice. A critical role for school psychologists is to maximize the success of efforts 
to enhance study skills through an understanding of the nature of study skills and 
knowledge of evidence-based approaches that facilitate the acquisition of effective 
study skills. Despite the potential benefits of study skills, instructional challenges 
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exist that may limit the widespread application of study skills training. For strat-
egy instruction to be implemented in classroom contexts, adaptations for group 
situations may be necessary (Palincsar and Brown 1988; Pressley et al. 1995).

Strategy instruction that requires lengthy one-to-one interaction between the 
teacher and student is not feasible in most classrooms. Scanlon et al. (1994) 
found that many teachers were not willing to sacrifice coverage of curricu-
lum content in order to teach study skills to students who need them. One way 
to address this concern is for teachers to merge their teaching of specific con-
tent with the teaching of study strategies that aid students in learning the content. 
That is, teachers can teach and prompt the application of specific study strategies 
that are effective for their particular course content. In a study by Scanlon et al. 
(1996), for example, teachers were taught to incorporate intensive and explicit 
study strategy instruction within the context of their social studies teaching. In 
this study, teachers exhibited relatively low levels of implementation of strategy 
teaching (less than half of the targeted teaching behaviours), raising questions 
about the extent to which teachers are able to successfully merge instruction with 
strategy training.

Additional key principles derived from research on improving study skills are 
important to keep in mind when designing study skills training. First, students 
must recognize the need for varied approaches to studying. Not all strategies are 
appropriate for all study tasks. For example, the most effective strategy for study-
ing spelling words is likely to be different from an effective approach for study-
ing for a history test. Furthermore, any single study tactic will likely require some 
modification and personalization on the part of students themselves. In developing 
an awareness of different strategies, students should be encouraged to explain the 
appropriateness of a particular study strategy for different tasks.

Second, the key to effective study strategy training is to help students guide 
their own thinking, organizing and study behaviours. The most effective study 
strategy instruction helps children to develop strategies that work for them. Unlike 
the focus of commercially available study skills curricula, students should be 
actively involved in developing their own, personalized study strategies, instead 
of being taught a scripted set of steps. Including students in developing their own 
strategies enhances maintenance and generalization to other study situations. 
Future research is needed to identify instructional conditions that are most con-
ducive to the successful integration of study strategy instruction with classroom 
learning. For example, given the relationship between study skills and other aca-
demic enablers, effective strategy training should include some means of moti-
vating students to engage in study strategy usage, to reinforce engagement in 
studying and to increase parental encouragement and support of studying.

4.7  Study Schedule: How to Make One and Stick to It

Study/Revision Planner (Table 4.2)
Week beginning …………/………/……….
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4.8  How to Study

4.8.1  Goal Setting

Many people have a dream of where they want to be or what they want to do in the 
future. Their dream provides a clear vision or goal that is ideal to them, and the 
motivation to achieve that goal. In order to obtain the “dream”, it is important to 
set specific goals and work out realistic steps to achieve those goals.

The best way to set and achieve your goals is to write them down, so think about 
it. What do you want to achieve?

4.8.1.1  Long-term Goals

Long-term goals relating to your studies are outcomes you would like to achieve 
after you finish your course. These goals are generally set around three to 
five years into the future. For example, you may want to work as a counsellor in 
private practice, work as a school guidance counsellor, set up your own business 
in conflict resolution and mediation, work as a clinical psychologist, or be a more 
effective leader in management.

4.8.1.2  Short-term Goals

Short-term goals relating to your studies are outcomes you would like to achieve over 
the next year and up to the completion of your course. They tend to be stepping stones 

Table 4.2  Study/revision planner

Time Monday Tuesday Wednesday Thursday Friday Saturday Sunday

8–9 a.m.

9–10 a.m.

10–11 a.m.

11 a.m.–12 p.m.

12–1 p.m.

1–2 p.m.

2–3 p.m.

3–4 p.m.

4–5 p.m.

5–6 p.m.

6–7 p.m.

7–8 p.m.

8–9 p.m.

9–10 p.m.

10–11 p.m.
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towards your long-term goals. For example, completing three units successfully over 
the next term of study, achieving a credit average in each of your subjects over the 
year or finishing your degree by the end of the following year are all short-term goals.

Mini-goals relating to your studies are outcomes you would like to achieve over 
the next day or week, or by the end of the term. They tend to be stepping stones 
towards your short-term goals. Breaking larger tasks into smaller ones will help to 
provide a sense of achievement. For example, spend two hours completing your 
weekly readings tonight, write a plan for your essay by the end of tomorrow and 
complete a first draft of your assessment by the end of the week. Mini-goals can 
also include goals that relate to extracurricular activities along with academic goals.

Checklist: Elements of a useful goal 

• Specific – Does it describe what you want to do in great detail? 

• Measurable – Does it describe your goals in ways that can be evaluated 

objectively? 

• Challenging – Does it require energy and dedication to achieve? 

• Realistic – Are you capable of achieving this goal? Is it possible? 

• Timely– Does this goal clearly state when it will be finished?

In order to complete any goal, you must decide what needs to be done to attain this 
outcome. An objective is something you can do to achieve your goal. Like goals, objec-
tives must be specific and will detail what will be done, how and when.

For example,

 My goal is to achieve a credit average in each unit this term.
 My objectives are to attend each class/log on each week, engage with the material of 

the subject, complete the assigned readings each week, review my notes several days 
after the class/frequently, and begin each assessment according to my timetable.

Your goal-setting plan may look something like what is depicted in Table 4.3.

Goal-setting plan

Goal Objectives Time frame Done?

1. What I need to do to achieve my goal?
2. Steps I need to take to achieve my goal

1.

2.

3.
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•	 The Smart Technique

The SMART technique helps in planning and organizing your study schedule to 
enhance one’s performance:

S— Study only a specific topic/area to begin with, e.g. Section 3 “from the history 
lesson”

M— What you are studying should be measurable or your goal should be able to 
be quantified.

A— The goal that you set for yourself should be achievable; thus, it keeps you 
motivated to keep going

R— You should reward yourself when the goal is achieved in order to provide 
yourself some incentive and keep yourself motivated, e.g., deciding to watch 
your favourite TV show that you have recorded only after having completing 
your specific goal/task that you had set for yourself.

T— The goal that you set for yourself should be “time bound” so you have a 
deadline to follow.

The following can be an example to summarize the SMART technique: “I have 
to complete section 2.1 of history lesson “which is 2 pages long in 40 min 
which according to me is an achievable goal and once I complete this task I set 
for myself, I will reward myself with the chocolate I have really been wanting 
to eat”.

•	 The SQ3R Method

Another useful tool for reading effectively is the SQ3R model, the details of which 
are presented in this Table 4.4.

Adapted from: Study Guides and Strategies. (nd). The SQ3R reading method. 
Retrieved from http://www.studygs.net.

Table 4.3  Goal-setting plan outline
Goal Objectives Time frame Done?

1. Complete my developmental 
psychology
Assignment for internal 
examination

• Ensure I understand the essay 
topic

• 2 h √

• Complete extensive research 
and ensure I fully understand the 
material

• 3–4.5 days

• Complete an essay plan • 2–3 h

• Develop the first draft of the 
essay

• 2 days

• Ask a trusted friend/colleague 
to proofread my draft and suggest 
feedback

• 1 day

• Redraft • 1 day

• Submit essay on time

http://www.studygs.net
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4.9  Effective Time Management and Organization 
(Cottrell 1999)

Misuse of time is probably the most common form of sabotage that students use to 
undermine their attempts to study. However, planning your time makes you think 
about it strategically and, even if you have to alter your study plans, you will ben-
efit from having previously defined your tasks and prioritizing your activities.

Why is it important to manage your time?
There are many good reasons to try to manage your time. Benefits of time man-

agement include the following:

•	 It is essential for success.
•	 It allows you to spread your workload over the course.
•	 It helps you to prioritize your workload.
•	 It helps you to work out how to use your time as efficiently as possible.
•	 It reduces the anxiety and stress that is common whilst meeting the demands of 

study.
•	 It decreases the likelihood of tasks being left to the last minute which often 

compromises your performance.
•	 It helps you to schedule time for fun (Table 4.5).

Study Checklist

Before the test or examination

� Study schedule complete
� Study space organized and equipment ready
� Books/notes, etc. organized
� Know what you need to study

Table 4.4  SQ3R model as an effective reading tool

Survey Scan the section of text in order to get an overview. You are not trying to read in 
detail for understanding here, just to get an overall idea of the content of the text. 
This may involve reading subheadings, the abstract, the section, summarize the first 
and last paragraphs and/or review questions

Question As you survey, ask questions yourself. You may do this by turning chapter or section 
headings into questions, or by asking yourself how this new information relates to 
previously learned information

Read As you start to read, look for answers to the questions you first raised. Note any 
words that have been underlined, italicized or bold printed. Study any diagrams, 
charts, graphs, etc. Slow down your reading and if necessary re-read parts which are 
not clear. After a short section, stop and recite what you have understood

Recite Summarize the text in your own words, and say your summary aloud

Review Create flashcards with the new terms or ideas, develop questions about the content 
and then answer them, briefly re-survey the text (as you did in the survey section), 
create a glossary page with key terms, develop a mind map of new ideas, or use 
mnemonic devices to remember the material
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� Study Session 1 completed
� Completion of study sheets/flashcards, etc.
� Study Session 2 completed
� Study Session 3 completed
� Prepare materials for examination/test (stationery, etc.)

On the test/examination day

� Relax
� “Dump” information you are worried about forgetting by writing it on the test
� Read over examination before you begin to write
� Read/follow directions carefully

Table 4.5  Common problems and solutions centring around time management

Common time problems Possible solutions

Are you disorganized and frequently misplace 
things?

Organize your learning space. Take control of 
where you work, and you can then control how 
you work
• Keep a clear desktop
• Place pens, pencils, etc. in a desk tidy or jar
• Organize your notes by using a separate ring 
binder for each subject
• Use coloured dividers to separate lecture 
notes into date order
• File handouts with the appropriate lecture 
notes

Put off doing coursework and assignments Use a diary or wall planner to clearly mark 
assignment deadlines for every module
• Start tasks sooner rather than later
• Be realistic about how long things will take 
and set appropriate time slots for specific tasks, 
e.g., planning an essay will take longer than 
reading a short extract
• Break tasks down into manageable parts and 
allow time to tackle some of it every week

Easily distracted Negotiate study time with friends and flatmates 
so that they know when you are not to be 
disturbed
• Be aware of the times of day you can learn 
and concentrate
• Set clear start and finish times for each study 
session
• Take regular short breaks

Over commitment and leaving things to the 
last minute

Try not to over commit your time
• Plan social time into your week and mark 
clearly in a diary or wall planner
• Prioritize tasks; do the most urgent tasks first
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� Write test/examination questions that you know best
� Complete all other questions
� Review/re-read test and make any necessary corrections

Often we over or underestimate the amount of time any given task may take. It 
is a good idea to time yourself to see how long various tasks actually take. Keep 
a diary for a full week and note every hour how you have spent your time (blank 
“weekly time log” in the Appendix).

4.9.1  Prioritization (or “It is as Simple as ABC”)

What is really important? What can possibly wait? What can be left until next day 
or the weekend?

It is not enough just to use your time efficiently; it is vital that you prioritize 
commitments in order to optimize your time and enhance your effectiveness.

The ABC approach

Categorise commitments according to the following groups:

Absolutely urgent (high importance)

Better do it soon (medium importance)

Can wait (low importance)

For example, your “To do” list might include the following tasks:

•	 watch latest episode of my favourite TV soap
•	 clean my room
•	 buy a gift for my parents anniversary
•	 ring my cousin to wish him on his birthday
•	 write my essay plan
•	 read pages 34–52 of the introduction to psychology textbook on my essay topic

They may then be categorized as follows in Table 4.6.
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Weekly Time Log

Time Monday Tuesday Wednesday Thursday Friday Saturday Sunday

8–9 a.m.

9–10 a.m.

10–11 a.m.

11 a.m.–12 p.m.

12–1 p.m.

1–2 p.m.

2–3 p.m.

3–4 p.m.

4–5 p.m.

5–6 p.m.

6–7 p.m.

7–8 p.m.

8–9 p.m.

9–10 p.m.

10–11 p.m.

Daily Planner

Things to do today Done

___________________________________

___________________________________

___________________________________

___________________________________

_________________

_________________

_________________

_________________

Table 4.6  Priority management charting

Absolutely urgent Better do it soon Can wait

• Read pages 34–52 of the 
introduction to psychology 
textbook on my essay topic

• By a gift for my parents 
anniversary

• Do the laundry
• Watch my favourite TV show 
(tape it now and watch at a low 
productivity time)• Ring cousin to wish her a 

happy birthday
• Write my essay plan



734 Study Skills

Term Planner

Week Unit Assessment details Due date Plan Requirements

1

2

3

4

5

6

Break

7

8

9

10

11

12

A good example of prioritization is doing your topic research prior to writ-
ing interview questions for a research report. This can save you time by enabling 
you to write the best possible questions through understanding past research and 
theory.

4.9.2  Constructing a Time Management Plan

A realistic time management plan will include the following:

•	 commitments: classes, work, family time, sports, gym, committees, etc. (includ-
ing travel time)

•	 personal time: grooming/hygiene, relaxing, watching TV, listening to music, 
shopping, socializing, emailing, phone calls, etc.

•	 essential time: eating, sleeping
•	 housework: meal preparation, house cleaning, washing dishes, doing laundry, etc.

Daily planning

It is also a good idea to plan your daily tasks and one way to do this is to write a 
“To do” list. On your “To do” list, it is a good idea to prioritize your tasks accord-
ing to the ABC approach as indicated by the letter in brackets after each task in the 
example below. This helps you to work out what should be done first. Breaking up 
large tasks into smaller ones makes achievement easier, as does being specific in 
your task details.
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Things to do today…  Done

1. Deposit the collegefee (B) ____________

2. Complete readings for History project (A) ____________

3. Buy a birthday present for brother (B)           ____________

4. Get membership to new collegelibrary (C) ____________

5. Finish Spanish assignment (A) ____________

Table 4.7  Various strategies to manage procastination

Do you? Then you could…

Fear failure? • Focus on goal setting
• Reframe thoughts more positively
• Simply begin, knowing you can redraft later

Have anxiety about the 
task?

• Break the task or goal into mini-goals
• Seek assistance in ensuring you properly understand the task

Manage your time badly? • Prioritize tasks
• Create realistic daily, weekly and term plans

Have personal issues? • Seek professional support
• Seek support from family or friends

Have trouble concentrating? • Ensure your study space is distraction-free and comfortable 
with good lighting
• Study at a library where there are fewer distractions
• Complete the more difficult tasks when you are most alert
• Study when the house is most quiet, perhaps late at night or 
early in the morning, depending on when you are most effective
• Ask family or friends to support you by not disturbing you 
 during your study times



754 Study Skills

A blank “To do” list (daily planner) is attached in the Appendix. 

•	 Procrastination: why do we put it off, find an excuse or allow ourselves to be 
distracted?

Generally, all the thinking we do about the difficulty in starting or continuing a 
task is worse than the task itself. Often getting started is the hardest part, and so 
the best way to counter procrastination tends to be to take the first step.

4.9.3  Strategies to Manage Procrastination

The first step is to identify why you may be procrastinating. This allows you to 
find solutions to meet your study goals (Table 4.7).

4.10  Specific Study Techniques

4.10.1  Memory and Learning Techniques

4.10.1.1  Active Learning

Learning is most effective when an active, rather than a passive, approach to study 
is adopted. Watching TV, for instance, is a passive process; it requires little or no 
action on our part. Whatever information we receive is probably soon forgotten. 
However, effective study requires the learner to take action. It means that the stu-
dent becomes an active participant in the study process.

1. Preview Before you begin any detailed study, first preview course material, 
study guides and textbooks in order to gain the big picture.

2. Browse Quickly scan through relevant readings or textbook chapters to pick up 
on themes and main ideas. Use headings, captions, charts and graphics to guide 
you through unknown learning territory.

3. Take notes As you read, make notes in your own words. There is little value 
in copying the exact words of a text. Learning is not about reading a whole lot 
of material in the hope that something might sink in. It is about making sense 
of new ideas and concepts, of internalizing them and incorporating them into 
your existing knowledge. Use concept maps to provide a visual representation 
of ideas, concepts and themes and help define relationships between them.

4. Walk and Talk Walk around the study area, reciting facts out loud or explaining 
concepts as if an interested adult was in the room with you. You will have to 
clarify your understanding in order to “teach” someone else. Hearing the talk 
may help you recall details later for assignments and examinations.

5. Highlighting Use highlighters (sparingly) to emphasize significant points and 
ideas in a text. Experiment by using two colours; also try using underlining, * 
asterisks *, ← arrows � and margin notes as further means of text summary.
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6. Ask yourself questions As you read, engage with the author by questioning the 
text: What is the author trying to say? How does this information fit in with 
what comes before, or after? Asking So what? Why? and What if? can help you 
to explore the implications of what is being stated and to make sense of new 
material. Set yourself a small set of relevant questions before you read a text, 
then see whether you can find the answers as you read.

7. Re-reading A good practice is to re-read important material relating to the 
course and to review your own notes on a regular basis, either to confirm or to 
add details.

8. Discussion Learning does not happen in a vacuum. Be prepared to explore key 
concepts and specialized knowledge relating to the study discipline through 
discussions with other students, and with lecturers too. Form a study group or 
find a study buddy:

•	 Quiz each other
•	 Talk through ideas
•	 Make up questions.
•	 Brainstorm on a wall chart or the board in an empty tute room.
•	 Create concept maps.
•	 Take advantage of synergy. The combined energy of a pair or group is likely to 

be more than the sum of each individual’s efforts.

4.10.1.2  Deep Approach to Learning

You are more likely to be effective in your study when you adopt a deep approach 
to learning. You will focus not so much on reproducing something for the next 
assignment task but on maximizing your understanding of the whole topic. Using 
this approach, you are more likely to initiate opportunities to learn rather than wait 
for directions from course material or a lecturer. Some deep learning strategies are 
as follows:

•	 making sense of new knowledge and developing understanding rather than sim-
ply learning sets of facts and information to be reproduced when required

•	 looking for what is significant like key concepts and principles, relationships 
between ideas, lines of reasoning

•	 employing higher order thinking skills through examining issues, clarifying 
problems, producing own ideas, and thinking critically

•	 asking questions about what you are learning, and discussing ideas with others 
relating new ideas to previous knowledge and experiences

•	 reflecting upon what is learned and reviewing the effectiveness of your learning 
strategies

•	 finding the link between conceptual knowledge and real-world applications
•	 accepting the challenge that learning involves you in actively constructing 

knowledge for yourself
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4.10.1.3  Acronyms

An acronym is a word that is made by taking the first letter of the words you want 
to remember, and creating a new word. For example, HOMES is an acronym to 
remember the Great Lakes, Huron, Ontario, Michigan, Erie and Superior.

4.10.2  Acrostics

An acrostic is a sentence that is made by taking the first letter from each word 
or symbol you want to remember and inserting another word beginning with the 
same letter. For example, KING PHILIP CAME OVER FOR GREEN STAMPS is 
an acrostic for the classification of living things: Kingdom, Phylum, Class, Order, 
Family, Genus, Species.

4.10.3  Chunking

Short-term memory can generally hold about seven (give or take two) bits or 
“chunks” of information. However, the size of these chunks can vary. By group-
ing several pieces of information into a single chunk, it is possible to remember 
larger bits of information. Therefore, chunking information involves taking pieces 
of information and grouping them to create a single “chunk”.

For example: 

A phone number may be difficult to remember as single digits, however grouped into 
three separate groupings or chunks it becomes easier to recall. 

1800809299 or 1800 809 299

In the same way, relevant course material can be grouped or chunked to assist with 
recalling information, for example, by using acronyms or mnemonics (Egan 2007).

Chunking involves the following:

•	 Breaking tasks into more manageable bite-sized pieces, and
•	 Seeing the completion of each piece as a success.

For example, in an essay, a student can succeed in many ways, including (a) fully 
understanding the question, (b) breaking the question into parts, (c) doing an initial 
search for information at the library or on the internet, (d) summarizing the infor-
mation they read and (e) organizing the information under subheadings, and so on.

Not only does this strategy provide multiple success experiences, it is also a 
very effective way of building intrinsic motivation: the student is being rewarded 
with success throughout the essay and this sustains interest and persistence. 
Chunking can also be applied to non-academic activities such as dealing with 
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personal issues or problems, working towards a personal goal, settling into a new 
job, or training for an upcoming sporting meet.

SOLER

S Face the client Squarely.
O Adopt an Open posture.
L Remember that it is possible at times to Lean towards the other.
E Maintain good Eye contact.
R Try to be relatively Relaxed or natural in these behaviours

4.10.4  Note Making

Effective note taking is a vital skill in writing an assignment task as efficiently and 
productively as possible. Developing a good method of note taking can help you to 
recognize the main ideas, think critically, analyse, question, remain focused, estab-
lish connections and draw conclusions about the text being read. Good note taking 
skills will also ensure that you are able to identify where various ideas have been 
found which makes proper referencing much easier. There are many ways to take 
effective notes. Some people find it good to use catalogue cards; others prefer to 
use sheets of A3 paper. It is a matter of working out what suits you best. Generally 
you need to make sure you include the following information:

•	 reference details—author, year of publication, title of book/article, journal title, 
place of publication, publisher, page numbers, Web address, date accessed, etc.

•	 paraphrased or summarized ideas of the text and possibly several direct quotes
•	 personal responses to the text and various ideas found within it

It is important that one choose a note taking method which suits ones learning style.
Consider whether you prefer linear methods or visual formats such as spider 

diagrams (Table 4.8).

Table 4.8  An example of linear note making

29.8.03 Note taking by Mr. Smith Two-column 
method

Main idea place the main idea or 
heading in the left-hand column 
write the further details in the 
right-hand column

Linear note taking

1. Use a number strategy

2. List key information

3. Do not try to write down 
every word

4. Use abbreviations

5. Use the margin to make a 
note of the date

____________________

6. Use the margin to list key 
words and references

Subject ________________
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4.10.5  Spider Diagrams

4.10.6  Reading Skills

Aim to develop ones reading skills to help assimilate information and understand 
ideas. Reading is simply a tool which helps one access the thoughts of others.

Academic reading requires you to:

•	 Identify arguments;
•	 Recognize whether they support or oppose the main premise;
•	 Identify the evidence;
•	 Identify conclusions and whether the evidence supports the conclusions;

Information Searching

Reading for study is time-consuming and tiring. Therefore, before you begin read-
ing, ask yourself:

•	 What information do I need to find?
•	 Will this text provide the information I need?

To decide if a text book contains the information you need, use the clues provided 
in the following:

•	 Contents page;
•	 Preface;
•	 Index;
•	 Introduction;

General note 
taking tips 

Use a 
system 

Use 
colour 

Draw 
pictures/
diagrams

Note source 
of the 
information 

Link notes 
by using 
arrows Use A4 

paper

Use the 
margin

Number 
Notes 
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•	 Chapter headings;
•	 Illustrations and diagrams;
•	 Section headings;
•	 Summaries;
•	 Reference section.

The SQ3R method that has been discussed earlier in the chapter is a good tech-
nique for improving reading comprehension.

Many learners, particularly those with dyslexia, may experience the following 
difficulties when reading. Some suggested solutions are given in Table 4.9.

•	 Writing Skills

Planning

Use the following checklist to help you keep track of your progress.

•	 Examine the question

This should include your first thoughts, asking yourself what you already know 
about this topic.

•	 Re-examine the question

Do you really understand all the terms used and have you highlighted the key verbs?

•	 Identify gaps

What else do you need to know or to find out before you are able to answer the 
question?

•	 Prioritize tasks

How long will it take you to get the information you need? Do you need to work 
with others or see your lecturer to clarify information at this stage? Act now to 
keep your attitude positive—do not let little snags become reasons for not working.

•	 Set realistic targets

Table 4.9  Some common reading problems with solutions

Problem To alleviate the problem

Glare from white paper or text blurs, distorts 
or jumps about

Try using a coloured acetate or coloured plastic 
folder over the text to remove glare

Print size makes it difficult to concentrate or 
focus on reading

Use a photocopier to enlarge text, scan text 
onto a PC and enlarge

Difficulties understanding a particular section 
of text

Read the section aloud, ask a friend to read it 
aloud to you. Scan text into PC and use read 
back facility in Text Help Read & Write to 
listen to the words
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You will not write a good essay quickly. It is also very unlikely that you will be 
able to write coherently without a plan. Remember, give yourself enough time to 
think and organize your thoughts before you start to write.

•	 Complete reading and note taking

Set yourself a deadline for completion of background reading and research. Make 
sure you take adequate notes and make a note of references for your bibliography 
or reference section.

•	 Devise your plan

4.11  Coping with Examination Anxiety

4.11.1  Before the Examination

Examinations can lead to a certain amount of anxiety and stress in students, but 
these can be minimized by good preparation and study time management before 
the examination.

4.11.1.1  Prepare Notes with the Examination in Mind

Reading your subject material weekly is essential. Revise after each lecture or 
class. Revising as you go helps you to identify areas or topics that you have not 
understood well and gives you the opportunity to seek help or do extra research. 
Leaving study until the end of the term usually means you are leaving it too late. 
Preparing your own summary notes is preferable to using ready-made notes, 
because you are actively engaging with the material. Preparing notes helps to 
develop a better understanding of the connections between areas of the subject. 
Understanding the whole subject and not just the isolated parts is very useful 
in doing well in examinations, because it helps you to see the reasons for and 
the connections between the concepts. Mind maps, diagrams and flow charts 
can be used to create associations. Summary tables are also good for organizing 
material.

4.11.1.2  Managing Your Time

Develop a weekly study timetable. Revision needs to be regular and continuous.
Studying for the examination at the end of the term should be the final step in 

the ongoing learning process, so plan your study during term to avoid last minute 
frenzy and cramming session.
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4.11.1.3  Getting Started

•	 Draw up a realistic revision timetable—this should include some social time to 
allow you to relax;

•	 Organize your notes by module or topic—if you have followed advice in the 
Note Taking section, you will find getting started on revision easier;

•	 Decide what topics to revise;
•	 Use past examination papers to guide your revision;
•	 How many questions do you have to answer for each paper?
•	 Use past papers to practice writing answers to examination questions;
•	 Be positive about your learning;
•	 Ask tutors for help or to clarify information if necessary.

4.11.1.4  Practice

Practicing with past examination questions helps you to prepare for and predict 
the sort of questions that will be asked. Practice also helps to identify gaps in your 
understanding.

4.11.1.5  Studying with Others

Studying with others in pairs or groups helps understanding and memory, and it 
facilitates the sharing of ideas and perspectives.

4.11.1.6  Memory

Recall of information is essential for successful performance in examinations. 
Better recall can be achieved by time management of study periods and regular 
over learning.

•	 Try to keep concentrated study to no more than 40 min at one time;
•	 Take regular short breaks;
•	 Over learning is essential for recall of information:

– After each break spend 10- to 15-min reviewing work covered in the previous 
study period

– Review again after 24 h

•	 Be aware of when your concentration slips—it may be shorter than 40 min;
•	 Find a quiet place to work to avoid being distracted during revision periods;
•	 Make sure you drink plenty of water to keep your body hydrated and eat regularly.
•	 Use multi-sensory methods—write it, say it, see it, hear it;
•	 Use Survey, Question, Read, Recall, Review, when reading through text;
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•	 Summarize key information onto one page using coloured paper;
•	 Use mind maps;
•	 Put key information into poster format and stick on your wall;
•	 Use coloured pens to highlight important facts, to link ideas or to separate 

arguments;
•	 Use technology—Text Help Read & Write programme allows you to hear and 

read information simultaneously;
•	 Record your revision notes or answers onto to tape or disc. Hearing the infor-

mation may help you to remember it;
•	 Group revision—you may find it helpful to spend some time revising with 

friends.
•	 During the Examination

During the examination, it is important to concentrate, manage your time well and 
read the instructions carefully, and it is essential to answer the questions.

Examinations usually allow 10-min reading time before the examination proper 
starts. During reading time:

Before you turn over the examination paper, write down key dates, definitions, 
quotes names or other information you feel you may forget;

•	 Read the instructions on the question paper carefully. They will tell you if there 
is a Compulsory question and how many questions you must answer. Many stu-
dents lose marks because they do not read the instructions carefully. It is very 
easy to think that this is an obvious point and that it would not happen to you, 
but stress and anxiety can lead even the best prepared student to skim over a 
sentence or a paragraph and lose the meaning. Read the instructions and then 
read them again. For example, if the instruction states “Answer three of the fol-
lowing five questions” then answer three, not all five.

•	 Scan through the paper and tick all questions you could answer. Read through 
all of the sections of the examination paper so that you know what is expected.

•	 Calculate the time needed to answer each question and the order you wish to 
attempt them;

•	 Read each of your selected questions carefully underlining key words or 
phrases. Also check how many parts there are to each question;

•	 Plan your answer to the first question and write it. Keep to the plan and avoid 
including information which is not relevant;

•	 Plan your answers for all the remaining questions to avoid panic towards the 
end of the examination.

Assign the time available to each of the questions according to the marks allocated 
to each question.

Example 1

You have a two-hour examination (120 min) with two essays worth 50 % each. 
Leave 10 min at the end for review so allocate 55 min per essay.
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Example 2

You have a two-hour examination which has two sections—a short answer section 
with five short answers worth 10 % each (50 % total) and 50 multiple choice ques-
tions worth 50 %. Leaving 10 min at the end for review, this means that you would 
allocate 11 min (55 divided by 5) of the first 55 min for each short answer and a 
minute for each of the multiple choice questions.

Tips In examinations which have mixed types of assessments, many students 
find it better to write the essays first, but it is best to develop your own strategy.

In the case of essays and short answer questions, remember to answer the ques-
tion. Irrelevant information does not attract marks so do not be tempted to include 
information that you have learnt only because you have learnt it.

If you have not finished a question in the time you have allocated, leave that 
question and move on to the next. Come back to it if you have time at the end.

Answer or attempt to answer all required questions or tasks. A mark, no matter 
how small, is better than no mark at all. Allow 10 min at the end to review your 
paper and finish off any incomplete answers. During the examination, do not be 
tempted to spend more time than you have allocated for any task. Come back to 
that task if there is time at the end.

•	 Psychological management of anxiety

Symptoms such as extreme fear, shortness of breath, racing heartbeat, insomnia, 
nausea, trembling and dizziness are not only associated symptoms of anxiety dis-
orders but also common among students that experience anxiety in relation to 
studies or examination. Therefore, psychological management of anxiety symp-
toms is extremely important.

•	 Deep breathing

When we are tensed, we breathe shallowly and rapidly. When relaxed, we 
breathe more fully and more deeply, from the abdomen. By using deep abdomi-
nal breathing, we stimulate the relaxation response of our bodies, promoting 
calmness.

Additionally, attending to our breath helps us connect our minds to our bodies.
The following exercises can help you change your breathing pattern, especially 

if practiced regularly. Just 3 min of deep breathing practice will usually induce a 
state of relaxation. Practice for 3–5 min every day for at least two weeks. If possi-
ble, find a regular time each day to do this so that your breathing exercise becomes 
a habit. With practice, you can learn in a short period of time to “damp down” 
the physiological reactions underlying anxiety and panic. Once you feel you have 
gained some mastery, apply it when you feel stressed, anxious, or when you expe-
rience the onset of panic symptoms. By extending your practice of either breathing 
exercise to a month or longer, you will begin to retrain yourself to breathe from 
your abdomen. The more you can shift the centre of your breathing from your 
chest to your abdomen, the more consistently you will feel relaxed on an ongoing 
basis.
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4.11.1.7  Abdominal Breathing Exercise

1. Note the level of tension you are feeling. Place one hand on your abdomen 
right beneath your rib cage.

2. Inhale slowly and deeply through your nose into the “bottom” of your lungs—
in other words, send the air as low down as you can. If you are breathing 
from your abdomen, your hand should actually rise. Your chest should move 
only slightly whilst your abdomen expands. (In abdominal breathing, the dia-
phragm—the muscle that separates the lung cavity from the abdominal cav-
ity—moves downward. In so doing it causes the muscles surrounding the 
abdominal cavity to push outward.)

3. When you have taken in a full breath, pause for a moment, then exhale slowly 
through your nose or mouth depending on your preference. Be sure to exhale 
fully. As you exhale, allow your whole body to just let go. (You might visualize 
your arms and legs going loose and limp like a rag doll.)

4. Do ten slow, full, abdominal breaths. Try to keep your breathing smooth and 
regular, without gulping in a big breath or letting your breath out all at once. It 
will help to slow down your breathing if you slowly count to four on the inhale 
(1–2–3–4) and then slowly count to four on the exhale. Remember to pause 
briefly at the end of each inhalation. Count from ten down to one, counting 
backwards one number with each exhalation. The process should go like this: 
Slow inhale…Pause…Slow exhale…Count “ten” Slow inhale…Pause…Slow 
exhale…Count “nine” Slow inhale…Pause…Slow exhale…Count “eight” and 
so on down to one. If you start to feel light-headed whilst practicing abdominal 
breathing, stop for 15–20 s and then start again.

5. Extend the exercise if you wish by doing two or three sets of abdominal breaths, 
remembering to count backwards from ten to one for each set. (Each exhalation 
counts as one number.) Five full minutes of abdominal breathing will have a pro-
nounced effect in reducing anxiety or early symptoms of panic. Some people pre-
fer to count from one to ten instead. Feel free to do this if it suits you.

4.11.1.8  Calming Breath Exercise

The calming breath exercise was adapted from the ancient discipline of yoga. It is 
a very efficient technique for achieving a deep state of relaxation quickly.

1. Breathing from your abdomen, inhale through your nose slowly to a count of 
five. (Count slowly “one…two…three…four…five” as you inhale.)

2. Pause and hold your breath to a count of five.
3. Exhale slowly, through your nose or mouth, to a count of five (or more if it 

takes you longer). Be sure to exhale fully.
4. When you have exhaled completely, take two breaths in you normal rhythm, 

then repeat steps 1 through 3 in the cycle above.
5. Keep up the exercise for a least three to five minutes. This should involve going 

through at least ten cycles of in-five, hold-five. As you continue the exercise, 
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you may notice that you can count higher, or count higher when you exhale 
than when you inhale. Allow these variations in you counting to occur if they 
do and just continue with the exercise for up to five minutes. Remember to take 
two normal breaths between each cycle. If you start to feel light-headed whilst 
practicing this exercise, stop for thirty seconds and then start again.

6. Throughout the exercise, keep you breathing smooth and regular, without gulp-
ing in breaths or breathing out suddenly.

7. Optional: Each time you exhale, you may wish to say “relax”, “calm”, and “let 
go”, or any other relaxing word or phrase silently to yourself. Allow your whole 
body to let go as you do this. If you keep this up each time your practice, eventu-
ally just saying your relaxing word by itself will bring on a mild state of relaxation.

•	 Relaxation with Guided Imagery

Many people experience anxiety associated with examination taking. This guided 
imagery helps one relax and visualize the process of taking an examination success-
fully. Visualizing success can promote increased confidence. Relaxation can help 
you manage the anxiety so that you can do the best you can on the examination.

Begin by becoming very relaxed. Make yourself comfortable in a setting free of 
distractions for the next few minutes. Find a naturally relaxed sitting position and 
open posture, your hands resting in your lap or at your sides, your legs uncrosse, 
and your head balanced in a neutral position.

Start to relax your body. Take a deep breath in…hold it gently…and let it out…
Breathe in again…pause…and exhale fully… Keep breathing naturally. With 

each breath, you become more and more relaxed. If any anxious thoughts linger, 
leave them where they are for the moment. You can tend to them later.

Pick a spot in the room for your eyes to comfortably focus on. Hold the focus 
briefly and then let that focus go soft. You can let your eyes close anytime you like.

Notice some areas in your body where tension tends to linger: your shoulders, 
jaws, neck, back, chest, stomach and hands.

Focus first on your shoulders. See how your shoulders relax as your attention 
is focused on them. Feel the muscles as they loosen and your shoulders as they 
ease off. Allow your jaws to relax. Let your lower jaw drop slightly, allowing a 
space between your upper and lower teeth. Feel the muscles of your face become 
smooth, loose and relaxed. Turn your attention to your neck. See how you can let 
the tension go as you relax the muscles of your neck. Let the relaxation flow down 
the length of your spine, relaxing all the muscles along the way. Feel the relaxa-
tion in your neck and back.

As you become aware of the rhythm of your breathing, let the tension in your 
chest dissipate with each breath and feel your stomach muscles smooth themselves 
out and the calm settle in. Now focus on your hands. Open and close your hands a 
few times…wiggle your fingers… and then relax. Let your hands be limp and loose.

Scan your body now for any other areas that might be tense. For each area, imag-
ine directing your breath to that area. Imagine breathing in relaxation… and breath-
ing out tension. Breathing in a feeling of relaxation, and exhaling all the tension. Feel 
your muscles relax with each breath. Continue to scan your body, relaxing each area.
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Now you are feeling calm and relaxed. Your whole body feels heavy, and 
you feel grounded and centred. Begin to visualize now the process of taking an 
examination.

Imagine yourself on the day of the examination. You are feeling a little excited 
to take the examination and share what you know; at the same time, you are feel-
ing confident. You imagine walking calmly into the room where the examination is 
going to be. You say, “When I get to my seat, just think about the situation, not my 
anxiety”.

You see yourself sitting in your chair. You notice your surroundings. You hear 
the other students shuffle in their seats. You smile to them. You feel the desk. You 
feel the pen in your hand. You see the test being handed out. You feel a hint of 
the old anxiety rising. You say, “I can be anxious later, now is the time to take the 
exam”.

Now, the examination is in front of you. You are scanning over the entire exam-
ination calmly and confidently. You discover that you already know something 
about each answer. You feel relaxed, happy. You start to organize your time. You 
say, “I will think rationally and not allow my anxiety to take over.… I’ve done well 
on exams before so there’s no reason I can’t today.… Breathe and relax.… I am 
ready to rise up to meet this challenge. It’s time for me to show the professor what 
I know”.

Take in a deep breath and, slowly and calmly, let it all out. You feel your body 
relax and allow your mind to become calm. In this state of calm, you are able to 
concentrate and see things clearly. Now you begin writing quickly and deliber-
ately. You effortlessly recall the information you studied. The ideas are flowing 
from your pen with ease. Some of the questions are easy and straightforward, and 
you answer them quickly. Some questions take more thinking. You expect this, and 
you are prepared. You find ways to show what you know.

You are now finished and you close the examination and calmly put away your 
writing tools. Finally, you are handing in the test with a big smile on your face. 
The proctor smiles back. Savour this feeling.

You imagine that you did ok on the examination. You feel proud of yourself for 
your accomplishment of working through the examination calmly and confidently. 
You say to yourself, “It worked. I got through it without blanking out! I did feel 
stress but I managed it. Good for me!” Imagine getting the examination results. 
Feeling confident and excited… and seeing the results: You get an excellent grade, 
exactly what you were hoping for. This feeling of success and accomplishment is 
so wonderful, you want to take another examination just to experience it all again. 
Now you have completed this visualization experience, you are feeling more men-
tally prepared for the process of taking an examination. You may even find that 
completing this guided imagery exercise helps you feel motivated, helps you feel 
calm, confident, and in control.

•	 Distraction
•	 Activity Scheduling
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It is helpful to have an everyday schedule that includes not just the study schedule 
but some pleasurable activities as well. Activity scheduling can include activities 
from the following groups:

•	 Pleasurable activities
•	 Activities which give you a sense of achievement
•	 Activities which make you physically active
•	 Social activities

It is important to do a balance of activities from each group. So, for example, each 
day try scheduling in an activity from a different group to the day before.

Of course, each activity might fit into more than one group—a coffee and cake 
with friends can be both pleasurable and sociable (Table 4.10).

4.12  Conclusion

Study skills are fundamental to academic competence. Good study skills mini-
mize failure and enable students to take advantage of learning opportunities. 
To be effective learners, students must (a) have a wide array of study strategies 
at their disposal, and (b) know where, when, and how to use these strategies. 
Research has documented that effective study skills can be taught. The impor-
tance of study skills in terms of academic competence underscores the need for 
a strong emphasis on the development and maintenance of effective study skills 
across the curriculum and for all grade levels. Many students pass through our 
educational system without having achieved a level of academic competence nec-
essary for success in and out of school. Although study skills are just one reason 
for educational failure, research on classroom implementation of strategy instruc-
tion and how to promote effective studying among all students should remain a 
high priority.

Table 4.10  Some examples on how to maintain diary entry for activity scheduling

Pleasurable 
activity

Activity with a sense 
of achievement

Activities that keep 
you physically 
active

Social 
activities

Monday

Tuesday

Wednesday

Thursday

Friday

Saturday

Sunday
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5.1  Introduction

Adolescent period is often described as a period of friction, fights and fireworks; 
correctly encapsulating the internal and external dilemmas that an adolescent 
as well as those around him/her go through. Beginning roughly from the age of 
10 years till 18 years, teenagers, as they are also called, pass through all phases of 
development such as physical, emotional, personal and interpersonal. In addition 
to the normal changes that are expected and the consequent flux in the environ-
ment that is created, at times, individuals in this age group, like individuals in any 
other life stage, also experience distress and need psychological intervention. Most 
researchers have grouped adolescence into three developmental periods, entailing 
early adolescence (typically ages 10–13), middle adolescence (ages 14–17) and 
late adolescence (18 until the early twenties).

In the growth and development of any individual, the family and family’s envi-
ronment plays a central and nurturing role. A family which provides adequate 
physical, material, emotional and social resources to its members shapes a healthy 
and creative individual. However, the period of adolescence is the time when gates 
to multitude of other relationships also open up. Significant amongst these are 
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parents, siblings, friends/peers and romantic relationships. Also, since this is the 
period of self-discovery and establishment of one’s own identity, relationship with 
one’s own self is also a very significant milestone in this period.

Difficulties with forming and maintaining healthy interpersonal relationships 
in this age group stem from one or more of the following reasons: under-confi-
dence or over-confidence in one’s abilities; unrealistic appraisal of one’s body; 
over sensitivity about one’s family background; tendency for self-evaluation by 
constant comparison with peers; broadening of one’s exposure to social situation 
by way of parties/outings; introduction to new habits like making friends with 
seniors at school; exposure to smoking/drinking; missing classes; defiance and 
rebellion; feeling constantly judged or misunderstood; unbalanced spending of 
time with self/parents and peers—less interest in talking to parents or sharing 
time/thoughts with family and increased identification with peers; and develop-
ment of infatuations and development of one’s own sexual identity and gender 
preferences.

5.2  Significant Relationships in the Life of Adolescents

5.2.1  Siblings

Siblings, both younger and older, form an important role in shaping the adoles-
cent. Their relationships are characterized with conflicts as well as companionship 
and affection. From older siblings, the adolescent learns problem solving, moral-
ity and consequences for positive and negative actions. From younger siblings, the 
adolescent learns to manage power play, be a caring/teaching role model and nur-
turing/guiding behaviour. According to social learning theory, older siblings may 
serve as models for younger siblings when perceived as likable and nurturing. In 
contrast, sibling de-identification theory posits that adolescents respond to parents’ 
differential treatment by defining themselves as different from each other, pursu-
ing different domains of competence and interest to avoid comparison and rivalry.

5.2.2  Parents

It is a predominant notion that the period of adolescence is characterized by mood-
iness, lack of responsible adult-like behaviour, rejection of adult/societal values/
norms as well as significant defiance and disobedience in relation with parents 
across cultures. The adolescent spends less time with parents owing to both the 
friction in the relationship as well as preoccupation in other developmental activi-
ties such as increased academic pressure, excelling at co-curricular activities and 
investing in establishing peer relations amongst others. Parents of offspring in 
early adolescence adopt a more authoritarian/authoritative parenting style, whereas 
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parents of offspring in late adolescence adopt a more democratic and egalitarian 
parenting style.

Whether the conflict is furthering adolescent adjustment or disengages him/her 
from the family depends on:

(a)  the frequency and intensity of conflict,
(b)  whether the conflict is directed at a single parent or both,
(c)  whether conflict is elevated during periods of personal crisis for the adolescent 

(exam stress, quarrel with peer, difficulty in intimate relation with partner, per-
sonal frustration and feeling of inadequacy),

(d)  whether the conflict is in response to a structural change in the family 
(divorce, remarriage and death), and

(e)  manner in which the conflict is resolved.

In situations where conflict is frequent and of high intensity, it is suggestive of 
ongoing family issues which escalate as the adolescent grows to differentiate 
himself/herself from the family. Conflict directed at a single parent is suggestive 
more of conflicting interpersonal relationship between the two individuals and less 
on the adolescents’ rebellion against parenting in general. It is also important to 
understand that in the presence of such conflict what is the stance of the other par-
ent and significant others. At times, manner of resolving conflict is at polar oppo-
sites—either defiance and rebellion or disengagement and devaluing. And thus, 
conflict resolution training becomes important.

Adolescents share a different personal relationship with mothers and fathers. 
The quality of the relationship is dependent on the perceived likeness of either par-
ent for certain topics and dislikes for certain others. For instance, adolescents pre-
fer to share about private matters such as dating and sexual/gender attitudes with 
mothers and impersonal issues such as school work and future plans with either 
parent. Steinberg and Silk (2002) attribute this difference to the perception that 
fathers provide informational and material support while mothers provide more 
emotional support.

5.2.3  Peers

The platform for interacting with and joining with peers is provided at school, tui-
tions, hobby classes, shared group work tasks and neighbourhood, amongst others. 
The peer group may form a similar or a different influence than parents, or they 
influence different areas of the adolescent’s life. Adolescents look at peer group 
approval and acceptance for matters which may be short term (style, preferences, 
inclusion in social groups and conformity to norms) or habits (study patterns, 
picking up of new habits like smoking/lying) or (less often) long term (career 
choices and values).

Brown (2004) classified peer relations in three levels—dyadic friendships/
romantic relations developed on functional significance and personal choice; 
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small groups of peers called cliques that come together based on a shared  activity 
like hobby class; and crowds which come together based on a shared identity/ 
stereotyped images. As adolescents mature, so does the quality of friendship 
deepen. The construct of jealousy outside the parental sphere starts emerging 
which if unaddressed may impact an individual’s self-esteem and efficiency and 
enhance feelings of loneliness, social withdrawal, interpersonal aggression open-
ing the way to negative habits such as substance use and decreased academic/
vocational performance. They may develop internalizing/externalizing problems 
based on their coping with the situation.

5.2.4  Romantic Relationships

In continuation with the peer relations, a unique developmental aspect from the 
adolescent life stage is involvement in romantic relationships. Though viewed 
as fleeting and transitory across many cultures and societies, these relationships 
do foster greater self-esteem, help polish one’s identity by exposing the adoles-
cent to choices and alternatives, promote greater social inclusion and provide 
companionship in times of stress and happiness. Some of these relationships do 
stay stable across time as well and mature into adult relationships. However, the 
red flags appear when the individual is unable to balance the intimate relation-
ships with other developmental tasks such as academic performance, vocational 
mastery, developing healthy peer relations and differentiating in a healthy man-
ner from the family. ‘Break-ups’ can also have damaging consequences to the 
adolescent by threatening the stoppage of goals such as companionship and social 
inclusion. They can also have deeper psychological consequences such as loss 
of self-esteem, feelings of rejection and depression. An individual may also cope 
with such a scenario by jumping in and out of new relationships which they call 
‘flings’.

5.3  Case Vignette

Amita, 15 year old, girl, student of class 11, was referred to the psychologist 
by the general physician whom the family regularly visited. She belonged to an 
urban, middle-class, nuclear family. Mother, 43 year old, educated up to MA and 
presently working as an assistant in a bank and father, 46 year old, educated up 
to MSc and presently working in the administrative department of a multinational 
company. Amita has one younger brother, 13 year old, student of class 9. The par-
ents were getting repeated complaints from the school regarding lack of concentra-
tion in class, missing classes with friends and not completing assignments on time. 
Coupled with this, the parents observed significant increase in the time Amita 
spent talking on the phone, going for social gatherings with friends and less with 
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family members. Her parents also do not approve of the friend circle she belongs 
to citing them to have habits such as smoking and hailing from discordant fami-
lies from upper socio-economic strata. They also felt that she was not devoting 
adequate time to her studies. Whenever corrected, Amita would flare up with the 
parents and lock herself in the room. There were regular fights at home regarding 
Amita’s behaviour towards her parents, poor academic performance and her over 
involvement with own self and friends.

CBT sessions planned for Amita and the family would begin with assess-
ment of the family dynamics (such as parenting styles, contingency management 
adopted for appropriate and inappropriate behaviour and relationship between sib-
lings). This would be followed by setting joint goals between the therapist and the 
family. Success of therapy would be dependent upon not only fulfilling the par-
ent’s expectations from the adolescent but also exploring the adolescent’s expecta-
tions from own self and from the family, improving communication between the 
two subsystems and improving role efficiency for both the daughter and parents 
so as to enhance healthy interpersonal relationships. CBT formulation would be 
explained to build motivation and compliance towards receiving desired results. 
Post completion of treatment goals, review of techniques and feedback is pro-
vided. Booster sessions as and when needed are also planned.

5.4  Cognitive Behaviour Therapy Sessions

CBT sessions begin with an intake session, followed by assessment. The rest of 
therapy sessions are divided as beginning phase, middle phase and ending phase. 
These are given below.

5.4.1  Intake Session

One of the salient aspects of the CBT approach in psychotherapy is the structure 
and time-limited fashion in which it operates. Number of sessions taken depends 
upon the problem at hand, client’s motivation, therapists’ skills and client– 
therapist relationship amongst other variables.

Intake session is the first session, usually brief, aimed at achieving the 
following:

 (a) Collect factual information such as socio-demographic history, client profile, 
family history, treatment history and contact details

 (b) Elicit presenting problems both from the adolescent and parents/significant 
others who accompany the client

 (c) Explore reason for referral when referred from another professional/school
 (d) Explain CBT formulation vis-à-vis importance of collaborative relationship, 

appointments, homework assignment and joint responsibility taking
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 (e) Explain trust and confidentiality agreements
 (f) Clarify fee structure and institutional guidelines to be followed, if any.

It is suggested that in the first session, time is given individually with the ado-
lescent in the absence of parents/significant others to enable the adolescent feel 
empowered, trusted and responsible as well as build trust with the therapist. This 
is then further followed by interviews with parents and others.

5.4.2  Assessment

Assessment of presenting complaints forms an important initial step to begin ther-
apy. Appropriate evaluation has benefits as follows:

 (a) Clarification of expectations and goals of treatment
 (b) Identification of problem from perspective of adolescent
 (c) Identification of problem from perspective of others such as parents and teachers
 (d) Identification of contributing issues otherwise not reported
 (e) Baseline understanding of functioning and setting of realistic targets
 (f) Overall evaluation of adolescent vis-à-vis strengths, weaknesses and assets.

Assessment is done through interviews as well as incorporation of reports of 
 referees, school records and objective assessment as and when needed.

How to assess?

1. Interview the adolescent and summarize to arrive at workable goals
2. Interview parents and understand their concerns
3. Take a joint session with parents and adolescent and arrive at goals for sessions
4. Identify need for objective assessment

S. no. Area of assessment Tool available

1 Self-esteem Rosenberg self-esteem 
scale

2 Screening tool for behavioural and emotional problems  
in children and adolescents

Youth self report inventory

3 Family conflict Family environment scale

4 Interpersonal dynamics between family members Kinetic family drawing test

5 Elicit attitudes, beliefs and motivations about self  
and other aspects related to self

Sentence completion test

5. Incorporate findings from assessment to enrich treatment goals and use in therapy.

5.4.3  Beginning Phase

Therapy begins with goal setting to jointly arrive at problem areas which are 
workable. It is important to narrow the scope of goal setting so as not to aim to 
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change personalities of parents/others and temperament of the adolescent com-
pletely but to find a healthy balance between the two. The role of the therapist to 
enable the adolescent develop skills to both build effective relationships, maintain 
them as well as effectively resolve conflicts as and when they arise which needs to 
be clarified at the outset.

Joint activities for teens and parents can be planned to enhance the bond 
between them and create opportunities for healthy interaction where the sole pur-
pose of communication is not expression of what parents dislike in the adolescent 
and the adolescent’s complaints about perceived bad parenting. It can be helpful 
for parents to get connected to what is the ‘fad’ of the moment, what excites the 
adolescent and what would he/she view as a reward. Parents can also know about 
the role model that the adolescent aspires for and bring out the good in him or her.

Parenting tips that are shared at this stage are as follows:

 (a) Send clear signals to the adolescent that disrespectful behaviour will not be 
tolerated, without responding with anger to the agitated adolescent.

 (b) Do not say ‘No’ for everything. Let some things which are not grossly wrong 
slide.

 (c) Pick the right time to correct aberrant behaviour. When the teen is in a bad 
mood, that is not the best time to correct him/her about how badly he/she 
keeps their room.

 (d) Pick one point at a time. Do not begin with one problem behaviour and pile it 
with all other problem behaviours also at one go.

 (e) Talk about issues that need one-to-one attention where there is least distrac-
tion by, for example phone/other siblings/others who may happen to listen.

 (f) Celebrate small efforts and successes by the adolescent even when the big 
break through is not coming in.

 (g) Set aside quality time.

5.4.4  Mi+ddle Phase

The middle phase of therapy is focused on building social adaptive skills neces-
sary for initiating and sustaining relationships, whether they may be with fam-
ily, friends or romantic relationships. Being armed with realistic self-evaluation, 
healthy communication, conflict resolution and anger management can help the 
individual in different areas of relationship functioning.

5.4.4.1  Behaviour Change

The adolescent age group is often associated with mood swings and temperaments 
that are difficult to handle by those around them and are often a cause of disruptive 
relationships. In this step, adolescents are encouraged to reflect on their behaviour 
and see where there is a need for change.
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Worksheet

 (a) Make a list of things you do which are good
 (b) Make a list of things you do which may cause trouble to others around you
 (c) Make a list of behaviours that you would like to do more often
 (d) Make a list of behaviours that you would like to do less
 (e) I want my family to support me in changing my behaviour by doing …. and 

not doing ….
 (f) Were there any things in the past 2 weeks that you thought you did without 

thinking and the consequences were not so nice?
 (g) What can you do next time before acting impulsively?

Parents and significant others can help the teen in behaviour change by following 
simple steps as follows:

 (a) Modelling: model the correct behaviour. It would not be very beneficial to 
scream at the adolescent in anger criticising the same action in him/her.

 (b) Give cues: when you pick up that the adolescent is getting frustrated or unable 
to express himself/herself or needs assistance but is uncomfortable asking for it, 
give subtle cues such as ‘look here’ and ‘you look frustrated’ amongst others.

 (c) Gradually withdraw adult support: encourage adolescents to think and act 
independently but also seek accountability and responsibility for actions. Be 
present to guide and offer advice in a manner and tone that the adolescent 
feels comfortable accepting.

5.4.4.2  Thought Monitoring and Modification

In this step, the role of the therapist is to psychoeducate the client about the T-F-A 
cycle which elucidates the relationship between thoughts, feelings and actions. By 
way of examples, it can be explained that the way we think influences the way 
we feel which in turn determines the course of action we take. The consequences 
of this action further fuel into the way we think and the cycle continues. In order 
to have desired results in terms of consequences, it is important to bring out a 
behaviour change which also stems from changing the way we think or perceive 
situations. The adolescent is explained about the negative automatic thoughts that 
tend to flood in as a situation presents itself. The salient characteristics of negative 
automatic thoughts are as follows: they are automatic, distorted, unhelpful, unrea-
sonable and involuntary.

Cognitive biases are also included with examples of situations that the 
 adolescent brings up where he/she felt misunderstood or a conflict opened up. 
Adolescents are encouraged to think about times when something they thought 
had an impact on something they did. For example, the client stopped talking to 
his friend because the latter refused to share his class notes with him. The client 
thought the reason was so as to get better marks than him, but in reality, his friend 
had incomplete notes which he did not want anyone else to know.
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Worksheet

Think of one situation in the last two weeks where you had a disagreement 
with someone. Answer the following questions to elicit your negative automatic 
thoughts at work.

 (a) What is the evidence for my negative automatic thinking?
 (b) What alternative ways of looking at things are there?
 (c) What effect does thinking this way have on me?
 (d) Did I ‘predict the future, over-generalize, think selectively, think in terms of 

black and white or jump to conclusions’?

5.4.4.3  Building Effective Communication Skills

Good communication means ‘being able to tell others what you feel and think and 
being able to hear what others tell you about what they feel and think’. The ado-
lescent is guided about effective communication to fulfil the following points:

 (a) Make communication positive, clear and specific.
 (b) Recognize that each individual sees things from a different point of view.
 (c) Be open and honest about your feelings and accept others’ feelings.
 (d) Ask questions for clarification on an issue.
 (e) Learn to listen.
 (f) Use ‘I-statements’.

Effective communication involves maintaining eye contact, using gestures such 
as affirmative nods, asking relevant questions, paraphrasing, not interrupting the 
speaker. The adolescent is encouraged to develop the habit of seeking help and not 
feeling rejected when the other does not ‘magically’ understand the need for help.

5.4.4.4  Use of ‘I-Statements’

The three components of an I-statement are as follows:

 (a) An ‘I-statement’ starts with letting people know whose feeling you are talking 
about: ‘I feel …’

 (b) An I-statement names clearly for people how you are feeling: ‘I feel happy/
sad/angry/frustrated/lonely or whatever…’

 (c) An I-statement ends by explaining to people why you feel the way you do: ‘I 
feel happy when my friends call around to see if I want to hang around with 
them’.

Assertiveness is an important aspect of communication training essential to ado-
lescence to train them in not giving into peer pressure. Activity can be started by 
exploring the meaning of assertiveness and how it differs from submissiveness 
as well as aggressiveness. The adolescent can explore situations in the past one 
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month in interacting with others where he/she felt that being more assertive could 
have been beneficial. Pros and cons of aggressive and assertive behaviour can 
be discussed by making posters. Role-play situations to play out dialogues with 
the adolescent being the one giving pressure as well as resisting pressure can be 
enacted within session. Helping the adolescent understand their emotions along-
side each step would further be a self-reinforcing feature that would encourage 
him/her to use more assertiveness.

Worksheet

Which of the following steps would lead to better communication?

5.4.4.5  Conflict Resolution

Conflicts are inevitable in any relationship. The problem arises when we fail to 
address the root of conflict or repair the damage that the conflict creates. The ado-
lescent needs to be trained in effective conflict resolution as an important life skill 
to enhance quality of their relationships.

Steps for conflict management shared in session are as follows:

 (a) Focus on the problem and not the person
 (b) Talk to the person directly and not use other people to carry messages or inter-

pret meanings
 (c) Listen
 (d) Use I-statements
 (e) Do not jump to conclusions
 (f) Take a timeout: when the conflict is elevated to a point of extreme anger 

and frustration, it is helpful to take a break and give a gap before resuming 
communication

 (g) Apologize if you have done something wrong or hurt someone
 (h) Work at resolution by arriving at a mid-point
 (i) Come up with ideas so that the same situation does not repeat itself.

These steps can be followed using method of role-play discussing a hypothetical 
situation or a conflict situation in the last month with the client.

Which of the following steps would lead to better communication? 

1. Making eye contact Yes No 

2.

3.

4.

5.

6.

Listening without interruption Yes No 

Stating needs clearly Yes No 

Becoming easily frustrated Yes No 

Speaking in a loud dominating voice Yes No 

Allowing others to take advantage of you Yes No 
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Worksheet

Brainstorm with the client what all he/she thinks does and does not work while 
resolving a conflict and note the points down.

What does not work? What does work?

Yelling Negotiation

Refusing to change or compromise Mediation

Refusing to work out the conflict Looking at both 
sides

Name calling A win–win attitude

Hitting Listening

Walking out Timeout

Belittling Relaxed attitude

5.4.4.6  Anger Management

The therapist and client can jointly brainstorm about what the consequences could 
be of handling a situation in anger versus handling the same situation in a calm 
manner. Discussing about anger and trigger for anger reactions is an important 
activity. The discussion can be shaped to bring out important themes as follows:

 (a) We all try to manage anger—sometimes effectively (e.g., solve a problem) and 
sometimes ineffectively (e.g., walk away from a problem)

 (b) We can be selective in when we want to express our anger (e.g., scream at 
a parent who corrects us for driving fast and apologize to a police man who 
catches us driving fast)

 (c) Bringing down the ‘hotness’ in the angry moment can pave the way to resolu-
tion of anger provoking event

 (d) What can lead to better resolution of a problem situation—dealing it in a calm 
way or angry way, even when one’s stance is legitimate

 (e) How can anger be expressed in a healthy, non-abusive and non-threatening way.

Steps for anger management are given in Chap. 6.

5.4.5  End Phase

Usually, all the above steps and skills are not needed and there is no set order in 
which to proceed. It is determined by the need of the client, the number of ses-
sions for which the client is available and the pace of therapy. Each session when 
followed up by home work assignments where the adolescent practices in real life 
what has been discussed during the sessions brings good results.

During the ending phase of therapy, the initial goals are revisited and the progress 
achieved is highlighted. The adolescent’s strengths are brought out and the changes 
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achieved applauded. The adolescent’s ability to bring out change in his/her environ-
ment and relationships by dealing more effectively with their own self and making 
needful changes is highlighted. The importance of this is to empower the adolescent 
to imbibe the training and believe in own self without feeling dependent on the ther-
apist. Follow-up sessions are planned where the techniques are revised and clients’ 
progress monitored. Any new challenges, if shape up, are dealt with subsequently.

5.5  Specific Issues in Adolescence

5.5.1  Conflicting Relationship with Parents

The above described pattern is followed beginning as follows:

 (a) Define the problem behaviour as departure from otherwise normal interac-
tional patterns between the parent and adolescent. The therapist must validate 
the client’s feelings and then help define the problem in a specific and tangible 
manner. Next, it is important to remain focused in session to focus on solu-
tions and not problems by directing towards understanding role of environ-
ment on one’s own behaviour and thinking.

 (b) Introduce behaviour charting to identify triggers to defiant/aggressive behav-
iour. The A-B-C chart used is as follows:

Date/
Time

Antecedent condition Behaviour Consequence

What happened in the 
environment that trig-
gered a negative response 
from me

Describe my own 
behaviour

What was the result of 
this/what happened after 
my reaction

 (c) Use the chart to modify dysfunctional behaviour patterns and arrive at realis-
tic evaluation of the interactional pattern.

5.5.2  Romantic Relationships: Creating the Balance  
and Dealing with Break-Up

Adolescent relationships can be a great source of social support but also lead to 
poor psychological/personal and social consequences if the adolescent is unable 
to manage their time effectively or not cope adequately with broken relationships.

5.5.2.1  Creating the Balance

The focus here is to enable the adolescent strike a balance between his/her dif-
ferent relationships and effectively manage study without being lopsided and con-
sumed over their relationship. Towards this, the steps are as follows:
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 (a) Accept the relationship as meaningful to the adolescent in some way. If he/she 
doesn’t have to spend effort in hiding it, they can be more relaxed and focus 
on all things holistically

 (b) Encourage family to not compare them with their own teen years. Times are 
changing

 (c) Create trust between parents and adolescents with a balance that both sides’ 
thoughts and boundaries are respected

 (d) Create red flags for the adolescent which includes what all would friends/
girlfriend/boyfriend not influence in their life. These could be activities of 
personal growth such as tuition/study time/family time. The adolescent can 
identify number of hours they would put into their studies and co-curricular 
regardless of other interests. This can be compared with number of hours put 
in before entering a relationship or other adolescents who do and do not have 
a relationship

 (e) Share the importance of spending quality and quantity time with friends other 
than romantic friendship only

 (f) Create flags for the parents as what all activities would be allowed, for exam-
ple phone time and leisure time

 (g) Thought monitoring and modification for the adolescent so as to not having to 
make a choice between family and personal relationship

 (h) Communication building for both adolescent and family to understand their 
thinking and reasons for the same

 (i) Use of conflict resolution skills as and when disagreements come up.

5.5.2.2  Romantic Relationship and Sexuality

Engaging in dyadic intimate relationships provides the adolescent with the oppor-
tunity to explore one’s own sexuality. Often, this is coupled with incomplete and 
incorrect information about one’s own body; unrealistic expectations from self or 
partner; pressure to conform to group norms; and pressure to conform to partner’s 
demands or even experimentation. It is beneficial for the adolescent if the therapist 
can create an environment for discussion about these pertinent topics. An impor-
tant area worth outlining is the difference between physical and emotional love. 
The former entails attraction, the intense feeling of likeness, also understood as 
a bodily arousal or a hormonal rush in the physical presence or the thought of the 
romantic partner. The tendency of such a feeling is to emerge and leave with same 
quickness. Emotional or mental love on the other hand is the feeling of harmony 
between the thought process and ideology of two individuals who like and com-
plement one another. The latter is based on deep friendship and mutual likeness 
with an inclination towards future commitment. It is important to enable the ado-
lescent to be able to make a choice about one’s own sexual involvement based on 
the understanding between the two. In addition, skills training as discussed ear-
lier in the chapter including assertiveness to be able to consent or decline consent 
based on personal preferences, understanding one’s personal ideology, comfort 
level with self and the relationship, autonomy of decision, decision not stemming 
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from a fleeting impulse and being aware of one’s family’s value system amongst 
other reasons personal to the adolescent are important factors to be discussed in 
session. Empowerment of making a choice along with guided decision-making is 
helpful in helping the adolescent make the right decision at the right time with 
respect to his/her sexuality.

5.5.2.3  Dealing with Break-Ups

Often, school counsellors and psychologists are faced with young adolescents 
in a depressed state with lack of motivation, broken self-concept and feelings of 
gloominess about future with a declining academic and co-curricular performance. 
At times, the reason for this is a split in their relationships. It is important for the 
therapist to acknowledge this loss with same sensitivity and seriousness as they 
would have had the case been the loss of any other significant relationship.

 (a) Allow expression: give space and time for the adolescent to share about the 
relationship, memories and hopes he/she had from it

 (b) Explore the reasons for the break-up and what mental schemas are attached to 
it. Often, adolescents feel they were not good enough

 (c) The therapist must help the teen to come to accept the reality of the loss and 
not continue based on empty hope

 (d) Explore emotions such as anger, guilt and loneliness
 (e) Explore quality of the relationship, functions fulfilled by it, roles and activi-

ties, avoided, if any by the adolescent due to relationship
 (f) Engage adolescent in pleasurable activities not out of distraction but to 

enhance the life state and broaden opportunities to step out of their shell
 (g) Help adolescent re-focus on making a new plan for their life
 (h) Identify depressogenic and defeatist thought process and challenge it based on skills 

on realistic self-evaluation and problem solving mentioned earlier in the chapter
 (i) Set small goals with the client and deliver timely reinforcements.

5.5.3  Beyond ‘Normal’ Defiance: Oppositional Defiance 
Disorder

Defiance and disobedience, or following a mind of their own, is a common trait in 
majority of adolescents. They may express their defiance by arguing, disobeying 
or talking back to their parents, teachers or other adults. When this behaviour lasts 
longer than six months and is excessive compared to what is usual for their age, it 
may mean that the teen has a type of behaviour disorder called oppositional defi-
ant disorder (ODD). ODD is a condition with an ongoing pattern of uncooperative, 
defiant, hostile and annoying behaviour towards people in authority. This behav-
iour often disrupts their normal daily activities, including activities within the fam-
ily and at school.
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Symptoms of ODD may include:

•	 Throwing repeated temper tantrums
•	 Excessively arguing with adults
•	 Actively refusing to comply with requests and rules
•	 Deliberately trying to annoy or upset others, or being easily annoyed by others
•	 Blaming others for your mistakes
•	 Having frequent outbursts of anger and resentment
•	 Being spiteful and seeking revenge
•	 Swearing or using obscene language
•	 Saying mean and hateful things when upset.

In addition, many individuals with ODD are moody, easily frustrated and have a 
low self-esteem. They also sometimes may abuse drugs and alcohol. Parents can 
be helped in how to manage such behaviour. Some strategies are responding with-
out anger, being clear and consistent, not taking adolescent’s attacks personally, 
creating a balance between being the friend and the parent.

5.6  Tips to Build Healthy Relationships

In addition to the social skills needed to build effective relationships and cope with 
discordant ones, there are some generic tips that can be shared with the adoles-
cents to increase their repertoire of skills. Some of these are as follows:

1. Build trust in yourself and others: be reliable, responsible and dependable
2. Always try and keep channels of communication open
3. Communicate emotions and disagreements
4. Follow through with promises made
5. Use respectful words, avoid verbal abuse/belittling words
6. Build effective boundaries by understanding your and the other’s values. State 

them clearly
7. Spend time adequately with all different relationships such as friends, romantic 

friends, parents and siblings.

5.7  Barriers to Treatment

5.7.1  Practical Barriers to Care

These barriers are present because adolescents are dependent on adults and society 
for multiple reasons. Some of these are as follows:

 (a) Transportation: An adolescent is unlikely to reach therapy outside school 
settings by their own self as they are usually not independently using public 
transport systems
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 (b) Scheduling: Matching appointment time that the adolescent can regularly take 
out between school, tuitions and co-curricular activities

 (c) Social stigma: Often, the first point of contact for the adolescent is via the 
school counsellor. Some adolescents may be shy to seek this help or con-
tinue in the school setting for fear of reactions by teachers and peers. Seeking 
therapist outside school setting involves the parents battling social stigma and 
accepting professional help for their adolescent and family

 (d) Caregiver limitations: Monetary and temporal limitations that prevent caregiv-
ers to bring adolescent to health care setting.

5.7.2  Client Focused Barriers to Change

These barriers are present as factors personal to the adolescent. Some of these are 
as follows:

 (a) Lack of intention to change
 (b) Lack of identification of the problem
 (c) Recognition of the problem but unwillingness to do anything about it
 (d) Understanding that an adult would be unable to understand their problem
 (e) Personal temperament of shyness, hesitancy and introversion that may hamper 

the treatment seeking and engagement of adolescent with therapist
 (f) Personal thoughts such as ‘I can solve my problems myself’, ‘It is embarrass-

ing to share my personal problems with others’, ‘If my parents/friends do not 
understand me, how can a stranger understand me?’

5.7.3  Therapist Focused and Therapeutic Setting Based 
Barriers to Change

 (a) Distracting and impersonal therapeutic environment
 (b) Inability to build confidentiality and respect
 (c) Adopting a talk-down approach instead of a joint approach.

5.8  Summary

The period of adolescence is one of the most turbulent and challenging phases 
of development for both the individual and others in his/her social context. It is 
the phase of identity formation, self-exploration and beginning of establishment 
of first few stable relationships outside the family. Hence, it is associated with 
challenging both intrapersonally and interpersonally. Presence of negative and 
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defeatist schema can hamper the growing adolescents’ productivity in relation-
ships, and the social context can itself become one of the most stressful areas of 
his/her life. Use of cognitive and behavioural modification techniques for social 
skills training and modification of cognitive errors and negative thinking have 
been found to enhance the quality of interpersonal relationships.
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6.1  Anger

Anger is one of the most talked about human emotion and has come to occupy an 
important role in our lives. Theorists also characterize anger as a negative arousal 
state that is maintained through its consequences. Spielberger et al. (1983, 1985) 
have offered a descriptive definition of anger as an emotional state that varies 
along a continuum ranging from irritation to rage or fury.

Anger is a natural response to those situations where we feel threatened, we 
believe harm will come to us, or we believe that another person has unnecessarily 
wronged us. Also, anger may result from frustration when our needs, desires, and 
goals are not being met. People often confuse anger with aggression. Aggression 
is behavior that is intended to cause harm to another person or damage property. 
This behavior can include verbal abuse, threats, or violent acts. Anger, on the other 
hand, is an emotion and does not necessarily lead to aggression. Therefore, a per-
son can become angry without acting aggressively.

A term related to anger and aggression is hostility. Hostility refers to a complex 
set of attitudes and judgments that motivate aggressive behaviors. Whereas anger is 
an emotion and aggression is a behavior, hostility is an attitude that involves dislik-
ing others and evaluating them negatively.
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6.2  Problems Caused Due to Unmanaged Anger

Anger becomes a problem when it is felt too intensely, is felt too frequently, or is 
expressed inappropriately. During prolonged and frequent episodes of anger, cer-
tain divisions of the nervous system become highly activated. Consequently, blood 
pressure and heart rate increase and stay elevated for long periods. This stress on 
the body may produce many different health problems, such as hypertension, heart 
disease, and diminished immune system efficiency. Thus, from a health stand-
point, avoiding physical illness is a motivation for controlling anger. Inappropriate 
expression of anger, such as verbal abuse or intimidating or threatening behavior, 
often results in negative consequences. For example, it is likely that others will 
develop fear, resentment, and lack of trust toward those who subject them to anger 
outbursts, which may cause isolation from individuals, such as family members 
and friends.

6.3  Anger and Adolescents

Adolescents experience a number of social challenges and developmental chal-
lenges that require effective coping skills in order to function adaptively in soci-
ety. They experience increased social stress caused by peer expectations, and they 
resist adult (i.e., parents and teachers) rules and authority. The stressors associated 
with these new challenges often appear to affect adolescent’s emotions (e.g., frus-
tration and anger). Consequently, adolescents who demonstrate poor self-control 
and limited positive coping strategies are more likely to be angry and to become 
perpetrators of crime and delinquent behavior (Peterson and Hamburg 1986).

6.4  Anger and Psychopathological Conditions

Researchers have identified many behavioral responses of increased anger in ado-
lescence. Dodge and Coie (1987) have found an increase in rates of delinquent 
behaviors resulting from anger (i.e., indicative of conduct disorder and opposi-
tional defiant disorder) during middle to late adolescence. Kazdin (1987) reported 
that among adolescents, 50 % admit to theft, 35 % admit to assault, 45 % admit to 
property vandalism and destruction, and 60 % admit to participating in other forms 
of antisocial behavior.

It is important to anticipate co-occurring negative outcomes and co-morbidity 
of risk factors. For example, aggressive children who are also socially rejected by 
their peers have twice the risk rate for middle school adjustment problems than do 
aggressive-only children (Coie et al. 1992). Because aggression is a broad risk fac-
tor, it has become an important focus for intervention. Anger is one critical factor 
associated with aggression and violent behavior in our children (Averill 1983).



1116 Anger Management

6.5  Prevalence of Anger in Adolescents

The National Center for Education Statistics (2010) reported that approximately 
1.9 million crimes occurred in elementary and secondary schools throughout the 
nation, meaning about 40 students per 1,000 were victims of some type. These 
statistics do not include bullying or cyber-bullying, which are also serious types 
of aggression. In 2009, 28 % of students ages 12–18 reported feeling bullied by 
one or more of their peers (Institute of Educational Sciences). In an Indian study, 
it was found that 23.9 % of female students as against 19.4 % of boys had problem 
with managing their own anger. 20.4 % of girls and 21.5 % of boys stated prob-
lem of disturbing thoughts. These findings suggest that the adolescents need to be 
made aware of the emotional ups and downs in their life and how they can effec-
tively manage their anger.

6.6  Determinants of Anger Among Adolescents

Social factors, such as peer relationships and social skill deficits, are important in 
determining anger in adolescents. Negative peer interactions may increase anger 
levels in children. Preadolescents who demonstrate poor social skills and diffi-
culty in making and keeping friends manifest more anger problems. Adolescents 
that witness conflict between parents may learn to respond to difficulties by using 
aggressive behavior (Sigfusdottir et al. 2004). Regarding family stressors, research 
has shown that anger may be influenced by factors such as physical abuse, neglect, 
or parental psychopathology that increase strain within the family unit. Preschool 
and adult studies conducted on anger have yielded mixed reviews; the majority of 
studies conducted on anger expression differences of school-aged and adolescent 
males and females have suggested that males experience and demonstrate more 
anger than females.

6.7  Case Vignette

Aditya, a 15-years-old boy visited the counselor with his mother. He belongs to 
an upper socioeconomic status. Aditya is facing problem in managing his anger 
both in school as well as at home. He has lost many of his good friends because 
of frequent expression of anger, he is facing academic difficulties, his grades are 
going down, and his mother also reported that these days he is having frequent 
arguments with his father. As per mother and Aditya, these behavioral problems 
are recently developed. He was a very popular student till he was 13 years old, he 
was captain of school football team, but now, he has also lost the captaincy. They 
further reported that Aditya was always an outstanding performer in studies, but in 
class Xth, he was not able to get marks as per the family and his own expectations. 
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His father is a senior IAS officer and has a lot of expectations from his only child. 
Aditya has a passion for football but he also wants to fulfill his parent’s ambition 
of him becoming a good scholar. This conflict has made him so stressed that now 
he is having difficulties in managing his anger.

The management in such cases starts with initial assessment for anger. The 
assessment would help in understanding the nature and intensity of the anger prob-
lem. After assessment and behavioral analysis, actual anger management starts.

6.8  Measuring Anger

Anger is generally assessed in three ways: self-report, observed behavior, and 
psychophysiological recording. The use of self-report behavior rating scales is a 
common practice to assess the construct of anger as these measures provide an 
organized and scientific format to assess the frequency of individuals’ behavior 
over time. The majority of rating scales that assess anger employ a self-report for-
mat that requires rating frequencies of behavior based on a Likert-type continuum 
response system (Table 6.1).

In addition to self-report measures, anger may also be recorded through direct 
and indirect observation techniques. Methods of observation may include behavio-
ral analysis chart, anger diaries, and behavioral displays of anger. Finally, regard-
ing psychophysiological recordings, these techniques involve the incorporation of 
biofeedback practices into measuring one’s level of anger. Specifically, physiologi-
cal responses that are related to respiratory and motoric functions are monitored 
and may include heart rate, irregular breathing, muscle stiffness, perspiring, and 
blood pressure.

6.9  Management of Anger

Anger management training typically involves providing information on the cogni-
tive and behavioral components of anger, teaching cognitive and behavioral tech-
niques to manage anger, and encouraging the application of newly learned skills 
in the real-world setting. Cognitive behavioral techniques attempt to intervene 
with cognitive, emotional, and physiological components of anger. Specifically, 
cognitive–behavioral interventions designed to address anger may include one or 
more of the following: self-awareness training, relaxation techniques, cognitive 
therapy, and conflict management skill training (Deffenbacher 1999). In a study, 
with objective of reviewing current approaches to assessment and management of 
anger and aggression in the youth, Blake and Hamrin (2007) found that cognitive–
behavioral and skills-based approaches are the most widely studied and empiri-
cally validated treatments for anger and aggression in the youth.
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6.10  CBT-Based Anger Management Training Module

This module emphasizes the interactive role of emotion, cognitions and behav-
ior in the development and maintenance of mental health problems. This aims at 
enabling adolescents to acquire skills and techniques to deal with anger arousing 
stressors and help them to use these skills to understand and manage their anger. 
The techniques for anger management can be divided into two broad categories: 
quick anger control strategies and long-term anger control strategies. In this mod-
ule, sessions 2 and 3 are about quick anger control training and sessions 4 and 5 
talk about long-term anger control training.

6.11  Sessions

The module can be delivered across six sessions covering following broad areas as 
mentioned below:

•	 To develop understanding about anger.
•	 To learn to look for the triggers for anger.
•	 To learn relaxation skills.

Table 6.1  Measuring anger: some important self-report anger inventories

Self-report inventory Developed by Description

State-trait anger 
expression inventory-2 
(STAXI-2)

Spielberger (1999) 57-item, self-report behavior inventory that 
measures the experience, expression, and control 
of anger of adolescents and adults, ages 16–63

Multidimensional anger 
inventory (MAI)

Siegel (1986) Measures reports of anger frequency, duration 
and magnitude, range of anger arousing stimuli, 
mode of anger expression, and hostile outlook,  
of adults ages 40–63

Anger discomfort scale 
(ADS)

Sharkin and Gelso 
(1991)

15 items, that are designed to assess the construct 
of anger discomfort of individuals ages 18–38

Children’s inventory of 
anger

Nelson et al. (1993) Measures the intensity of anger of children 
ages 6–16. Specifically, this measure presents 
stick-figure drawings of facial expressions that 
correspond to a 4-point Likert-type scale

Multidimensional 
school anger inventory 
(MSAI)

Smith et al. (1998) A self-report rating scale that assesses anger 
arousal, cynical hostility, and negative anger 
expression in students grades 6–12. It is 
composed of 36 items that involve responding to 
anger situations by referencing a 4-point  
Likert-type scale

Adolescent anger rating 
scale (AARS)

Burney (2001) A 41-item, self-report, Likert-type rating scale 
designed to identify reactive anger, instrumental 
anger, anger control, and total anger of 
adolescents ages 11–19
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•	 To learn and implement rational restructuring to identify and change irrational 
thoughts which are a cause of expressing anger.

•	 To learn positive social skills and assertiveness to communicate feelings and 
thoughts in a socially acceptable manner (Table 6.2).

6.11.1  Session 1: Psychoeducation: Understanding Anger

This session would focus on increasing understanding about anger. All of us expe-
rience anger. Anger is often a sign that indicates that something is not right. If we 
feel something wrong is happening, we may feel angry. Anger can lead to diffi-
culties in handling interpersonal relationships, health related problems, declining 
work performance, and difficulties with law.

6.11.1.1  Anger Effects the Body

When people feel anger they may notice some of the following effects on their body:

•	 Muscular tension
•	 Faster breathing
•	 Dilation of pupil
•	 Sweating

6.11.1.2  Anger Effects Behavior

Angry behaviors are often the signs that are noticed. Some angry behaviors could 
be as follows:

•	 Hitting
•	 Screaming

Table 6.2  Sessions in anger management

Session no. Aims of sessions

Session 1: psychoeducation To make the client able to understand more about 
their own anger and how it affects and factors which 
can worsen it

Session 2: early warning signs and their 
quick control

To become able to recognize the early warning signs 
of anger and quick ways of controlling anger

Session 3: strategies to manage anger To learn various strategies of managing anger, e.g., 
self talk and frustration tolerance

Session 4: communication skills To develop more helpful and healthy ways of 
communication

Session 5: cognitive restructuring To develop more helpful and healthy thoughts about 
situations that lead to anger

Session 6: review and challenge of 
maintaining the change

To cope with challenges to manage anger, setbacks, 
and how to increase the chances of success
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•	 Throwing items
•	 Clenching fists
•	 Self-harm

6.11.1.3  Anger Effects Thought Process

It is actually not the situation itself that makes us feel angry, rather it is the way 
that a person appraises a situation that causes anger. For example,

•	 He is so jealous of my success.
•	 He always tries to make me feel like a fool.
•	 I hate this world.
•	 My teacher is biased.

6.11.1.4  Homework Assignment 1: Breaking up the Anger

Think about the times when you felt angry and give your responses to the following

How was your body 
effected

What types of thoughts come 
to your mind

How do you react when you 
get angry

. . .

. . .

. . .

6.11.1.5  Triggers for Anger

Anger is an emotional reaction to events or things which happen around us. 
Following are some of the main triggers which can cause anger (Fig. 6.1).

Now, let us see how a trigger can generate anger in a specific situation.

Sarita, 17-years-old girl, had been on at her younger sister all day to arrange 
and clean her room and she kept saying she would do it in a minute or 
a bit later. Early in the evening, Sarita found her sister sitting in front 
of dressing table mirror just trying a new hairstyle. She saw her sister 
as deliberately provoking her saying “what are you going to do about it 
then?” (annoyance).

She had felt stressed all day. When she saw her sister in front of the mirror, 
she completely lost her wits and she could feel her fists clench and her voice 
got louder. These changes happened in the space of a couple of minutes. 
She thought “my sister is completely useless, she has got no respect for me” 
She shouted and screamed at her sister for around 20 min. Later, her sister 
cleaned her room.
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Here, the younger sister not doing her tasks is the trigger for Sarita’s anger, and it 
was followed by the angry thought in Sarita’s mind that her sister does not respect 
her she completely lost her temper, she clenched her fist and screamed louder and 
expressed her anger.

6.11.1.6  Homework Assignment 2: Getting  
to Know Your Anger Triggers

Think about what sort of things generate your anger and write them down.

•	 Particular place
•	 Certain people
•	 What really gets their anger going

Fig. 6.1  Types of anger triggers



1176 Anger Management

6.11.2  Session 2: Early Warning Signs and Quick Anger 
Control

Recognizing when we get angry is the first important step in managing of our 
anger. This can be done easily by noticing the bodily sensations linked with anger.

6.11.2.1  Bodily Sensations

When we get angry, our body also reacts. These bodily sensations include feeling 
tension in muscles, sweating, and breathing faster. These sensations are a reaction to 
stressful condition and technically it is called “fight–flight response”. A  number of 
physical reactions occur when body goes into fight–flight, these include:

•	 Faster breathing
•	 Dilation of pupils
•	 Sweating

Anger Thermometer: Keeping a track of anger on an anger thermometer can be a 
useful way of measuring anger. Consider the following (Fig. 6.2).

When there is a change in our feelings, it goes up and down on the thermom-
eter. It is not possible to jump from 0° to 100° without going through all the other 
temperatures. It is the same with anger, anger is also not an all or nothing emotion, 
and we move gradually upwards on the scale before we reach the top. Thus, when 
thinking about anger control, a person will need to do something before he gets 
“too hot” and go too far up the thermometer.

Fig. 6.2  Anger thermometer
10 Exceptionally 
strong 

9 

8 Pretty Strong 

7 

6 

5 Medium 

4 

3 Pretty Weak 

2 

1Nothing happening 
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Tanya
Tanya was really angry when she was standing in a queue to buy movie 
 tickets. Someone had pushed her aside to get to the tickets and she was 
thinking “how rude, have they no manners”. She realized she was beginning 
to boil and decided to walk away and count to 10.

6.11.3  Stop, Think, Go

The aim of this section is to learn and understand how one can act thoughtfully 
rather than reacting without thinking.

6.11.3.1  Time-Out

The principle behind this strategy is that all of us need time to think about what we 
are going to do to stop ourselves getting angry. Ways in which a person might buy 
himself some time include the following:

•	 Walk away
•	 Count to ten
•	 Distract
•	 Keep quiet/bite their tongue

6.11.3.2  Deep Breathing

Deep breathing is a quick way to calm the body. When we are stressed, our breath-
ing becomes faster and shallower that results in increasing the effects of stress on our 
body. Calming down the breathing can help to control arousal levels of body quickly.

How to Practice Deep Breathing
See Annexure for detail.

6.11.4  Session 3: Strategies to Manage Anger

Anger is not always inevitable, and people can probably think of some instances 
which were anger arousing, but for some reason, they did not show their anger. 
There can be a number of reasons for not reacting angrily. One possible reason 
might be that they anticipated that the costs of getting angry would be too high. 
Another reason that people might not get angry could be that they use a strategy to 
manage their anger. For example,



1196 Anger Management

6.11.4.1  Homework Assignment 1: Are There Things  
that You Already Do?

The strategies described in this session are research-based and are tried and tested 
and are very helpful in having a quick control on anger. Clients need to persevere, 
practise, and plan to get the best results from them. These ideas may be probably 
not new to the clients, and they are not the only way to stop or reduce their anger. 
They may already be doing other things that help. This session we will consider 
the following issues and strategies:

1. Positive self-talk
2. Frustration tolerance
3. Reducing venting
4. Controlling unhealthy rumination
5. Problem solving

Positive Self Talk

It is not necessary that all people get angry. Two people in the situation may not 
both get angry; the difference lies in how they think about the situation.

Example Your friends do not pass a smile to you when they see you in party. 
You think:

1. How rude, they must be deliberately ignoring me
or
2. I guess they did not see me; they seemed to be looking the other way.

The person who had the first thought is likely to get angry, while the person who 
had the second thought is more likely to stay calm. Thus, how we think can decide 
whether we get angry or not.

It may not be easy to identify the thoughts, but it can help to see them as “self 
talk”. This is a normal thing to do, and it can be really helpful to think of “posi-
tive” thoughts. People can use “positive self talk” and it can help when they are 
facing a difficult situation in which they might express their anger, to get through 
the situation, or after the difficult situation, to review what they did. Here are some 
examples of calming “positive self talk”.

•	 I should not take this too seriously.
•	 By getting angry, I will just be wasting my energy.
•	 Things could have been even worse.
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6.11.4.2  Homework Assignment 2: My Calming “Positive Self Talk” 
Statements

Think of some calming “positive self talks” and write them down in the given 
space

……………………………………………………………………………………
……………………………………………………………………………………
……………………………………………………………………………………

Frustration Tolerance

Frustration tolerance is the ability to continue staying in a balanced, healthy life 
despite facing repeated interferences. It refers to how strong we are to encounter life’s 
stressors and challenges. Increasing tolerance for frustration is helpful to live with 
normal levels of annoyance. High frustration tolerance is helpful in developing more 
effective problem-solving skills. Example of high frustration tolerance statement:

•	 “This situation is difficult to bear but I can bear it”

What can be done to tolerate frustration?

•	 Knowing the causes for this frustration
•	 Knowing ourselves—unrealistic expectations and beliefs
•	 Accepting that we have a problem to solve
•	 Follow problem-solving routine
•	 Setting realistic and achievable goals for ourselves and others
•	 Communicating more effectively

Venting

Venting means letting out pent-up feelings of anger. When people vent out their 
anger, they often feel better immediately afterward, but not long after venting their 
anger, most people report having feelings of regret, guilt, shame, or sadness for the 
damage that they caused another person. Originally, venting was considered to be 
healthy and helpful for minimizing anger problems. However, recent researches 
have indicated that venting is not always healthy because it increases the possibili-
ties of further anger in the future.

Reducing Venting

The following method would be helpful to express the anger in a healthy way:

1. Recognize the angry feelings
•	 “I am angry because …”

2. Calm down (relaxation, self-talk, etc.)
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3. Think:
•	 Is it relevant or irrelevant?
•	 If it is relevant, can it be controlled?
•	 If it is relevant and can be controlled, are there procedures that are necessary 

to implement the actions?
•	 If the incident is not relevant, dismiss it and move on to other more relevant 

and healthy issues.

Rumination

The word “ruminate” is taken from the Latin for chewing cud, in which cows grind 
up, swallow, then regurgitate, and re-chew their feed. People also mentally ruminate 
in the same way. Instead of bringing food back up and chewing it again, we bring 
thoughts into our mind (memories, imagined events), and chew them over and over 
again. Rumination is not good for mental health. Ruminating can lead to anxiety, 
depression, and anger. Rumination can also impair thinking, motivation, concen-
tration, memory, and problem-solving skills. Anger rumination focuses on angry 
memories, thoughts of revenge, angry afterthoughts, and understanding of causes. In 
ruminative anger, cortisol and adrenalin levels increase as part of the fight-or-flight 
system. However, if the person does not run or fight, the cortisol and adrenalin stay 
in the body affecting the immune system, sleep, and emotional well-being.

Strategies for Managing Unhealthy Rumination

Whenever one starts to ruminate over something that makes him feel angry, he 
should recognize and accept to himself that he is ruminating, and then,

1. Say to yourself “stop ruminating”
2. Calm yourself by breathing, relaxation, or meditation.
3. Question yourself the purpose and advantages of ruminating:

•	 Is it going to help me?
•	 Would I ever advise someone to think in this way?
•	 Am I looking at the incident from all dimensions?
•	 Is it really a very important matter?

4. Challenge statements and questions:
•	 Maybe I have misunderstood the situation
•	 Am I sure about not overlooking some aspects?
•	 How it is going to affect my health?

Problem-Solving Procedure

We may show anger when we are faced with various problems. The belief that the 
problems can be solved increases the chances of success. Using the problem solving 
skills, clients would learn to stop their anger becoming into something unmanageable.
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Step by Step Problem Solving

6.11.5  Session 4: Communication Skill

The way we communicate with others can make a difference to the responses that 
we get from others. There are four main types of communication styles. All of us 
use all four of them at different times and in different situations as per the demand, 
but sometimes people get stuck in one style.

These communication styles are often defined as follows:

1. Passive—“Door mat” agreeing or saying nothing but boiling inside, people 
pleasing.

2. Aggressive—Forcing our opinion on others—making YOU statements, making 
the other person feel bad about holding a particular opinion and intimidating 
others with their opinion.
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3. Passive–Aggressive—Being angry but never really being specific about what 
they are angry about. We may recognize this in the person who makes us feel 
bad about something with a smile on their face.

4. Assertive—Many people have never really learned or practiced how to be 
assertive. Often, it is confused with being aggressive, but it is very different. 
One way to understand assertive communication is that it is about expressing 
our own: Feelings, Needs, Rights, and Opinions and helping others to under-
stand them. By being assertive:

•	 We can listen and be open to new points of view
•	 We will show that we care about the effect our communication has on others.
•	 We are likely to reduce our own stress and frustration
•	 Others are more likely to listen to us.

Being assertive is being able to outline the situation objectively, that is, to note the 
things we see, hear, or notice. We need to recognize our own feelings and let the 
other person know how their behavior has affected us without making the other 
person defensive. When describing feelings, it is helpful to use “I feel” language 
rather than saying “they make me feel”. We must tell the other person what we 
want. Some ways in which we can make requests more effective are:

•	 Request should be specific.
•	 Request should be doable.
•	 One request should be made at a time.

6.11.6  Coping with Criticism

Receiving criticism is often difficult and it can make us feel angry. Instead of 
 getting angry, one should find a way of dealing with it. It is important to stop any 
attack; we need to find out whether the criticism is justified or unjustified. Then, 
we should use anger management strategies.

If the criticism is justified: If the criticism is unjustified:

• Politely but firmly disagree

• Agree and admit to the mistakes • Give an explanation, if needed

• Explain the reasons if you wish • Ask what makes them think that

• Apologize if necessary • Express how you felt—upset, 
etc.
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6.11.7  Session 5: Cognitive Restructuring: Challenging 
Angry Thoughts and Beliefs

6.11.7.1  Our Thoughts Affect Our Anger

In order to understand anger, we need to pay attention to our thoughts. The reason 
for this is explained in the following sentence:

6.11.7.2  Homework Assignment 1: Do You Agree  
with This Statement? Why?

……………………………………………………………………………...….
…………………………………………………………………………..……..
Anger is a feeling, our thoughts affect our anger, because

1. Our appraisal about things is directly related to our mood and feelings.
2. Change in one can change the other.
3. Learning how to pay attention to thoughts and beliefs can help in changing 

anger and its expression.

People have more of a choice about how they think and feel than they sometimes 
realize. This session will explain why this is so and how we can learn to stop auto-
matic ways of thinking and behaving and help us pick alternative ways, in order to 
help us better manage our feelings of anger (Fig. 6.3).

6.11.7.3  Homework Assignment 2: Try to Recollect in Your Mind the 
Last Time You Remember Feeling Angry

I was thinking I felt I 
behaved

. . .

How we think directly affects how we feel

Fig. 6.3  Thoughts lead to angry behaviors
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6.11.7.4  Behavioral Analysis: Learning Our ABCs for Anger

Anger is not caused by an event itself, rather it stems from how we think about 
those events. The same situation can deliver different meaning for different people 
at different times. To understand this, consider our ABCs:

Anger Trigger → Belief → Consequence
Writing down the problem in ABC form can help to work in differentiating 

between the thoughts, feelings, and behaviors.
A is the anger trigger. These are the facts in the situation or event which make us 

feel angry. This could be a real event that has occurred in the outside world (such 
as someone verbally abusing) or an event that is inside the mind such as an image, 
sensation, or memory (remembering about a time when someone ridiculed us).

B is the beliefs. The beliefs include our thoughts and the meanings that we 
attach to the external and internal events (the triggers). It is important to note here 
that B comes in between A and C.

C is the consequences. Consequences can include the feelings (anger), physical 
sensations that accompany the angry feelings, and the behaviors (the actions we take 
to cope with the feelings). Anger may be only one of many feelings that we feel.

We cannot stop thoughts coming into our mind. However, developing a really 
clear ABC of the problem can make it much easier for us to realize how our 
thoughts at “B” lead to our emotional and behavioral responses at “C”.

6.11.8  ABC Form—Example

Anger trigger Belief Consequence

Write down what triggered 
your feelings (it could be an 
outside event or something 
inside their mind)

Write down the thoughts 
and beliefs that went 
through your mind

Write down (a) your feelings and 
(b) what you did as a result (your 
actions and behaviors)

Someone jumping in front of 
me in the ticket counter queue 

That is not fair Anger (feeling)
Irritation (feeling)
Gave them an angry look (action)

Friend is not returning book 
when I asked twice 

He is taking my 
advantage

Anger (feeling)
Frustration (feeling)
Shouted at him (action)

6.12  Some Common Themes in Angry Thoughts

When many different angry thoughts come to our minds, there are common 
themes when it comes to anger that one may be able to recognize in themselves. 
For example, we get angry in situations where we believe that

•	 We are being threatened
•	 An injustice has been done
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•	 Something or someone has prevented us from doing something we want to do
•	 Someone has attacked or criticized us at a personal level
•	 Someone has violated or broken a rule which is important to us

In such situations, common thoughts that can make us angry include the following:

•	 People would take me for a ride
•	 This is dangerous
•	 This is unfair
•	 They are completely wrong
•	 They can not bully
•	 That is not correct way to do
•	 They can not do that with me

In all problematic situations, anger can be a very natural human response. Often 
we get angry not so much because of the event itself, but to our individual reac-
tion for it. At times, we may even feel that our anger is completely justified. 
Difficulties can come when we start to respond automatically to our angry trig-
gers, which means we are limiting our options.

6.12.1  Strategies for Changing Our Automatic Responses

Following are some strategies one can use in order to help in managing anger 
through controlling the automatic responses:

1. Increase self-awareness—get to know yourself better (using ABC forms)
2. Recognize most unhelpful thoughts
3. Challenge these thoughts
4. Discover more helpful strategies

6.13  Self-awareness

It is not the event that makes us angry, but how we appraise the event and what 
meaning we give to the event. For example, if something bad happens, and we 
take it personally, it is likely to trigger our anger. In order to understand our 
thoughts, we need to understand our feelings first. In order to do this, it is helpful 
to keep a simple diary of anger incidents including ABC form.

6.14  Recognize the Most Unhelpful Thoughts

Below, some of the common unhelpful patterns in anger are described (Table 6.3).
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6.15  Challenge the Unhelpful Thoughts

Our angry thoughts are often inaccurate and unrealistic because we mistakenly see 
the situation being thought of as threatening.

D here stands for Dispute. We need to challenge our unhelpful thinking by 
questioning and disputing our thoughts. We can do this by asking ourselves cer-
tain questions. When we lose our sense of looking to perspective in a holistic 
way, we often feel angry. Learning to see things differently can be helpful. All 
of us tend look at the world through our own pair of glasses. It can be helpful in 
preventing anger if we are able to see someone else’s point of view. One easiest 
way of doing this is to put ourselves in the other person’s shoes. Alternatively, 
we can try and keep things in perspective, by seeing the bigger and whole pic-
ture. The most handy strategy for managing anger is to keep a sense of humor. 
It can help to be able to take a step back and see things in proportion. When 
trying to challenge our unhelpful thoughts, asking ourselves the following ques-
tions can be helpful.

Key questions we can ask ourselves:

•	 Is there another way to look at this particular event?
•	 What would someone else do if given the same situation?

Table 6.3  Unhelpful thoughts behind anger

Type Description Example

All or nothing thinking Categorizing things or event into 
clear-cut black and white with no 
shades of gray in between

“It’s all going totally against me”

Jumping to 
conclusions

Guessing about results with  
out any facts to support for 
assumption

“She hates me, so much for her 
friendship”

Should’ statements Rigid forms of thinking that 
leads to feelings anger

“I must never forget the way he 
insulted me”

Blaming Holding ourselves or others 
responsible for something that 
happened that was out of our 
control

“I got angry because they messed 
up today”

Labelling Very quickly giving ourselves or 
others a negative label

“He is irritating”

Overgeneralization Generalizing a single event as 
part of a regular and universal 
pattern

“That’s it, I’m always unlucky”

Magnification When an individual exaggerates 
the importance of the problem

“How terrible, I’ve got no clothes 
to wear for the evening party, this 
is the end!”

Emotional reasoning When emotion is taken as an 
evidence for the truth

“I feel angry, that proves that 
my friend must have treated me 
badly”
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•	 What is the worst thing that could happen?
•	 Am I right to think on these lines?
•	 How important it is here to give a reaction?

6.16  Helpful Strategies: Coping by Self Talk

Thinking affects our feelings through our self talk. Unhelpful thoughts can add 
fuel to the fire and play a large role in keeping anger going after the event has 
passed. However, using helpful self-statements (or “cooling thoughts”) can be a 
good way to manage our anger and guide our behavior. Examples of these include 
the following:

•	 Calm down
•	 Breathe out anger
•	 Do not give others the satisfaction of seeing you angry
•	 Listen your favorite music

6.16.1  Session 6: Review and Challenge  
of Maintaining the Change

This session is dedicated in revising whatever learnt in previous sessions. Anger 
can be understood by thinking of its effects on body, thought processes and action. 
Anger is usually set off by obstacles, a sense of injustice, or feeling abused. At 
times, anger can be helpful, but often, anger can cause problems. In previous 
sessions, we looked at ways in which we might begin to manage the anger. We 
talked about problem solving and assertiveness. We also talked about anger trig-
gers. There are also more general things that can make anger worse. These things 
can often be hidden and can be more difficult to notice than “immediate triggers”. 
However, it can be difficult to control anger if we are not aware of what may be 
behind it.

The sort of things that might be behind the anger and need to be seriously 
addressed include the following:

•	 Poor sleep
•	 Relationships
•	 Stress, depression, anxiety, trauma, and bereavement
•	 Living con+ditions.

6.16.1.1  Barriers to Change

There are a number of obstacles to achieving the goals, and it is important to think 
how we might respond to them. Some common barriers are as follows:
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1. Non-acceptance and denial—Denying anger as a problem is the first bar-
rier. Many people do not even expect that their unmanaged anger is a problem 
with them; they approach to a counselor because people around them for example 
their parents, friends, and school teacher suggest them for this. Many respond that 
they do not have a problem and that it is someone else’s fault or responsibility. 
These adolescents are in denial, and this attitude can be a barrier to the process 
of anger management. Also, since change will not occur without motivation and 
denial for need of change adversely impacts the level of motivation. Individuals 
change when there is motivation to change and when they have an understanding 
of who they are.

2. Myths about anger—Certain myths related to anger create an obstacle 
toward the direction of anger control and management. Some common myths are 
the following:

•	 Anger is inherited: The commonly existing myth about anger is that the way 
a person express anger is inherited and cannot be changed, and expression of 
anger is fixed and unalterable.

•	 Anger symbolizes power: This is common misconception that only powerful 
person can show anger and aggression through anger; one can get respect from 
people. Such attitude creates a barrier in anger management because adoles-
cents consider that if they control their anger they will lose their powerful image 
among their peer group.

6.17  Conclusion

Anger is just like any other emotion. The aim of anger management program is 
not to make anger go away rather to help the person to express anger in a healthy 
way. Changes in one’s thought process can help to control anger. For adolescents, 
anger management becomes very important as they need to develop coping skills 
like anger management to meet the challenges of their developmental phase. 
Anger management training typically involves providing information on the cogni-
tive and behavioral components of anger, teaching cognitive, and behavioral tech-
niques to manage anger and encouraging the application of newly learned skills in 
the real-world setting. Cognitive behavioral techniques attempt to intervene with 
cognitive, emotional, and physiological components of anger. Specifically, cogni-
tive–behavioral interventions designed to address anger may include one or more 
of the following: self-awareness training, relaxation techniques, cognitive therapy, 
and conflict management skill training.
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I love sleep. My life has a tendency to fall apart  
when I am awake.

—Ernest Hemingway

7.1  Introduction

As Hemingway would agree, sleep is a precious gift during which there is a 
 temporary escape from the adversities of the day. One can appreciate the value 
of sleep only when one is deprived of it. Sleep problems are predominant today 
with our hectic lifestyles in a technology-driven world. Insufficient sleep coupled 
with erratic sleep patterns has unfortunately become widespread among adoles-
cents. This chapter attempts to elucidate some of the factors that influence adoles-
cent sleep struggles and provides cognitive behavioural interventions to ameliorate 
them and promote healthy sleep.
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7.1.1  What Is Sleep?

Like hunger and thirst, sleep is a basic drive of nature which provides nourishment 
and replenishes the brain (National Sleep Foundation 2000). An old Irish proverb 
states, “A good laugh and a long sleep are the best cures in the doctor’s book”. 
According to the behavioural definition of sleep, it is a reversible state that is char-
acterized by reduced physical activity, stereotypical posture and reduced response to 
stimulation (Cauter 2012). Sleep may also be defined as a natural and periodic state 
of rest during which the consciousness of the world is suspended. It is an active pro-
cess where body and mind are allowed to rest and become restored (Spriggs 2010).

7.1.2  Consequences of Sleep Deprivation

Studies conducted by Dr. William Dement a leading researcher on sleep deprivation 
have revealed that increased sleep debt is directly correlated with increased adverse 
effects, including daytime sleepiness, poor performance, lack of concentration and 
multiple health problems (Dement 1999). Other potentially harmful effects of chronic 
sleep deprivation are difficulty waking in the morning, irritability, lack of motivation 
and impulsivity (Spriggs 2010). A survey conducted by Dr. Xianchen Liu in China 
demonstrated the association between short sleep duration, nightmares and suicidal 
behaviour among adolescents (Liu 2004). Apart from the above-mentioned other neu-
robehavioral consequences of sleep deprivation include impairment in memory consol-
idation, diminished creative thinking and verbal fluency (Kotagal and Pianosi 2006).

Longitudinal studies by Agras et al. (2004), Reilly et al. (2005), Sugimori et al. 
(2004) have documented that shorter sleep predicts the later emergence of over-
weight (as cited in Beebe et al. 2007). Several hormones are secreted at night during 
sleep. When sleep patterns are disrupted, there is imbalance in hormonal secretion 
that accompanies the same. Poor sleep is related to increase in levels of cortisol 
which is known as a “stress hormone”. Other hormones that are affected by poor 
sleep include Leptin and Grehlin. Leptin is a hormone that tells the brain to stop eat-
ing; it is responsible for generating feelings of satiety. In contrast, Grehlin provides 
hunger signals to the brain, making the person eat more. Sleep deprivation decreases 
the level of Leptin and increases the level of Grehlin such that it maximally pushes 
a person’s appetite. This effect usually takes the form of binge eating at night when 
most often carbohydrate and sugar-rich foods are targeted.

Insulin is yet another hormone that is affected by poor sleep; it regulates glu-
cose processing and fat storage. Inadequate sleep is linked to increase in insulin 
production after eating. Higher levels of insulin can also lead to weight gain which 
in turn is a risk factor for diabetes. Poor sleep also slows down glucose process-
ing and studies have shown that getting less than 5 h of sleep at night is associated 
with the likelihood of developing diabetes later. Studies conducted by De La Eva 
et al. (2002) and Amin et al. (2005) have shown that similar to excessive weight, 
obstructive sleep apnoea and inadequate sleep share a causal relationship with 
insulin resistance and cardiovascular disease (as cited in Beebe et al. 2007).
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People with hypertension who have insufficient sleep at night experience ele-
vated blood pressure throughout the next day. Those affected with sleep apnoea 
experience multiple awakenings due to the closing of their airway during sleep. 
These multiple awakenings are also associated with increase in blood pressure. 
Over time, the cumulative effect of multiple awakenings leads to chronic elevation 
in blood pressure known as hypertension which is a major risk factor for cardio-
vascular disease (Harvard Medical School 2007).

When a person is suffering from an infection, the immune system produces 
antibodies to help fight infection. These antibodies also cause fatigue due to which 
most people prefer to sleep when they are sick. It is believed that the immune sys-
tem evolved “sleep-inducing factors” because inactivity and sleep provides an 
added benefit. The benefit being that those who sleep better and sleep more are 
able to fight infection better than those who sleep less. It has also been noted in 
several animal and human research studies, the lack of sleep has been associated 
with lower white blood cell count (Harvard Medical School 2007).

7.2  Adolescent Sleep Struggles

In a 6-year longitudinal sleep laboratory study by Carskadon and colleagues 
(1980), total sleep time was held constant at 10 h in children within the age 
group of 10, 11 and 12 years during the initial 3-night assessment. The 
researchers hypothesized that by the time the participants enter their late teen-
age years, the young adolescents would sleep less and their total sleep time 
would decline to 7.5–8 h per night similar to what is observed in normal adults. 
Much to their surprise, they found that sleep quantity remained consistent at 
approximately 9.2 h across all pubertal stages. Contrary to popular belief that 
adolescents have a decreased need for sleep, sleep laboratory findings have 
brought to light the fact that adolescents need as much sleep as their younger 
counterparts. Despite this finding, research studies carried out by Allen (1992), 
Carskadon et al. (1982), and Williams et al. (1974) have shown that adoles-
cents typically get much less sleep than pre-adolescents, the difference being 
10 h during mid-childhood versus 7.5–8 h by age 16 (as cited in Wolfson and 
Carskadon 1998).

Most parents of adolescents wonder why it is so difficult for adolescents to fall 
asleep at night and why it is even harder to wake them up in the morning. Several 
factors play a strong part in keeping the adolescent awake for longer hours at night 
which is responsible for curbing their sleep time. As a child enters adolescence, 
parental involvement in bedtime routines decreases, but they are increasingly 
involved in waking them up since most often adolescents find it difficult wake up 
on their own. Late bedtime is the major culprit to be blamed for difficulty waking 
up in the morning. This finding is not surprising since the transition from child-
hood to adolescence is accompanied with a change in sleeping patterns.

The emergence of multiple social networking sites, smart phones and electronic 
gadgets with interactive media makes it difficult to retreat to bed because there is 
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always one more post to “like” if not one more message to “tweet” and you can 
never really check your inbox enough times a day! Engaging in these stimulating 
but at the same time distracting activities during bedtime is highly incompatible 
with sleep. On the other hand, these digital devices emit blue radiation (light is 
a powerful zeitgeber) which dupes the brain into believing that it is not yet time 
to go to sleep and prevents sleep onset. However this alone is not responsible for 
late bedtimes, increased academic workload, social pressures and extra-curricular 
activities exert a heavy time crunch on adolescents. In their desperate attempt to 
try and fit everything in their daily schedule, sleep often takes a back seat. Apart 
from the above-mentioned factors, a circadian delay in the secretion of melatonin 
(sleep-inducing hormone whose levels peak just before sleep onset) is associated 
with the onset of puberty which makes it difficult for adolescents to fall asleep 
before 10:30 p.m. (Carskadon et al. 1998; Kotagal and Pianosi 2006).

As evident, a multitude of factors that include environmental, behavioural and 
biological factors are accountable for later bedtimes observed among adolescents. 
Given this delay in sleep onset and early wake up times as per existing school 
schedules, many adolescents are sleep deprived. This sleep deprivation keeps 
piling up during the week resulting in an accumulation of sleep debt. When the 
weekend arrives, both bedtime and wake up times are shifted even further, with 
adolescents sleeping later at night and waking up later in the morning. The aver-
age total sleep time over the weekend then exceeds that during the week. While 
waking up later can be attributed to the body’s way of recovering from the sleep 
debt that was accumulated over the week, going to bed later on weekends could be 
due to attending social gatherings/parties and consumption of recreational drinks 
or caffeinated products that delay sleep onset.

It has been documented by Bearpark and Michie (1987), Petta et al. (1984) and 
Strauch and Meier (1986) that weekend total sleep times average 30–60 min more 
than school night sleep times in 10–14 years olds and this difference increased to 
over 2 h by 18 years of age (as cited in Wolfson and Carskadon 1998). Irregular 
week/weekend sleep schedules with a difference of over 90 min in total sleep time 
during the week as opposed to weekends has been associated with negative impli-
cations which include impaired academic performance, depressed mood and risk 
for substance abuse (Wolfson 2012). The predicament that follows after binge 
sleeping during the weekend is that on Sunday night adolescents find it difficult 
to fall asleep since they overslept on Sunday morning. This results in reinforce-
ment of the circadian delay which leads to problems in initiating sleep. As wake 
up time is restricted by the time at which school commences, it is apparent that 
the teen has had inadequate sleep. Inadequate sleep is associated with excessive 
daytime sleepiness and has implications on the academic functioning and mood. 
It is associated with depressed mood, irritability, poor memory, attention and con-
centration (Colten and Altevogt 2006; Kotagal and Pianosi 2006). Carskadon and 
her colleagues (1980) demonstrated as part of the same longitudinal study that was 
mentioned previously, that even when nocturnal sleep amount did not decline as 
compared to their younger peers, adolescent’s midday sleepiness increased sig-
nificantly and remained at that level as measured on the multiple sleep latency 
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test that measures excessive daytime sleepiness (EDS). Problems with daytime 
sleepiness can be potentially dangerous if the adolescent commutes long distances 
and experiences drowsiness while driving which can lead to impaired judge-
ment thereby cumulating in unfortunate circumstances. When the drive to sleep 
becomes overbearing and relentless, most teens resort to afternoon napping if cir-
cumstances permit or try to counteract drowsiness by consuming caffeinated prod-
ucts and high energy drinks (such as Red Bull) during late afternoon and early 
evening hours. Caffeine is a stimulant and its effects are still present long after it 
has been consumed making it all the more difficult to fall asleep at night the con-
sequence of which are late bedtimes and thus the vicious cycle repeats its course 
(Fig. 7.1).

7.2.1  Adolescent Sleep Research in India

Sleep patterns of 1920 urban school going adolescents were studied using a sleep 
habits questionnaire by Bhatia and colleagues (2008). The average age of the par-
ticipants was 15.1 years and average total sleep time of 7.8 h per day which is 
much less than the optimal sleep requirement for adolescents. About 41.5 % of the 
participants went to bed by 11 p.m. and 42.6 % had to wake up by 5:00–6:00 a.m. 
which shows a similar trend of late bedtime and early rise times as their western 
peers. Although sleep efficiency was reported to be 92.6 %, only less than half 
the sample reported that they received refreshing sleep. Another finding that was 
consistent with the Western literature was that the total sleep time decreased with 
higher classes and sleep duration of the ninth graders was significantly higher 

Stimulant use like caffeine, 
colas, alcohol in parties etc 

Unable to meet the sleep 
requirement of  9.3 hrs 

Circadian clock delays 

Screens and Media

Academic Functioning and Mood 

Drowsy driving 

Usage of stimulants  

Fig. 7.1  The vicious cycle of adolescent sleep
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from all the other three classes. This led the researchers to hypothesize that the 
tenth grade could be the transition point for change in total sleep time. This 
change in total sleep time was attributed to academic demands of higher grades, 
especially in India where adolescents face academic challenges from ninth grade 
onwards and tenth grade is probably the time of stress which is not witnessed in 
lower grades. Another important observation by them was that sleep debt and day-
time sleepiness increased with advancing grades as did daytime napping.

7.2.2  Case Vignette

Master K, a young male aged 14 years studying in an urban school in Delhi, was 
referred by his school counsellor with primary complaints of inattention and 
declining academic performance. Upon routine detailed work up and comprehen-
sive psychological assessment, he was diagnosed with attention deficit hyperac-
tivity disorder predominantly inattentive subtype. His parents revealed that apart 
from difficulties in concentration their son also found it difficult to stay awake 
in class. This was reported by his teachers during the last PTA meeting that his 
 parents attended. Moreover, his parents also reported that he went to sleep late and 
had difficulty waking up in the morning and almost always woke up with a nega-
tive mood. Sleep history and physical examination revealed no history of snor-
ing, normal BMI, no history of RLS and no history of narcolepsy. Sleep log and 
actigraphy data revealed erratic sleep–wake patterns with a total time difference of 
more than 90 min of weekend versus weekdays sleep schedule. The average total 
sleep time was found to be 7 h for the two-week period during which sleep log and 
actigraphy data were recorded. Master K revealed that he often took a long time 
to feel alert in the morning, experienced fatigue and fell asleep in the school bus 
while travelling to the school. At times when his schedule permits he would also 
take a nap in the afternoon. Upon administration of adolescent sleep hygiene ques-
tionnaire, it was found that Master K had maladaptive sleep habits. These mala-
daptive habits included irregular/late bedtime, watching TV and instant messaging 
at bedtime, sleeping with his pet dog and a high intake of caffeinated drinks during 
the day. Paediatric sleepiness scale was also administered and the scores obtained 
were indicative of excessive daytime sleepiness. Master K’s insufficient sleep was 
fuelled by his maladaptive sleep habits. Therefore, the cognitive rationale for treat-
ment focussed on the need for sleep education and the role of faulty sleep habits in 
sustaining sleep difficulties. The treatment regimen consisted of sleep education, 
sleep hygiene and stimulus control. Initially, master K found it difficult to apply 
the sleep hygiene rules since he was involved with too many after school activities 
and found it difficult to manage school work, tuitions and after schools extra-cur-
ricular activities. Apart from that it was difficult for him to refrain from spend-
ing long hours texting/instant messaging at night as his close peer group would be 
online during those hours sending him messages. Moreover, he shared a bedroom 
with his brother who would also stay up late at night playing video games and 
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surfing the net. Follow-up sessions were used to discuss these issues and the sleep 
hygiene rules were discussed with master K and his sibling. Time management 
was also discussed with master K and reorganization of extra-curricular activities 
with an attempt at taking on only so many activities that could neatly fit in his 
schedule without overburdening him was encouraged. Master K was also taught 
assertiveness skills such that he could effectively encounter peer pressure of not 
engaging in social media networking past bedtime. A sleep log was maintained 
throughout the whole treatment regimen to review his progress. Slowly but stead-
ily there was a change in the average total sleep time which increased to about 
9 h which is considered optimal for his age. Master K was also asked to write 
down the positive changes that he experienced during his daytime functioning as 
a result of adopting healthy sleep habits. Among the positive changes, he reported 
less trouble getting out of bed in the morning, feeling refreshed on waking up and 
not feeling drowsy during the day. He also reported being more alert in class and 
there were no teacher complaints of him dozing off in class.

7.3  Assessment

7.3.1  Clinical Interview and History Taking

The therapist builds a rapport with the adolescent by speaking to the adolescent 
separately before speaking with the parents. During this interview, the therapist 
makes an introduction and engages in conversation with the adolescent wherein 
discussions regarding current school/college schedules/personal schedules/choice 
of subjects/peer group/family relations/relationships with siblings/likes and dis-
likes/and current concerns are addressed.

Clinical interview and history can be taken with both adolescent and parents 
together at first and then the parent and adolescent can be interviewed separately if 
needed. This is done so that the adolescent may be given a chance to express his/
her views regarding sensitive issues (some adolescents use nicotine, alcohol, etc., 
without the knowledge of their parents). It is important to take a thorough com-
prehensive history that encompasses psychosocial development, physical develop-
ment, daytime functioning, bedtime routines and nocturnal behaviour (Ivanenko 
and Patwaria 2009; Kotagal and Pianosi 2006) (Fig. 7.2).

7.3.2  Scales and Questionnaires

Several scales and questionnaires exist which help clinicians to evaluate sleep 
 disorders. As mentioned in the previous sections, insufficient sleep is of major 
concern among adolescents. Tools such as the adolescent sleep hygiene ques-
tionnaire, children’s morningness eveningness preferences and Pediatric daytime 
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sleepiness scale help in identifying maladaptive sleep habits and possible circa-
dian rhythm delay (which is indicated by endorsement of an evening type of 
orientation) that lead to insufficient sleep culminating in excessive daytime sleepi-
ness. Automatic, irrational thoughts about sleep that interfere with the initiation 
or maintenance of sleep can be evaluated using the Dysfunctional Attitudes and 
Beliefs about Sleep Questionnaire and an extensive questionnaire for screening 
sleep disorders in teens is the Sleep Disorders Inventory for Students–Adolescent 
version (Table 7.1).

7.3.3  Sleep Log/Sleep Diary

A sleep log can provide insight into sleep habits, such as regularity/irregularity 
in daily bedtimes, variation/constancy in total sleep times, frequency of daytime 

Table 7.1  Questionnaires and scales used commonly to assess adolescent sleep problems

Scale Age range 
(years)

Domain assessed No. of items

Paediatric daytime 
sleepiness scale

11–15 Excessive daytime sleepiness 8 items, self report

Adolescent sleep 
hygiene scale

12–18 Physiological, cognitive and 
emotional factors, sleep envi-
ronment, daytime sleep, sub-
stances, bedtime routine, sleep 
stability, bed/bedroom sharing

28 items, self report

Children’s morningness 
eveningness preferences

8–16 Morning orientation, evening 
orientation

10 items, self report

Dysfunctional beliefs 
and attitudes about 
sleep (DBAS-16)

Faulty beliefs and appraisals, 
unrealistic expectations, percep-
tual and attention bias

16 items, self report

Sleep disorders inven-
tory for students-ado-
lescent (SDIS-A)

11–18 Obstructive sleep apnoea, 
periodic limb movement dis-
order and delayed sleep phase 
syndrome RLS narcolepsy

30 items, self report

Fig. 7.2  Clinical interview and history taking
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napping and to clarify any misconceptions about sleep-related variables. Sleep 
logs are maintained for at least a week with entries made for each day (week 
and weekend). Given above is the list of variables that are entered in a sleep log 
(Tables 7.2, 7.3 and 7.4).

7.4  Sleep Management in Adolescents

7.4.1  Cognitive Behaviour Therapy—Treatment Rationale

Cognitive behaviour therapy for sleep difficulties is based on Spielman’s 3P 
model. The 3 Ps stand for predisposing, precipitating and perpetuating factors that 
play a role in the development of sleep problems. Predisposing factors are those 

Table 7.2  Definitions of sleep log variables

Time in bed The final part of the day the adolescent got in bed to sleep

Time out of bed The time of day the adolescent got out of bed for the last time in the 
morning

Total time in bed The total time in minutes the adolescent spent in bed during the night. 
This equals the time out of bed minus the time in bed

Time of sleep onset The estimated time at night the adolescent fell asleep for the first time

Awake time The estimated time of day the adolescent awoke for the last time in the 
morning

Total sleep time (TST) The estimated amount of time the adolescent actually slept. It is the 
time taken from sleep onset to awake time minus WASO

Sleep efficiency (SE) This is calculated by dividing the TST by total time in bed

Wake after sleep onset 
(WASO)

Sum of the duration of all night awakenings from sleep onset to awake 
time

Table 7.3  An example of a sleep log

Day/
Date

Daytime naps 
(frequency and 
duration)

Time 
in bed

Time 
out of 
bed

Total 
time in 
bed

Time 
of 
sleep 
onset

Wake 
after 
sleep 
onset

Awake 
time

Total 
sleep 
time

SE

1.

2.

3.

4.

5.

6.

7.

8.
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that contribute to the likelihood or the tendency of developing a problem. This 
could either be a genetic inclination, such as having a parent with a sleep prob-
lem or just being biologically prone to certain conditions such as being a sensitive 
or a light sleeper. Predisposing factors are not entirely accountable for causing a 
problem; they just contribute towards the chance of it being likely to surface. It is 
usually the interaction of multiple factors that are responsible for causing a prob-
lem. Precipitating factors are those that hasten the development of a problem or 
provide the impetus for it to become evident. Precipitating factors can include any 
stressful event, such parental divorce/separation, exam stress, change in residence, 
stressful relationships which can cause severe anxiety making it hard to fall asleep 
at night. Perpetuating factors are those that are liable for maintaining a problem 
such poor sleep habits which plays a critical role as a sustaining element in many 
chronic sleep disorders. Therefore, the current treatment protocol provided in the 
following sections will be primarily aimed at changing adolescent sleep habits that 
perpetuate sleep deprivation which is commonly observed among adolescents.

Before starting therapy, it is recommended that presenting the rationale for 
treatment to the adolescent will benefit not only in promoting acceptance but will 
also aid in fostering adherence to the treatment protocol.

7.4.2  Collecting Pre-treatment Data

Collecting baseline data is essential prior to starting treatment, since it is needed 
to determine time in bed which is exclusively tailored for each adolescent. This 
is done by monitoring sleep log and/or Actiwatch data for about 2 weeks before 
beginning therapy. Apart from the sleep log, it is recommended that the 5 scales 
mentioned in table be administered scored and analysed, since its findings can 
highlight areas of concern that can be targeted for change and can help the thera-
pist in the choice of technique employed to correct the problem. While the first 

Table 7.4  Sleep laboratory tests

Test Description Indication

Actigraphy Movement tracking device which 
looks like a wrist watch. It works on 
the principle that movement indicates 
wakefulness. Used for tracking sleep–
wake patterns

Circadian rhythm disturbances 
such as delayed sleep phase 
syndrome or insomnia

MSLT It consists of 4–5 planned naps in 
a sleep conducive environment. 
Measures the likelihood of falling 
asleep and if there is a direct transition 
from Wake to REM stage

Daytime sleepiness or 
narcolepsy

Nocturnal 
polysomnography

Measures multiple neurophysi-
ologic variables and examines sleep 
architecture

Obstructive sleep apnoea, peri-
odic limb movement disorder
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2 scales cater to identifying different facets of insufficient sleep, the third scale 
is useful for determining a circadian phase delay associated with delayed sleep 
phase syndrome (a late evening orientation is thought to be correlated with 
delayed phase). Faulty sleep cognitions that interfere in the process of initiating or 
maintaining sleep can be evaluated using the Dysfunctional Beliefs and Attitudes 
Scale. Lastly and most importantly, the Sleep Disorders Inventory for Students–
Adolescent version is useful to screen for sleep disorders which need medical 
attention from a sleep specialist such as obstructive sleep apnoea, restless legs syn-
drome, periodic limb movement disorder, and narcolepsy.

Session by Session Outline

I. Session 1: Introductory Session (45–60 min)

A. Presentation of Treatment Rationale
B. Sleep Education

II. Session 2: Sleep Hygiene (25 min)

A. Presentation of Learning Aid: Mnemonic
a. Sleep hygiene rules

III.  Session 3: Stimulus Control (30 min)

IV. Session 4: Follow-up (30–45 min)

A. Encourage and Reinforce Adherence
B. Troubleshooting

7.4.3  Session I: Sleep Education: “Miles to Go Before  
I Sleep”

Once the adolescent is comfortable, the therapist introduces the purpose of the 
appointment and briefly describes the treatment rationale. The following statement 
can used to do the same.

“After carefully examining your assessment records and based on our clinical analysis, 
I think that it would empower you to become familiar with some background on sleep 
and some ideas intended to help you change your sleep habits. It has been known that 
when a sleep problem manifests for very long, usually sleep habits have a substantial 
role in maintaining the problem. This treatment is designed to enlighten you on your 
sleep needs and help you change your sleep habits so that you may enjoy better quality 
of sleep.”

The adolescent and the parents are then introduced to the basics of sleep, which 
includes educating the family about sleep, the need for sleep, characteristics of 
human sleep, consequences of sleep deprivation, regulation of sleep, sleep stages 
and effects of ageing on sleep. The following statement can be used to generate 
interest in the adolescent for sleep education.
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The treatment that will be provided to you will require you to evaluate your sleep hab-
its so that you may be able to change those that are incompatible with sleep. However 
before you do so it is essential that you become acquainted with your sleep needs and 
what processes regulate the amount and quality of your sleep. The information that will be 
provided to you will help you understand your body’s sleep cycle and prepare you for the 
treatment procedures that are to follow in subsequent sessions.

Parts of the documentary “Who needs sleep?” can be shown to demonstrate the 
effects of sleep deprivation. It was made by the Oscar winning cinematographer 
Haskell Wexler about his dear friend and colleague. The documentary is set in the 
movie industry and is based on the life of a cameraman. After putting in long hours 
of work, he was driving home from a film shoot when he met with an accident and 
lost his life due to sleep deprivation. Diagrams that explain the sleep–wake process 
can be handed out in a pamphlet with information regarding the regulatory mech-
anisms as well. These can be provided as learning aids. The essence of providing 
sleep education to adolescents is that it helps the adolescent to challenge dysfunc-
tional beliefs about sleep and substitute them with realistic sleep expectations. It will 
also help in comprehension of the treatment procedures introduced in subsequent 
sessions. Apart from that, providing even a rudimentary understanding of the pro-
cesses involved in sleep to adolescents may increase the chance of better adherence 
to treatment. Before terminating the session, any queries or concerns from the ado-
lescents should be addressed and the next session should be fixed within a week.

7.4.4  Session II: Sleep Hygiene: “Sleep Smart  
for Sweet Dreams”

After completing the assessment and gathering enough information about family 
sleep habits and home sleep environment, an appropriate intervention strategy needs 
to be decided upon. Insufficient sleep as previously discussed is the most rampant 
problem plaguing adolescents. Most often adolescents suffer from insufficient sleep 
due to inadequate sleep hygiene. In the current session, the goal is to inculcate good 
sleep habits by sleep hygiene education. Using the mnemonic “Good night and 
sweet dreams” as quick recall method, the chief components of sleep hygiene can be 
taught effectively. Please refer to the diagrammatic representation of the same. As a 
learning aid a set of 5 small flip cards can be given to the adolescent, with one word 
of the mnemonic on one side and the sleep hygiene rule associated with it on the flip 
side. The cards should be ordered according to the diagram below:
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After handing out the cards to the adolescent, the therapist provides a brief 
rationale for each sleep hygiene rule corresponding to the first letter of each word 
in the mnemonic. The text that follows can be used to provide the explanation for 
each rule.

You have been given a set of flip cards, with a word on one side and a sleep hygiene rule 
printed on the other side. Each of these rules are linked to the first letter of the word in 
the sentence ‘Good Night And Sweet Dreams’. Remembering this sentence will help you 
recall the rules once you become familiar with them. Shall we begin?

Take a look at the first card, it reads the word ‘Good’ on one side, now flip it over to 
read the rule which says ‘Go to bed and wake up the same time everyday’. Following 
the rule will help establish a consistent sleep-wake pattern. As discussed in the sleep edu-
cation session changes to sleep/wake patterns disrupt your sleep and are associated with 
negative circumstances. If you adhere to regular bed/wake up times then you will begin 
to notice that you tend feel drowsy at the same time each evening thereby making it easier 
for you to fall asleep each night.

Moving on to the next card, it reads the word ‘Night’ one side, now flip it over to read 
the rule which says ‘No napping during the day’. While sleeping during the day will help 
you satisfy your drive to sleep at that particular moment, it is not recommended to do so, 
because napping during the day will weaken your drive to sleep making it difficult for you 
to fall asleep at night.

Take a look at the third card, it reads the word ‘And’ on one side, now flip it over 
to read the rule which says ‘Avoid caffeine and vigorous exercise before bedtime’ 
Caffeine and exercise are both stimulants as they both stimulate the brain to stay awake 
and alert. The effects of caffeine consumption stay long after it has been consumed. It 
is recommended that caffeine intake and exercise should be avoided 3 hours prior to 
bedtime.

Let us now move on to the fourth card which reads ’Sweet’ now flip it over to read the 
rule which says “Sleep environment should be sleep conducive”. The sleep environment 
plays a major role in determining the ease with which sleep is initiated and maintained. 
Keeping noise levels low, temperature cool/warm depending on the weather and light lev-
els dim is beneficial in creating a sleep conducive environment.

Take a look at the last card which reads, ‘Dreams’ now flip it over to read the rule 
which says “Do your worrying before you go to bed not after”. Lying in bed and wor-
rying about sleep is counterproductive and should be avoided. Keeping a small dairy 
on bedside table may be beneficial as it can be used for writing or planning daily 
activities before going to bed, rather than worrying about it while in bed already. 
Engaging in this practise will limit distress provoking, distracting thoughts while 
lying in bed.

The therapist can then ask the adolescent to review the rules by self assessment 
using the side of the flip card with the mnemonic word written to recall the rule 
printed on the other side, in case of any doubt, the adolescent can flip over and 
cross-check. Breaking a habit is tough and it will need a lot of encouragement 
from the therapist. It is a step by step process and many times adolescents feel that 
they are slipping back into the same routine. One day at a time approach needs to 
be employed. It helps to get the family members involved and if possible encour-
age family bedtime routines where there is a winding down period about 30 min 
before bedtime. Any questions or queries from the adolescent regarding the mate-
rial presented should be addressed before terminating the session. The next session 
should be scheduled for a week later.
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7.4.5  Session III: Stimulus Control: 
“iPhone + iPad + iPod = i Can’t Sleep”

Stimulus control is a therapeutic strategy aimed at rupturing the association 
between the bed and not being able to sleep caused by the repeated pairing of 
unsuccessful attempts at sleeping in a sleep environment that in not sleep con-
ducive. Stimulus control seeks to reassociate the sleep environment with falling 
asleep. It accomplishes this by eliminating sleep incompatible activities on the bed 
and in the bedroom. The following text can be used for enunciating the rationale 
and instructions to the adolescent.

Today’s session will focus on how behaviour influences the association between prob-
ability of falling asleep and the sleep environment. As you may remember during the 
last session recommendations were given on how to make the sleep environment con-
ducive for sleeping by controlling external factors like light, temperature and noise 
levels. In the current session activities that are non-conducive to sleep and best aban-
doned at bedtime will be discussed. Any activity that is otherwise done during the day, 
which requires a person to be awake, is considered to be stimulating, these activities 
are considered sleep incompatible. The sleep environment i.e. bedroom needs to be re-
associated with sleep so all stimulating activities like texting, surfing the web, talking 
over cell phones, watching movies, listening to music, chatting, doing homework, and 
emailing should be avoided and preferably all electronic gadgets should be kept away 
from the bedroom. The bedroom needs to be a quiet repose and the bed should only be 
used for sleeping. Using these gadgets at bedtime not only makes you associate the bed 
with staying awake but also fools the brain into believing that it’s not yet time to sleep. 
As you might recall from the sleep education session light is a powerful zeitgeber and 
the bluish light emitted from laptops/tablet/phone screens promotes wakefulness rather 
than sleep onset. It is best to have these gadgets outside the bedroom and not engage 
with them past bedtime.

If you find yourself lying in bed for more than 20 minutes but are unable to fall asleep 
within that time period it is recommended that you leave the bedroom and go to another 
room. This is done because the longer you stay in bed waiting to fall asleep, the stronger 
the association becomes between the bed and arousal. Try to relax or engage in something 
that does not require your brain to be on high alert like listening to light music till you 
feel sleepy again. Return to your bed only when sleepy. Following these recommendations 
will allow you to re-associate your bed and bedroom with sleep.

Any questions or queries from the adolescent regarding the material presented 
should be addressed before terminating the session. The next session should be 
scheduled for a week later.

7.4.6  Session VI: Follow-up: “May You Sleep  
Happily Ever After”

Follow-up sessions can be used for: (1) encouraging and reinforcing adherence 
with treatment procedures; and (2) troubleshooting adolescent’s difficulties as 
therapy progresses.
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Reinforcing Adherence: The therapist can assess adolescent’s adherence to 
treatment recommendations by reviewing sleep logs/actigraphy data, reports by 
caregivers or by self reports. Another way to study adherence will be to review 
sleep education and sleep hygiene rules and ask the adolescent about the changes 
that he/she has made in view of them. Positive feedback for progress made should 
be given in a genuine way. Encouragement should be given even if the adolescent 
has not succeeded in efforts but has put in genuine effort. This ensures feeling of 
empathy, trust and genuine regard between therapist and the adolescent.

Trouble-shooting adolescent’s problems: Most of the problems faced by ado-
lescents are related to difficulty with sleep/wake schedules, daytime napping, 
using caffeine as a means of keeping awake, following sleep hygiene and stimu-
lus control procedures. It is important to carefully review sleep logs/actigraphy 
records to identity non-adherence with sleep–wake schedules and involve family 
members and siblings as part of the sleep hygiene and sleep education sessions. 
Most often it is seen that even when the adolescent tries to change sleep habits, 
the family routines are such that the TV is on past bedtime. In such situations, it 
becomes quite distracting for the adolescent to follow treatment recommenda-
tions especially if the adolescent does not have a separate bedroom and sleeps 
in a common space where noise can travel. If the adolescent shares a bedroom 
with a sibling then the siblings sleep habits (such as studying at night keeping 
lamp on, listening to music, and talking on the phone) may affect the adolescent. 
Therefore, it is important to involve the family members so that they understand 
how valuable family support and collaboration is for the therapeutic process to 
prove beneficial for the adolescent. Another problem is that adolescents some-
times find it difficult to refrain from using Internet at night since most of their 
peers are online and a lot of social interaction on the net occurs during that time. 
Motivation enhancement and assertiveness training may help such adolescents. 
Other adolescents may prefer to study long hours into the night and nap during 
the day, for such adolescents including time management skills in their regimen 
may prove to be useful.

7.5  Barriers to Treatment

Annoyance boredom and discomfort have most often been associated with bar-
riers to stimulus control. Vincent et al. (2008) have identified certain recommen-
dations for therapists to enhance adherence that include the following (a) discuss 
anticipated discomfort/annoyance/boredom associated with stimulus control/in 
detail prior to implementation and engage patients in proactive problem solving 
(c) discourage patients from questioning the causes for their insomnia in the mid-
dle of the night when attempting to motivate themselves to get out of bed if una-
ble to sleep (d) model and encourage positive self-statements (e) providing access 
to support groups or a website for patients to have interactive web discussions to 
increase their sense of support for engaging in these techniques.
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7.6  Conclusions and Future Directions

It is not rare for adolescents to suffer from insufficient sleep which can have 
severe repercussions on their academic, physical/health, cognitive, emotional 
and social functioning. Insufficient sleep is caused by biological factors such 
as a circadian delay in sleep onset during adolescence, as well as a plethora of 
environmental and behavioural factors such as poor sleep hygiene (engaging in 
stimulating activities such as phone and Internet usage past bedtime), increased 
academic load in higher classes, intake of food that are stimulants (e.g., caffeine, 
colas, alcohol, and nicotine), increase in social extracurricular activities, decrease 
in parental control on setting bedtimes and early school start times. Biological, 
behavioural and environmental factors interplay with each other and contribute to 
the vicious cycle of insufficient sleep among adolescents. As a means to overcome 
this rampant problem, healthy sleep habits and sleep education should be included 
in school health education programs and it should be mandatory for students, 
teachers and management to attend. Public policies that encourage a shift to later 
school start times may prove to be beneficial so that students can get adequate 
hours of sleep and are not forced to skip breakfast in the morning as bid to reach-
ing school on time. Apart from that food products which contain stimulants, such 
as coffee and colas, should have a statutory health warning on their labels due to 
their multiple detrimental effects. As far as possible, their sale within student can-
teens in schools should be restricted. Public health programs that spread awareness 
about sleep education should be encouraged. Last but not the least, as citizens who 
know about the deadly consequences of sleep deprivation can cause behind the 
wheel (avoid operating heavy machinery/ driving when drowsy or sleep deprived), 
we should fulfil our social responsibility by adhering to healthy sleep practises so 
that we neither cause harm to ourselves nor to those around us.
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8.1  What is Stress

Stress is a part of everyday life for adolescents. Although they are young and ener-
getic, their lives are also full of changes and challenges. When adolescents come 
for help, they are often dealing with experiences that leave them feeling physically 
and emotionally overwhelmed. Since adolescence is a stage involving major phys-
ical and psychological changes, during this stage, their minds and bodies become 
even more susceptible to major stressors. In simple words, stress can be defined 
as a state wherein the external demands outweigh one’s internal resources to deal 
with it.

Stress can broadly be classified into two categories—Eustress and Distress.
A certain level of stress is beneficial. We need some stress to stimulate us. This 

is called Eustress (or positive stress). Eustress helps individuals to perform better 
and achieve their goals and is perceived within the coping abilities of the person. 
For example, participating in a marathon may require running regularly and yet 
one may thoroughly enjoy it. Becoming the head boy or head girl at school may be 
perceived as an overwhelming achievement even though it means more responsi-
bility and work.

However, there are times when stress is associated feelings of anxiety, fear, 
tension and uncertainty. This is called distress (or negative stress). It leads to 
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poor health and well-being, hampers the individual’s performance, and can lead 
to many physical and psychological problems. It usually arises when one has to 
adapt to too many negative demands. For example, when a close family member is 
sick, deadlines at work, deciding for career choices and transition from school to 
college (Fig. 8.1).

8.2  Prevalence of Distress Among Indian Adolescents

Stress is a condition of major public health concern, because of its high rate of 
prevalence and the high degree of dysfunction and suffering associated with it. 
Studies on stress in India are mostly based on the objective measures of stress 
and various causes of stress. Prevalence studies of stress in India have mostly 
been carried out in conjunction with prevalence of anxiety and depression. Daily 
hassles, academic pressure and career-related demands are the major causes of 
stress among Indian adolescents. According to Mehta (2000), majority of Indian 
adolescents experience mild to moderate levels of stress. Daily hassles are a 
significant cause of their stress. For many adolescents, examinations are a sig-
nificant cause of emotional trauma and anxiety. Being labelled as “average” or 
“below average” may be extremely distressing and can lead to low self-esteem 
and poor academic concept. Even high achievers have high fears of failure and 
experience stress.

Figure 8.2 presents the prevalence rates of stress in adolescents in India.
Findings from other studies suggest that students in Government schools expe-

rience higher levels of stress than those in private schools. Students engage in 
higher use of avoidance coping (Augustine et al. 2011). Depression, anxiety and 
stress are higher among students in “board classes” (Bhasin et al. 2010). Findings 
from these studies reveal that managing stress among adolescents in India is the 
need of the hour.

Fig. 8.1  Eustress and distress
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8.3  Causes of Stress in Adolescents

Certain stressful situations are more likely to occur during particular develop-
mental periods. Adolescent stress is an important, yet often overlooked, health 
issue. During this period, adolescents undergo a time of rapid body growth. It is 
also during this phase that they have to make crucial academic and professional 
decisions. Adolescence is also a period associated with identity development. 
The main causes of stress arising during adolescence have been highlighted in 
Table 8.1.

Fig. 8.2  Prevalence of stress among Indian adolescents
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8.4  How Does Body React to Stress

According to Selye (1978), the state of stress can be recognized only by its physi-
ological manifestations. He defined stress as “an adaptive or defensive reac-
tion to an event or stimulus” and labelled it as the General Adaptation Syndrome 
(G.A.S.), which occurs in three stages: the alarm reaction (A.R.), the alarm resist-
ance (A.R.) and the stage of exhaustion (S.E.).

The alarm reaction is a physiological response made by the body for alerting 
the defensive forces within the individual. In this stage, blood is diverted towards 
the skeletal muscles in order to prepare them for action in response to a stressor.

If the stress exposure remains, the stage of resistance follows. In this stage, the 
body begins to restore balance, recover depleted body sources, and start renewal 
and repair. If the stressor still persists, the body starts adapting itself with contin-
ued effort in resistance. During this phase, the body continues to remain in a state 
of arousal. If an individual accepts that the stressor is a necessary part of life, it 
may persist indefinitely. In such a condition, the person becomes highly vulnerable 
to a wide range of stress-related problems and diseases.

With long-term stress exposure, the individual enters the third stage, the stage 
of exhaustion. During this stage, the risk of emotional and physical problems 

Table 8.1  Causes of stress in adolescents

Common sources of stress in adolescence

Academic stress Pressure to perform well in school examinations, competitive 
college entrance examinations, apprehensions about not getting 
selected in a college of choice, examination anxiety, amount of 
time spent in school and tutorial classes

Conflicts with parents Parental aspirations and pressures related to career choices,  
incompatibility between adolescent’s demands for higher  
independence and parents continued thinking about them as  
children, higher reliance on peers, family beliefs about friendship 
and dating, arguments over substance use and automobile driving

Peer-related demands Peer group expectations, social status, change in relationships with 
friends, dating and break of relationships, stress arising from close 
friendships and romantic relationships, peer victimization, Lack 
of assertiveness, bullying, pressure to experiment with drugs and 
alcohol

Body image issues Poor body image, perception of being obese, pressure to have a 
particular body size or shape (Girls focussing on body weight, 
boys focussing on having muscular or athletic physique), concern 
related to physical appearance (having acne or other skin-related 
problems as a sign of being ugly), pressure to wear certain types of 
clothes, follow certain types of fashion trends

Mood disruptions related  
to adolescence

Rapid mood fluctuations naturally occurring during this stage, 
feeling easily self-conscious, embarrassed, awkward, lonely or 
ignored, poorer emotional understanding, difficulty managing 
negative emotions, poor confidence over ability to manage  
emotions, poor self-control, poor control over impulses
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increases and the individual starts experiencing symptoms such as loss of morale 
and feelings of loss of control and may finally collapse.

8.5  Signs of Stress Among Adolescents

The impact of maladaptive responses to stress can manifest in five main 
domains—physical, psychological, emotional, behavioural and social. The most 
common signs of stress seen in adolescents are highlighted in Fig. 8.3.

Adolescents may also experience certain types of thoughts that can precipitate, 
lead to, maintain or heighten the experience of stress. These thoughts generally 
represent certain dysfunctional styles in thinking and cognitive distortions. A list 
of cognitive distortions is provided in the Appendix.

Common examples of the thoughts experienced by adolescents during stress are 
included in Fig. 8.4.

While these thoughts can lead to experience of stress, they can also be seen 
as by-products of stress. The experience of these thoughts can prolong the effects 
of stress among adolescents. Cognitive behaviour therapy (explained in detail in 
subsequent sections) can serve as a promising treatment modality in dealing with 
these cognitions.

Fig. 8.3  Common signs of stress among adolescents



154 M. Mehta and V. Sharma

8.6  Implications of Untreated Stress

Stress can have numerous detrimental effects on adolescents. Stress generally ele-
vates the production of cortisol, a stress hormone, which not only impairs memory 
but also general health. Between 50 and 80 % of all diseases, at least in part, have 
stress-related origins (Humphrey 2004). There is a strong correlation between an 
increase in stressful events and a decrease in health and psychological functioning 
(Newcomb et al. 1981). In the longer term, stress can have a very cumulative and 
wide-ranged effects on health (Table 8.2).

8.7  Coping with Stress and Building Resilience

Effectively managing stress mainly involves taking charge over one’s thoughts 
and feelings and finding a way to deal with the problems. Adolescents can learn to 
become more resilient by changing how they think about their problems and life 
situations. Resilience can be defined as the ability to cope well with challenging 

Fig. 8.4  Examples of 
common stress-related 
cognitions

Table 8.2  Effects of chronic stress

Effects of chronic stress
Physical Psychiatric

Increased blood pressure Depression

Compromised immunity Anxiety

Frequent cold and flu Dissociation

Hormonal imbalance Psychogenic vomiting

Indigestion/lack of appetite/ulcers Forgetfulness

Irritable bowel syndrome Somatisation

Crohn’s disease Panic attacks

Frequent exacerbation of asthma Generalized anxiety

Acne disorders

Eczema Alcohol dependence

Hives Nicotine dependence

Rosacea Drug abuse

Psoriasis

Vitiligo (de-pigmented white spots on skin)
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situations and a context of positive adaptation in light of adversity. Resilient indi-
viduals generally use more effective coping strategies, have a realistic understand-
ing of situations and have better tolerance and control over their feelings.

Thus, building resilience essentially involves learning to develop good coping 
skills. Two main types of coping styles have been widely reviewed—problem-
focussed coping (approach oriented) and emotion-focussed coping (avoidance 
oriented).

Problem-focused coping (approach-oriented coping) aims at changing the source 
of the stress. For example, if a student is stressed about an upcoming exam, the 
problem-focused approach for the student would be to devote more time for study-
ing. The student may also ask friends and teachers for help. Emotion-focussed cop-
ing (avoidance oriented) aims towards reducing or managing the emotional distress 
related to a situation. Examples include denial, avoidance, and procrastinating. 
Studies suggest that females generally use more emotion-focused coping strate-
gies while males tend to use more problem-focussed strategies. Adolescents often 
use less effective coping strategies such as wishful thinking, self-blame, complain-
ing, making excuses, not communicating, bullying, becoming withdrawn, smok-
ing or drinking. While these coping strategies may temporarily reduce stress, they 
are counterproductive and may worsen the stress and cause more damage in the 
long term. Adolescents can learn healthier ways to manage stress by learning more 
effective and problem-focussed coping strategies. These may include develop-
ing problem-solving skills, developing positive thinking, developing more flexible 
styles of thinking, maintaining an optimistic outlook, learning better time manage-
ment, developing a balance between work and leisure, engaging in regular physi-
cal exercise, practising relaxation exercises, spending time with friends, sharing 
problems with a friend or family member, expressing feelings instead of bottling 
them up, developing more effective communication skills, maintaining healthy eat-
ing and sleeping habits, maintaining a stress diary, indulging in a hobby, reading 
a novel or comics, watching a funny movie or videos, listening to music, doing 
something creative such as drawing or painting and playing with pets. These coping 
strategies are more problem focussed and help in building resilience to stress.

8.8  Need for Management of Stress Among Adolescents

Stress is related to a wide range of health-related problems among adolescents. 
Chronic stress can cause hormonal imbalance and has emerged as a key risk fac-
tor in development of many physical and psychiatric illnesses and lifestyle-related 
diseases as seen in the previous section. Academic stress among adolescents is 
emerging as a leading problem which requires immediate concern. “Today stress 
levels among children and adolescents have been going up dangerously due to the 
pressure of their academic or cultural activities. Not all children can cope with 
such high levels of expectations and parents do not seem to realize or accept that 
their children are under severe pressure” says Elizabeth Vadakkekkara, a child 
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psychologist and director of Thrani; a counselling centre in Kerala focussing on 
crisis intervention and suicide prevention (The Hindu 2003). Many adolescents 
believe that nothing can be done to avoid stress. Poor coping strategies used by 
adolescents can have significant short- and long-term consequences on their physi-
cal and emotional health. Stress management has thus become a need of the hour 
for adolescents in India. Teaching several coping strategies such as seeking social 
support, cognitive restructuring, positive self-talk, problem solving, relaxation, 
physical activity, sleep and diet regulation, cognitive restructuring and self-talk 
can serve to be successful in combating stress among adolescents and promising a 
healthy lifestyle.

8.9  Case Vignette

The case illustration provided in Fig. 8.5 highlights the case of a 19-year-old 
female with significant body image issues and cognitive distortions experiencing 
significant amount of stress and developing a stress-related condition (Irritable 
Bowel syndrome).

022

CASE VIGNETTE- I

S is a 19 years old college going teenager. While she is pursuing graduation through correspondence, she aims to become a 
renowned singer. She is receiving formal training in classical music and dreams of becoming a well known Bollywood 
playback singer and winning the next Indian Idol. S has a general predisposition to experience stressful thoughts more 
frequently and easily. Due to low stress tolerance, she has already developed Irritable Bowel syndrome at a tender age and has 
been enrolled in treatment since 2 years now. She believes that in order to become a successful singer, her physical appearance
is quintessential and she must have to be looking glamorous all the time. She believes that a slight moderation in her looks will 
lead to her rejection in the competition and if her face and body do not look beautiful, she will not be allowed to appear on 
screen. Recently, she has developed a skin allergy on her face presenting in the form of a small red spot. While she visits her
dermatologist, she overhears his conversation with another patient who presented with a similar complaint and was diagnosed 
with hives disease. During her consultation, the doctor tells her that she has a simple seasonal allergy which should go away 
after few days of medication. However, S  is not convinced about this and confirms with the doctor on whether she too has 
developed hives. The doctor smiles and says that she does not have any severe skin condition and that she should not be 
worried. On her way back home, S feels extremely angry. She is  convinced that her doctor was smiling at her because he found 
her stupid and later he must have been making fun of her. She thought that her doctor must be thinking that she is a "psycho".  

When she reached home, she started surfing the internet for various skin conditions and read in great details 
about eczema, hives, and rosacea. After gaining this information she started experiencing extreme amount of stress and worry 
over her condition. She started getting distressing thoughts like "What if my problem is not just an allergy", "What if the doctor 
has misdiagnosed", "What if I have developed rosacea", "These medicines may cause reactions and slowly my entire face will 
turn red", "I will look so ugly", "Nobody will select me in the competition", "What if the allergy starts growing and spreads 
though out my body and then the internal organs". In the evening, while she sat for her singing practise, she  

experienced slight itching and burning in her throat. She started thinking that the allergy must have spread to her tonsils and 
glands and slowly her voice will start cracking and become hoarse. If this happens she will never be able to become a singer. 
She stops eating her food and starts spending sleepless nights in mulling over her condition. Gradually, she stops interacting 
with her parents and reacts very angrily whenever talked to. She also stops going for her singing classes. She keeps laying in 
bed thinking that because of her allergy, she has started to look ugly and soon the allergy will develop into some serious skin
disease, and her voice will also go away. In a few days she also started experiencing burning sensations in her stomach and 
anus and her condition of Irritable Bowel Syndrome (IBS) worsened. Now S was convinced that because of  her IBS and skin 
allergy she will never be able to become a singer and that there was no use living any further. She refuses to visit the doctor 
because she is convinced that the other day, he made fun of her and that all doctors are like him and will make fun of her.

Fig. 8.5  Case illustration
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8.10  Assessment of Stress

Assessment of stress involves identification of signs of stress, the causes (stressor), 
and the present demands and resources of the individual. This can be carried out 
using detailed interviews, providing the adolescents with self-assessment records, 
and through structured questionnaires and inventories.

8.10.1  Interview-Based Assessment

The experience of stress, level of stress, signs and symptoms, and nature of coping 
can be assessed using open-ended questions. Various questions that can be asked 
to assess for presence of stress and its related symptoms are provided in Table 8.3.

8.10.2  Self-monitoring

Adolescents can also be provided with daily logs to monitor stress. They may be 
asked to maintain a regular record of situations in which they feel stressed and 
the thoughts, feelings, and sensations they experience in order to monitor for signs 
of stress. Thus, in the case vignette given in Fig. 8.5, S can be asked to keep the 
record provided in Table 8.4.

Stress journals can be provided for monitoring the stressors and the usual cop-
ing responses. In the same example in the case vignette, S could be asked to main-
tain the journal as provided in Table 8.5.

Self-monitoring sheets to assess the level of stress among adolescents can also 
be provided. Adolescents can be asked to maintain a record that indicates their 
daily level of stress. Ratings may be done as provided in Table 8.6.

Table 8.3  Interview-based assessment of stress

List of questions used for eliciting stress
How do you know when you are feeling stressed?
What are the first things you notice when you experience stress?
What are your early warning signs of stress?
Where do you feel stress in your body?
What do you notice about your body, thoughts and feelings when things are difficult?
How do you behave when you are feeling stressed out?
Do you often feel weepy or irritable?
Do you feel things are getting on top of you?
How do you react to stress?
How do you currently cope with stress?
How do you usually handle stress? List your usual coping habits.
How effective are the coping behaviours you have used in the past? Do they reduce or eliminate 
the stress?
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8.10.3  Questionnaires and Inventories

Several self-report measures for assessment of stress among adolescents are also 
available. These are given in Table 8.7.

8.11  Stress Management Interventions

Before introducing the techniques, let us consider another example of an adoles-
cent experiencing high level of stress (Fig. 8.6).

Various techniques can be used by adolescents to manage stress. One can deal 
with stress by directly avoiding the stressors wherever possible. However, when 
the experience of stress seems unavoidable, individuals can learn ways to alter 
their responses to stressors. Another way of managing stress may include adapting 
oneself to stressors. Finally, one can also learn to accept stressors and bring about 
lifestyle-related changes in order to handle it well (Fig. 8.7).

Table 8.4  Daily logs for recording stressful situations and responses to stress

Situation Automatic thoughts Emotions Physical sensations

Saw the red spot on 
face deepen in colour

This is not a simple 
allergy. The doctor 
has misdiagnosed me. 
This is a sign for some 
serious skin disease. 
There is something 
terribly wrong with my 
looks. How will I go 
out? How will I face 
my friends? They will 
make fun of me

Anxious, 
tensed

Palpitations, heaviness 
in head

Table 8.5  Stress journal

Time Stressor Feelings How you coped Effect of coping

• Effective

• Partly effective

• Not at all 
effective

Wednesday 
2:30 pm

Missed my music 
class

Irritation, 
anger

Locked my room 
from inside 
and kept laying 
in bed think-
ing about how 
terrible my day 
was because I 
couldn’t go for 
the music class

Not at all effec-
tive, felt worse 
about the whole 
thing
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These stress management techniques can be taught in individual as well as 
group settings. When practised in group settings, the intervention serves to be cost 
and time effective modality. These techniques can be taught according to the needs 
of the individual/group.

8.11.1  Avoid Stressors

Direct avoidance of stressors can be done when possible. Many a times, adoles-
cents know exactly when and in what situations they are bound to feel stressed. 
For example, an adolescent may be aware that going for a drive with friends in 
the evening may leave him with very little time to prepare for his test the next day. 
This individual can be asked to avoid going for the outing or attending calls from 
those friends for that evening.

8.11.1.1  Assertiveness Training

Often, the communication styles used by individuals can also lead to experience of 
stress. Effective communication skills in the form of assertive communication can 

Table 8.6  Daily stress monitoring log

1 2   3  4   5  6 7

Not at all Very Mildly Moderately Fairly Highly Extremely

Stressed Mildly Stressed Stressed Stressed Stressed Stressed

Sunday Monday Tuesday Wednesday Thursday Friday Saturday

Time 1  
(10 am)

Rating

2

Time 2 
(12.30 pm)

5

Time 3 
(6.48 pm)

7

Time 4 
(10.32 pm)

4

Day overall 5
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Table 8.7  List of tools for assessment of stress

Name of the tool Description

Acute stress checklist for children 
(ASC-Kids), Kassam-Adams 
(2006)

ASC-Kids is a 29-item self-report measure used to assess acute 
stress reactions within the first month after exposure to a poten-
tially traumatic event. The questionnaire can be administered 
within the age group of 8–17 years

Adolescent coping orientation for 
problem experiences (A-COPE); 
Patterson and Mc Cubbin (1987)

The A-COPE is a 54-item scale designed to explore the coping 
behaviours among adolescents that are associated with normal 
stress. The scale identifies 12 different coping patterns: ventilat-
ing feelings, seeking diversions, developing self-reliance and 
optimism, developing social support, solving family problems, 
avoiding problems, seeking spiritual support, investing in close 
friends, seeking professional support, engaging in demanding 
activity, being humorous and relaxing

Stressful life events scale (LES) 
(Aggarwal et al. 2007)

LES has been developed exclusively for Indian adolescents and 
is a culturally adapted version of social readjustment rating scale. 
It is a 40-item scale where the adolescents are asked to report 
only the events which had occurred in their lives in the past one 
year. The scores are interpreted as composite weighted scores 
and second-order groupings of controllable, uncontrollable and 
distressful events

Adolescent stress questionnaire 
(ASQ) (Byrne et al. 2007)

The ASQ is an inventory made up of items originally designed 
to measure common stressors that adolescents may experience 
in their daily life. The scale was developed with the intention to 
ensure that the list of stressors was based on adolescents’ indi-
vidual experience and broadly salient to the contemporary issues 
facing young people at that time

Child and adolescent needs and 
strengths—trauma comprehensive 
version, Kisiel and Lyons et al. 
(2011)

The measure is used to assess information on traumatic  
experiences and whether adjustment to trauma affects  
functioning. It is a comprehensive tool that can be assessed 
within age groups of 0–18 years

Dimensions of stressful events 
rating scale (DOSE), Fletcher  
(1996)

The DOSE is a 50-item clinician administered scale used to 
assess the specific characteristics of high-magnitude stressful 
events among age group of 6–18 years

Stress appraisal measure (SAM); 
Peacock and Wong (1990)

The SAM is a 28-item questionnaire that examines 6 dimensions 
of primary and secondary appraisal of stress. Three components 
measure primary appraisal: threat, challenge and centrality.  
Three components measure secondary appraisals relating to  
stress controllability: controllable-by-self, controllable-by-others 
and uncontrollable-by-anyone. The questionnaire also measures 
overall perceived stress, which is referred to as stressfulness

Responses to stress in  
adolescence questionnaire; 
Connor-Smith (2000)

The RSQ consists of 57 items assessing a range of volitional 
coping and involuntary responses to stress characteristic of 
adolescence. Separate versions were developed for adolescents’ 
self-reports and parents’ reports of their adolescents’ responses. 
Items are rated on a scale from 1 to 4 that indicates the degree to 
which or frequency with which each response is enacted by the 
adolescent (from not at all to a lot)

Academic expectations stress 
inventory (AESI); Ang and Huan 
(2006)

The AESI is a 9-item inventory that measures expectations (from 
self, parents or teachers) as a source of academic stress in middle 
and high school adolescents. Responses are rated on a Likert-type 
scale ranging from 1 (never true) to 5 (always true). High scores 
indicate greater level of perceived academic stress from these 
expectations

(continued)
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help in decreasing the demands and increasing the personal resources. The main 
aim of assertive communication is to honestly communicate one’s thoughts, feel-
ings and needs in a respectful manner. The most important elements involved in 
assertiveness training have been discussed in detail in the Appendix.

A crucial part of assertiveness training involves learning to say “no”. In the 
case cited above, R can be taught skills for assertive communication in order to 
deal with the problems he is facing with his classmates wherein he can learn to 
assertively refuse to carry out the petty jobs he is assigned that utilize his time and 
also make him feel more overloaded.

Table 8.7  (continued)

Name of the tool Description

Youth outcome questionnaire-
self-report (YOQ-SR), Wells 
et al. (2005)

The YOQ-SR is an adolescent self-report measure with 64 items 
that assess a wide range of troublesome situations, behaviours 
and moods that are common among adolescents. The meas-
ure has 6 scales: intrapersonal distress, somatic, interpersonal 
relationships, critical items, social problems, and behavioural 
dysfunction along with a total problem scale. It can be used for 
assessment in age groups of 12–18 years

CASE VIGNETTE II

R is a 16 year old boy from Nashik, Maharashtra who has shifted to Delhi with his family recently. He has been a high achiever 
throughout schooling and has been an all rounder. His teachers used to admire him and would give examples of his achievements to 
other school children in order to motivate them. He has finished his Class 10th exam in Nashik and secured a roaring 96.7% marks. 
However, his schooling has been done through a Hindi medium school where the spoken language has been mostly Marathi or else,
Hindi. Because of his impressive scores he has got admission in one of the top notch schools in Delhi where he has enrolled in the 
medical stream in Class 11th. His first few days in Delhi have been full of excitement where R has felt delighted at being in the new 
city and exploring the new culture. However, within the first month at school, R has already started facing a lot of problems. Since he 
is now enrolled in an English medium school, language is becoming a major barrier in hampering his performance. He is not being 
able to make new friends since his interests differ. While most of his classmates are "party freaks", R doesn't end up gelling in. He has 
never been to night clubs. The new "lingos" and slangs used by his classmates (fuccha, thulle, jugaad, omg, rofl, bajaaod, bro, ciggie, 
cut surd, dude, sarky, vella, zapped) seem to be a foreign language to R. While in Nashik, the school houses were simply named by 
the colour-red house/blue house; in R's new school, houses have English names (Rangers for green house, Barrow for red house). 
Within the first few days at school, on being asked by his teacher as to which house he has been allotted, R mispronounces the name 
and feels embarrassed as everyone laughs at him. During the first few classes, R dares to ask doubts from teachers, however, after 
being scolded by one teacher for "asking a stupid question", R has stopped clearing his doubts for the fear of being humiliated. He 
misses his old days where every teacher would admire him. His classmates also end up assigning him many class related activiti es and 
then make fun of him. R is unable to refuse to perform these tasks. He has also joined a premier coaching institute for preparing for 
his pre-medical entrance exams. The classes happen daily for 3 hours leaving him with little time for anything else. He has also 
enrolled himself in English speaking classes that happen thrice in a week. R  is also supposed to give regular tests at school at least 
once in a week for internal assessment. Many a times, he also has weekend assessments at his coaching centre along with a weekly 
test in school. The syllabus being covered school is totally different from that being covered at the institute. R feels as if a mechanical 
machine being made to work all the time-school to English classes to coaching centre and then coming back to finish homework and 
prepare for tests and assessments. He feels as if time flies through. He has started feeling irritated all the time and ends up arguing 
with parents without any significant reason. He also feels as if he is yearning for sleep but has no time to do so. R's scores have 
declined significantly. From being an A grader perpetually through school, he is now getting "C"s and "D"s. His appetite has 
decreased, he feels sleepy all the time but finds no time to sleep. The frustration from not being able to achieve, from being the clown 
of the class, from not being able to refuse his classmates when he is made to do petty jobs, and from lack of sleep are leaving R under 
a lot of stress. He has now started procrastinating working on his assignments and preparing for his tests and ending up in a panic state 
on the day before the test or the assignment submission. 

Fig. 8.6  Case illustration II



162 M. Mehta and V. Sharma

The following are some examples of various ways to say “no” (Fig. 8.8):
Instructions for assertiveness training have been provided in the Appendix (II-i)

8.11.1.2  Conflict Management

Conflicts can become a major source of stress among adolescents. By build-
ing conflict resolution skills, adolescents are able to resolve conflicts in a better 
manner, which in turn can eliminate stress. Conflicts involve differences between 
two or more persons about things such as values, ideas, perceptions and opinions. 
Adolescents may experience a significant majority of stress arising from conflicts 
with peers and parents, as well as psychological conflicts (between two ideas/
thoughts/beliefs/decisions). Resolving these differences can best be achieved using 
the conflict resolution process. Figure 8.9 highlights the points that are important 
in managing conflicts that involve persons.

Fig. 8.7  4 A’s for dealing with stress

> Simple: "Thank you for the invitation, but I have already made some other plans for that day"

>Alternative: " I have too much work, I won't be able to help you, but let me help you find someone else who can 
help you with this'

> Gracious:"I really appreciate your asking me, but i have already committed for that time to someone else"

> Someone else involved in the decision: "I have promised my mother that I will not go to the party without asking 
her permission"

Fig. 8.8  Examples of saying “no” using assertive communication

• Consider that the individual is separate from the problem
• Use only objective criteria for resolving the conflicts
• Think of as many options that involve mutual gain
• During resolution try to maintain your focus on the common interests and not the individual positions 

Fig. 8.9  Essential points to be considered during conflict resolution with people
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Let us understand this in detail using the following example:
In Case vignette II, R is facing a situation where he wants to go for a wedding of 

one of his closest cousins. R was excited about the wedding and wanted to attend 
all the functions. However, he had his mid-term examination in the same week as 
the wedding. He wants to attend all the events related to the wedding and spend 
maximum time there, however, he is as motivated to study hard and score as much 
as he used to in his old school in Nashik. This is termed as an “approach–approach” 
conflict. R can now be asked to follow the steps given in Fig. 8.10 to resolve this.

This can also be practised using case vignettes, and modelling and behavioural 
rehearsal.

8.11.1.3  Time Management

Under high levels of stress, the motivation to perform things decreases. Under 
these circumstances, one may find that they are giving up on hobbies and other 
activities that they previously enjoyed. This can lead to feeling even worse and it 
becomes a vicious cycle.

Procrastination and poor time management skills can be a major source of 
stress. Managing time can help adolescents plan their activities in advance, and 
it helps in incorporating pleasurable activities in daily routine in addition to usual 
daily tasks in order to combat stress.

Fig. 8.10  Steps for conflict resolution
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Adolescents can be asked to maintain a to-do list in which they can make a list 
of all the activities that they have to-do, such as doing homework assignments, 
finishing a project and attending a coaching class. This will help them to know 
the amount of time they have that is free for other pleasurable activities. They can 
be asked to pace out time so that they have time to finish important tasks as well 
as spare time for relaxation. The free time can be used in meeting friends, going 
for a movie/outing, indulging in hobbies, exercising, etc. Time management can 
also help in planning and regulating bed times so that there is a regular sleep pat-
tern which in turn helps in improving mood and energy levels. Adolescents can be 
asked to plan out daily activities, leave extra time in between appointments, plan 
their travel in such a way that it saves time, maintain a priority list, delegate some 
activities to others wherever possible and take advantage of wasted time such as 
reading while travelling in a metro.

Essential points to be considered have been provided in the chapter on study 
skills (Chap. 4).

In Case vignette II, R can be taught time management skills in order to deal 
with the stress evolving from attending coaching classes, English speaking classes, 
managing time for his homework assignments and preparing for his tests. He can 
be asked to maintain a to-do list for each day. On the days and weeks where he has 
too many tasks to perform, he can be asked to differentiate among them between 
urgent and important tasks. He can then choose urgent tasks to finish first followed 
by the important tasks and keep reviewing the list on a regular basis.

8.11.2  Alter the Stressor

If the stressful situation cannot be avoided, one can figure out ways to try and alter 
it. This requires figuring out what can be done to change things so that the prob-
lem does not present itself in future.

8.11.2.1  Progressive Muscle Relaxation Technique

Progressive muscle relaxation is a very effective technique for reducing stress and 
improving the overall mood. Instructions and guidelines for practicing the progres-
sive muscle relaxation technique have been provided in the Appendix.

8.11.2.2  Diaphraghmic Breathing

Diaphraghmic breathing is a relaxation technique that releases tension from the 
body and mind, thereby reducing the experience of anxiety resulting from stress 
and improving overall physical and mental wellness. Detailed and structured 
instructions for practising the technique have been provided in the Appendix (II-a).

http://dx.doi.org/10.1007/978-81-322-2241-5_4
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8.11.2.3  Mindfulness Meditation

Mindfulness is the quality of being completely engaged in the present moment, 
without trying to think about the experience. Mindfulness meditation switches the 
focus on what is happening right now, rather than worrying about the future or 
thinking about the past. Mindfulness meditation finds its roots in early Buddhist 
meditations. The first mindfulness-based stress reduction programme (MBSR) was 
developed by Kabat-Zinn (1990). This programme has been widely researched and 
modified for use in different populations and is proving to me a promising mode 
of treatment in dealing with a wide variety of problems. A modification of this 
programme for adolescents to deal with stress has been done by Biegel and col-
leagues in 2009 (MBSR-T; Biegel et al. 2009). Mindfulness exercises take effort 
to maintain concentration and to bring it back to the present moment when mind 
wanders off. But with regular practice, mindfulness strengthens the areas of the 
brain associated with joy and relaxation. Mindfulness provides a very effective 
treatment to the common causes of daily stress such as distraction, agitation, time 
pressure and interpersonal conflicts. Another variant of mindfulness meditation is 
called the body scan technique. Instructions for mindfulness meditation and body 
scan meditation are provided in the Appendix (II-c).

8.11.2.4  Guided Imagery

Guided imagery is a convenient and simple relaxation technique that can help in 
quickly and easily managing stress and reducing tension. This technique can help 
to ease tension and stress. Practice of guided imagery involves imagining a scene 
in which one feels at peace, and free from all tension and anxiety. Detailed instruc-
tions of a guided imagery practice exercise are provided in the Appendix (II-b).

8.11.2.5  Visualization

Visualization is a stress reducing technique where we can use our imagination to 
visualize situations that make us feel good. These feelings bring on the relaxa-
tion response. The first step in visualization is to close the eyes. The next step is 
to allow the mind to wander to a place that makes one feel good. This could be 
any relaxing environment. The key is to mentally take oneself to a positive place. 
Visualization can be used to foresee positive outcomes to situations. For example, 
you are preparing to give a presentation and you feel stressed. Take a deep breath 
and visualize that you are standing in front of your class giving an exemplary pres-
entation. Everything has turned out to be great. This type of visualization is like a 
mental rehearsal. Again, the thoughts must be positive and everything must turn 
out well.

Visualization can be used along with positive self-affirmations to bring about a 
relaxing effect and help combat stress.
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8.11.2.6  Expressing Thoughts and Feelings

The simple act of expressing what one may be going through can be very cathar-
tic. Talking to a friend or a family member, sharing your feelings, confiding in a 
close one can help ventilate bottled up emotions that lead to significant amount 
of stress. When one feels that their problems cannot be directly shared with 
someone else, one can use other techniques that facilitate ventilation such as 
talking to a pillow or writing in a diary. Writing one’s feelings helps in gradually 
easing the feelings of emotional trauma or stress. Writing or talking about emo-
tional experiences has been found to be associated with significant health-related 
benefits. Adolescents can be asked to write for at least four days in a week for a 
minimum of 20 min per day. In their writings, they should be asked to acknowl-
edge their emotions more openly and allow themselves to feel all the emotions 
associated with the event in question. Expressive writing exercise is a useful 
behavioural technique that can be used to facilitate ventilation of pent up emo-
tions and in dealing with stress. Instructions for expressive writing are given in 
Fig. 8.11.

8.11.3  Adapt to the Stressor

If an individual cannot change the stressor, he/she can adapt to stressful situations 
and thus regain their sense of control by changing their expectations and attitude 
related to the situation.

Fig. 8.11  Instructions for expressive writing exercise
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8.11.3.1  Distraction

If excessive worry or rumination is causing stress for adolescents, then distraction 
may be appropriate technique to be used in response to stress. Distraction involves 
using behaviours that involve engaging in any kind of pleasurable activities to dis-
tract oneself from the stressful event. These may include listening to music, read-
ing an interesting novel, watching television, exercising or indulging in any hobby. 
Distraction is a form of a passive coping strategy. The individual copes with the situ-
ation without directly confronting it or trying to solve the problem. By using distrac-
tion techniques, we stop thinking about what is bothering us for a while and instead 
think about something else. In the first case vignette, S could be taught distraction 
techniques to deal with stressful thoughts about her red patch. She could be told that 
in order to cope with her distressing thoughts, while she has stopped doing her daily 
chores and going for any outing and stays sitting in her bed thinking further about 
her looks and what could happen, this is only worsening her state further. She could 
be asked to use various distraction techniques such as humming a song loudly or 
start watching funny videos on Internet whenever these thoughts occur in her mind. 
A detailed list of distraction techniques has been provided in the Appendix (II-e).

8.11.3.2  Worry/Rumination Postponement

The worry/rumination postponement experiment is a strategy that helps strengthen 
control over excessive and persistent thinking. This technique is effective in chal-
lenging the beliefs about uncontrollability over negative thinking. For instance, if 
an adolescent feels stressed and has been experiencing a lot of negative and anxi-
ety producing thoughts and believes that he has no control over these thoughts and 
he just loses his ability to disengage from the web of thoughts, he may be given 
the instructions given in Fig. 8.12 to practise the exercise.

Fig. 8.12  Instructions for worry postponement exercise
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S could be asked to allot 15 min in the evening, from 6 to 6.15 pm, to mull 
over her thoughts about her skin allergy. She could be asked that at any point dur-
ing the day if these distressing thoughts occur to her mind, she can gently instruct 
herself to postpone the time of thinking to the allotted slot. She should also be told 
clearly that she is supposed to use this worry time only if she feels the need and 
not otherwise.

8.11.3.3  Cognitive Restructuring

Unhelpful thinking styles in the form of faulty and dysfunctional beliefs can 
lead to maintenance and worsening of stress and lead to further complications. 
Cognitive restructuring is a form of cognitive therapy that can help adolescents 
identify, challenge and alter stress-inducing thought patterns and beliefs. The main 
aim of cognitive restructuring was to help individuals to replace stress-inducing 
thought patterns with more accurate and flexible styles of thinking. During periods 
of heightened stress, the brain is designed to focus attention on potential threats 
and problems and exclude paying attention to the other important sources of infor-
mation. In this process, several errors in thinking may occur. These errors lead to 
increase in the feelings of anxiety, worry and helplessness, which in turn can lead 
to avoidance instead of problem solving. Learning how to recognize when these 
thinking errors occur and how to correct them can help alleviate distress and facili-
tate more productive coping efforts.

•	 Role of thought appraisals in experience of stress:

We generally attribute the causes of stress in our lives to outside sources such as 
heavy traffic, difficulty in our relations with a classmate in school and demand-
ing workload. But each of these can be stressful to one person and not stressful to 
another person. The difference here lies in perception. According to Lazarus and 
Folkman (1984), an individual’s perception of an event results directly from their 
cognitive appraisal of that event. Two cognitive processes are important in the per-
ception of stress: appraisal and coping. According to Lazarus and Folkman (1984), 
cognitive appraisal is the evaluative process used by a person to determine why 
and to what extent a particular experience or series of person-environment expe-
riences result in stress. They found that increased levels of dysfunctional stress 
occur when individuals perceive that they do not have the necessary interpersonal 
and/or physical resources to be able to successfully negotiate or cope with the 
demands or pressures coming from the environment.

In general, the way we view a situation or event contributes more to the gen-
eration of a stress response than the situation itself. The manner in which we 
think can have a large affect on the chance that we will experience stress. This 
is because our style of thinking affects the way we process information, which 
in turn affects the way we perceive a situation or event. Certain ways of think-
ing can distort perceptions and make it more likely for individuals to see that they 
lack resources. These may include negative thinking, discounting the positive 
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and maximizing the negative, overgeneralising, pessimism, over-analysing, self-
criticism, rigid (black and white) thinking, exaggerating and catastrophizing, etc. 
These thoughts generally represent certain dysfunctional styles in thinking and 
cognitive distortions. A list of cognitive distortions is provided in the Appendix 
(II-h).

Here, we highlight the use of cognitive restructuring through case example 
highlighted in the Case Vignette I.

When S experiences stressful thoughts, she is experiencing many distortions in 
her thinking. For example, she is thinking of a common allergy as a form of some 
major dermatological disease. She is thinking that this will spread throughout her 
body and will affect her internal organs and her voice. Here, she is engaging in 
“catastrophizing”. She has been thinking that what if the doctor has misdiagnosed 
her condition, what if this is a major disease, what if the allergy spreads and what 
if she loses her voice. Here, S is engaging in the “what if statements”. She also 
believes that she must be good looking in order to be a successful singer and she 
should be having a beautiful face and body else she will be rejected. Here she is 
having the cognitive distortion of “Should and must statements”. She has decided 
that she will compete only in the upcoming Indian Idol and no other platform and 
if she does not get selected, she will never try becoming a singer. Here, she is 
engaging in “All or none thinking”.

The first step involves becoming aware of unhelpful irrational thoughts. This 
can be done by asking oneself, “What just went through my mind”,

Some common examples of unhelpful and irrational thoughts are provided in 
Fig. 8.13.

The next step involves challenging unhelpful thoughts. For example in Case 
Vignette II (Table 8.8):

Situation: R was unable to finish a particular homework assignment before the 
due date of submission due to ill health

Now he can challenge his unhelpful thoughts by asking the questions given in 
Fig. 8.14.

Fig. 8.13  Irrational thoughts
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The following exercise can also be used to dispute irrational thoughts. In this 
situation, an adolescent’s friends made a plan to go for a movie but everybody 
then refused last minute. He can practise the following exercise provided in the 
illustration in Fig. 8.15.

Citing another example from Case vignette I, S has reacted angrily towards her 
sister on being asked to come along with her for shopping. She can be asked to do 
the exercise given in Fig. 8.16.

Adolescents can be asked to apply these techniques to challenge their unhelpful 
thoughts that result in experience of stress. These techniques can be used to test if 
the thoughts are realistic and balanced.

8.11.3.4  Practising Positive Thinking

An optimistic state of mind can have positive effects on health as well as well-
being. Keeping a positive attitude overall and looking for the positive things in 

Table 8.8  Identifying cognitive errors

Unhelpful thought Category

I am such a failure Labelling

My teacher is going to send me to the principal and I will be expelled 
from school

Catastrophizing

What if she gives me a zero in my final internal assessment because I  
did not finish this homework

What if statements

Fig. 8.14  Questions used for challenging dysfunctional thoughts
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Fig. 8.15  Cognitive restructuring I

Fig. 8.16  Cognitive restructuring II
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people and situations is an excellent stress strategy to reduce stress. Positive 
 thinkers mostly tend to expect the best. When bad things happen to them, they 
consider this occurring to be unusual. Pessimists, on the other hand, expect bad 
things to happen to them.

Some important steps involved in positive thinking include:

•	 Ending any negative self-talk

Before you talk, think about what you are going to say to yourself. If you notice 
that you are taking a negative perspective, then stop. Look for signs of negative 
thinking, which mainly include words with negative connotations such as no, not, 
never, can’t, shouldn’t, couldn’t, don’t, and won’t. When you find yourself think-
ing on these lines, make an effort to stop yourself in middle and find a positive 
way of saying the same thing.

The following techniques can be used to replace negative thinking:

•	 Thinking in a positive way

Speaking from a negative perspective always seems easier. Positive thinking 
involves employing extra efforts. One way to speak positively is to talk about what 
you would like, rather than what you don’t. You can speak about what you want, 
rather than what you don’t want. Many problems that create stress can be looked 
upon as opportunities. For instance, students may complain about an assignment, 
paper or test, but each of these can be seen as an opportunity to learn, practice and 
improve skills.

•	 Practicing positive language everyday

There are many opportunities throughout the day for practicing positive thinking. 
These may include what you think about a classmate or about general thoughts 
about life, etc. These opportunities can be used to practise positive language and 
use positive self-talk.

Examples of using positive language are included in Fig. 8.17.

Fig. 8.17  Replacing negative with positive language
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8.11.3.5  Using Positive Affirmations

Many adolescents experience negative thoughts very frequently. Negative think-
ing is self-fulfilling in nature. As a result of this, adolescents may easily tend to 
believe that they are not good enough. A useful strategy for dealing with this situ-
ation involves consciously doing just the opposite—using positive affirmations. 
Affirmations are positive, specific statements that help to overcome self-depreci-
ating, and negative thoughts. They are usually short, positive statements that target 
a specific behaviour, belief or area that one may be struggling with. Positive affir-
mations can be used to help adolescents raise their confidence, control negative 
feelings such as frustration, impatience and anger and improve self-esteem. Some 
examples of positive self-affirmations are given in Fig. 8.18.

Affirmations should always be formed in the present tense, as if they are 
already happening. For instance, “I am well-prepared and well-rehearsed, and I 
can give a great presentation” can be used before starting a presentation.

The power of affirmations lies in their repetition. Thus, it is advised to recite 
the affirmations several times a day. One should also repeat them particularly 
when engaging in negative thinking.

8.11.3.6  Problem Solving

Deficits in problem-solving skills can be a major source of stress among adoles-
cents. Adolescents with poor problem-solving ability may feel overwhelmed and 
this can make them feel extremely distressed. Problem solving involves a struc-
tured way of working through a problem. Training in problem-solving skills can 
be done using modelling and behaviour rehearsal as well as using case vignettes. 
The therapist can act as a model and demonstrate the steps involved in solv-
ing a hypothetical problem while the adolescent can be encouraged to learn and 
rehearse these skills. Adolescents can also be provided with case vignettes present-
ing a particular situation that demands a solution to a problem. A description of 
steps involved in problem solving has been provided in the Appendix (II-g).

To explain this further, let us consider the description provided in Case vignette 
II; R may be facing a lot of stress due to his lack of ability to solve problems. 

Fig. 8.18  Positive self-affirmative statements
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Thus, on a particular day, when after many days of procrastination, R realizes that 
he has to submit an important assignment the next day and also has a test at his 
coaching institute on the day that follows; he may panic over how to solve this 
problem at the last minute. He can carry out the steps as highlighted in Fig. 8.19.

8.11.4  Accept the Stressor

Sometimes, stress may arise from unavoidable situations. In these situations, the 
best way to cope with stress is to accept things as they are. Accepting the situation 

Fig. 8.19  Steps involved in problem solving citing case example
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as it is may initially seem difficult, but eventually, one may learn to positively 
adapt oneself according to the demands of the situation, once it has been accepted. 
For instance, it is important to learn that we cannot control other people’s thoughts 
and behaviours, so rather than stressing over them, we can learn to control our 
reactions towards such individuals. When stressors seem to be unavoidable, we 
can learn to look at them in an optimistic manner, changing our outlook to look 
upon these situations as learning opportunities for our overall growth. Other ways 
for accepting stressors include bringing changes in our lifestyle so that we are bet-
ter able to cope with these situations.

8.11.4.1  Lifestyle Modification

A healthy lifestyle is essential for stress reduction. Adolescents can improve their 
general health by going for regular exercise, eating a healthy diet which is rich in 
a variety of whole grains, vegetables and fruits, and avoid taking excessive alco-
hol, caffeine and tobacco. Regular physical exercise can also serve as an effec-
tive distraction technique and may directly neutralize the harmful effects of stress 
on blood pressure and the heart. Nicotine, alcohol, caffeine and drugs are used by 
many adolescents to get away from stress. Consuming too much of these compo-
nents has a powerful opposite effect. These substances only temporarily mask the 
problem but they do not eliminating it. Overuse of these substances can be harm-
ful for health. Poor eating habits can also cause significant amount of stress. Not 
eating or eating less can make one feel tired and mentally exhausted and in turn 
makes the individual more vulnerable to daily stressors. Lack of sleep also makes 
one get agitated at small things. Sometimes excessive stress can cause stress-
induced insomnia. Getting enough sleep, maintaining time for sleep and going to 
bed a little earlier can protect the mind against stress tremendously. Keeping pets 
can also reduce stress levels. Caring for a pet helps in reducing cortisol levels and 
blood pressure. Aside from making these changes, one can also include regular 
leisure time activities in daily routine. These lifestyle changes can be included in 
adolescent’s behavioural plans.

8.12  Barriers to Treatment

Stress can mean different things to different people. It affects the way an indi-
vidual deals with his/her life events and can have a serious impact upon health 
and well-being. However, since it is mostly viewed as a part of living, individuals 
may not realize the importance of seeking treatment for the condition. Many a 
times, most individuals do not acknowledge stress as a potential problem. Quite 
often, when stress is looked upon as inevitable, adolescents may start viewing 
themselves as passive, helpless victims of such states and allow stress to take 
complete control over their lives without taking necessary measures to combat it. 
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One may tend to ignore the impact that prolonged stress can have upon overall 
health and eventually develop many physical and psychological diseases related 
to stress. Another barrier to management of stress is its severity and co-morbid-
ities. Stress is quoted often associated with depression and anxiety. Co-morbid 
psychopathologies related to severe stress levels can lead to dropout from therapy 
if they are not addressed on time. Extremely high levels of stress can also inter-
fere significantly with skill building for managing stress. Other barriers to treat-
ment may include rigidity in thinking styles, personality-related problems, poor 
motivation for change, resistance to change, procrastination and poor motivation 
to implement newly learnt plans for managing stress. Lastly, a common barrier to 
the treatment of most psychological conditions including stress stems from the 
fact that due to a heightened tendency for being easily self-conscious commonly 
associated with this stage of life, many adolescents may view seeking treatment 
as a sign of weakness and may hold generally oppositional attitudes towards help 
seeking.

8.13  Summary and Conclusion

Adolescents may experience stress everyday and can benefit from learning stress 
management skills. While some types of stressors may be perceived as positive, 
others may pose a significant threat to the adolescent’s overall health and well-
being. Most adolescents experience more stress when they perceive a situation as 
problematic, difficult or painful and they do not have the resources to cope. Some 
sources of stress for adolescents might include school demands and frustrations, 
negative thoughts and feelings about themselves, physical changes in their bod-
ies, problems with friends and/or peers at school, separation or divorce of par-
ents, moving or changing schools, taking on too many activities or having too 
high expectations. In India, one of the major sources of stress among adolescents 
stems from academic pressures. Every year, during examination times, newspapers 
and dailies are flooded with reports of adolescents succumbing to high levels of 
stress and committing suicide. Inadequately managed stress can lead to experience 
of high levels of anxiety, withdrawal, aggression, physical illness or poor coping 
skills such as drug and/or alcohol use. Although stress is uncomfortable, it is a 
manageable condition. Effective stress management involves developing helpful 
and more problem-focussed coping skills and can thereby lead to building resil-
ience in an individual. There are many ways in which individuals can be taught 
to manage stress. Where stress seems to be a directly avoidable, adolescent can 
be trained to identify vulnerable situations and directly prevent their exposure to 
these states. Stress can also be avoided by learning effective communication skills, 
learning to say no, resolving conflicts effectively and managing time. Adolescents 
can also be taught to alter the stressors by practising various relaxation exer-
cises and meditation to cope with stress. They can also learn to alter stressors 
by expressing their thoughts and feelings so as to maintain communication and 
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avoid bottling up of feelings leading to distress. Another way of managing stress 
involves adapting to the stressor by changing one’s reactions to stress and styles of 
thinking. Cognitive techniques such as identifying automatic thoughts, recogniz-
ing and correcting cognitive distortions, developing new ways of thinking more 
realistically, practising how to think positively, building an optimistic disposition, 
practising distraction techniques and learning effective problem-solving skills can 
help adolescents cope better and more effectively. Finally, where stress seems 
unavoidable, accepting the situations, maintaining friendships, practising regular 
physical exercise, taking time to enjoy life and building an overall healthy lifestyle 
may help combat the experience of stress.
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9.1  Introduction

Pain constitutes a complex multi-dimensional phenomenon with physiologi-
cal (etiology), sensory (intensity, quality), affective (emotional response), cogni-
tive (thoughts about the experience), and behavioral (e.g., grimacing, avoidance) 
components. It affects various aspects of an adolescent’s life including physical, 
psychological, and emotional states, disrupting daily activities, academic aspects 
as well as peer and family relationships (France and Krishnan 1988; Marks et al. 
2006; Pradhan et al. 2000).

Acute pain has a short duration (less than 6 months), which is usually associ-
ated with tissue damage. It serves as a warning symptom for a person to get inves-
tigated or treated for an injury or pathology. Chronic pain refers to pain lasting 
more than 6 months, resulting from neurobiological changes in the nervous sys-
tem. The emotions usually accompanying this kind of pain are despair, frustration, 
hopelessness, and depression.

Chronic and recurrent pain not associated with a disease is very common in 
childhood and adolescence. In a recent systematic review, the prevalence rates 
for types of pain were reported as follows: headache: 8–83 %; abdominal pain: 
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4–53 %; back pain: 14–24 %; musculoskeletal pain: 4–40 %; multiple pains: 
4–49 %; other pains: 5–88 %. Pain prevalence rates were reported to be higher in 
girls and increased with age for most pain types. Lower socioeconomic status was 
associated with higher pain prevalence especially for headache (King et al. 2011). 
Recent negative evidence for certain pharmacological approaches (Silva 2003; 
Silva et al. 2005) suggests that there is a growing need for management of pain 
and psychiatric disorders using non-pharmacological therapies such as cognitive 
behavior therapy. Cognitive behavior therapy is based on the inter-relationships 
between our thoughts, emotions, and behavior (Beck 1995).

9.2  Cognitive Behavioral Model of Pain

This model assumes that the symptoms and disability associated with chronic pain 
are perpetuated by psychological, behavioral, and social factors. The cognitive 
behavioral experience of pain can be conceptualized under the following heads 
(Brown 2007) (Fig. 9.1):

(a) Predisposing factors

These factors include the following:

•	 Childhood trauma—This constitutes physical, emotional, or sexual abuse by 
parents or caregivers as well as neglect or lack of care. Persons with a history 
of trauma in childhood are thought to focus on bodily symptoms such as pain as 
a means of avoiding the cognitive and emotional processing associated with the 
traumatic experiences.

•	 Childhood experience of illness—The children with a history of physical illness 
in childhood that is reinforced by anxious parents may increase the focus on 
bodily symptoms, anxiety, and illness behavior in adulthood as well as resorting 
to maladaptive coping behaviors.

•	 Temperament/Personality—Negative affectivity or neuroticism personality fac-
tors have been found to be associated with somatic preoccupation, illness behav-
ior as well as symptom misinterpretation in persons with somatic complaints.

(b) Precipitating factors

These factors include the following:

•	 Physical illness—Recent physical illness may increase anxiety related to health, 
which may precipitate development of multiple somatic complaints such as 
recurrent headaches.

•	 Life events—Somatic symptoms such as pain may be preceded by life events 
such as trauma, interpersonal difficulties, or financial problems. This relation-
ship between life events and development of somatic illness may be medicated 
by factors such as anxiety or depression or body focus to avoid unwanted cogni-
tive and emotional processes associated with those life events.
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(c) Maintaining factors

These factors include the following:

•	 Illness beliefs—Some beliefs about physical health and illness have been found 
to be associated with maintaining somatic complaints such as headaches. 
Example of such beliefs include those involving beliefs about inability to toler-
ate stress or having vulnerability to illness, beliefs about importance of mainte-
nance of vigilance about symptoms, cost of illness or death, danger of anxiety 
as well as all or none beliefs about personal competence.

•	 Illness behaviors—Certain illness behaviors such as avoidance of certain stim-
uli or physical exercise, compensatory behaviors, repeated medical consulta-
tions, and body checkups may maintain somatic illness or symptomatic distress.

•	 Cognitive factors—Excessive rumination or worry about causes, implications, and 
treatment of symptoms, and physical health often maintain somatic complaints 

Fig. 9.1  Cognitive behavioral conceptualization of pain. Source Brown (2007)
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experienced by persons. A selective attribution bias for information confirming 
symptoms has been found to be associated with maintenance of somatic symptoms.

•	 Affective factors—Emotional distress such as anxiety and depression has been 
associated with increase in rumination, catastrophizing, and worrying about the 
pain symptoms as well as increase in illness behavior and increase in other pain 
symptoms.

•	 Social factors—Excessive reassurance/care-seeking from significant others may 
increase somatic preoccupation. The stigma associated with emotional distress and 
psychological illness by others may reinforce assigning physical causes to symp-
toms as well as increase illness behaviors. Increase in visits to doctors may at times 
increase misattributions regarding symptoms especially if causal factors associated 
with somatic symptoms are explained in an ambiguous way to the patient.

•	 Physiological factors—Certain physiological factors such as sleep and appe-
tite changes, organic illness, and medication overuse may maintain the illness 
behavior, associated emotional distress as well as cognitive misattributions and 
hence, exacerbate somatic symptoms.

9.3  Case Vignette

Ms. A, a 14 year old girl, student of class 9, belonging to middle socioeconomic 
family with no family history of psychiatric illness, presents with headache with 
nausea and vomiting. She reports having difficulty in attending school and concen-
trating on her studies due to the headaches. She has been diagnosed with having 
migraine by the physician and has been prescribed some medication. She has been 
referred to the consultant psychologist for non-pharmacological management.

9.4  Assessment

The goals of assessment include the following: firstly, to establish whether the 
possibility of any physical disease has been ruled out; secondly, to engage the 
patient in a therapeutic process; thirdly, to gain information regarding the cogni-
tive behavioral formulation of the presenting complaints; and lastly, to understand 
the medical and psychological conditions that the adolescent is suffering from.

The assessment tools employed in assessing an adolescent with pain are dis-
cussed below:

(a) Interview—This involves interviewing the adolescent and informant regarding 
the symptoms, history of development of symptoms, personality/temperament 
of the child (easy going, difficult), any associated medical conditions, history 
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of psychiatric illness in family, and developmental history. A detailed account 
of the chief complaints pertaining to the site(s) of pain, duration as well as 
precipitating stressors associated with it is taken into account. The medical 
investigations as well as comorbid pathology should also be elicited. At times, 
a model, i.e., a caregiver with pain behavior may be present in the patient’s 
environment. Information regarding that should be noted. This can also be 
supplemented with a mental status examination (appearance, perception, 
thought, mood, affect, thought, gait, attention and concentration, eye contact, 
higher mental functions, and insight).

(b) Self-report measures—Self-report measures can be considered as the most 
valid approach to pain measurement. Although self-report measures exist 
in verbal and nonverbal formats, both require sufficient cognitive and lan-
guage development to understand the task and generate an accurate response. 
Verbal self-report measures include structured interviews, questionnaires, 
self-rating scales, and pain adjective descriptors. Nonverbal measures include 
facial expression scales, Visual Analog Scales (VASs) (Fig. 9.2), and draw-
ings. Quantitative scales include the VAS and Colored Analog Scale (Barretto 
et al. 2004). Multi-dimensional pain measures help to assess pain experi-
ence, disability, and quality of life. These include the Bath Adolescent Pain 
Questionnaire (Eccleston et al. 2005). The McGill Pain Questionnaire (MPQ) 
may be used with older adolescents (Melzack et al. 1975).

(c) Pain diary/ABC chart—A pain diary or an ABC chart is a way to keep track of 
the situations, thoughts, and feeling. This helps to elicit the negative/automatic 
thoughts associated with pain sensations. This diary may be useful in identify-
ing cognitive distortions and restructuring them. Example of the pain diary of 
Ms. A is as follows:

A (Activating event) B (Beliefs) C (Consequences)

Trying to finish homework I cannot understand anything Headache, feeling irritated

(d) Observation The adolescents’ maladaptive patterns of emoting and behaving 
can be observed and recorded while he/she is at home or school (teacher and 
parent reports), while waiting for the therapy session, and during the therapy 
sessions. These can be useful in helping the adolescent learn adaptive coping 
patterns to cope with pain and any associated disability as well as for social 
skills training.

0 1 2 3 4 5 6 7 8 9 10

No Pain Moderate Pain Severe Pain

Fig. 9.2  Example of Visual Analog Scale
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9.5  Pain Management Sessions

Cognitive behavioral therapy focuses on understanding the physiological, emo-
tional, behavioral, cognitive as well as social factors involved in the precipita-
tion and maintenance of symptoms, distress, and disability experienced by the 
child/adolescent. It emphasizes the role of negative thoughts and increased emo-
tional distress in increasing maladaptive behavioral responses. It employs a range 
of cognitive and behavioral techniques such as relaxation, cognitive restructur-
ing, and problem solving to reduce symptomatic distress (Lipchik et al. 2002). 
The contraindications for cognitive behavior therapy include mental retarda-
tion, organicity, severe emotional and thought disturbance, and developmental 
disorders.

The common goals of cognitive behavioral interventions targeted at manag-
ing pain symptoms usually fall into the following categories: (1) psycho-edu-
cation, (2) addressing the lifestyle and personality factors associated with the 
vulnerability to develop a psychiatric illness, (3) provision of alternative, non-
catastrophic interpretation of symptoms in cognitive behavioral terminology, (4) 
challenging catastrophic thoughts related to psychiatric symptoms, (5) modifica-
tion of the dysfunctional beliefs associated with symptoms through behavioral 
experiments, (6) reversal of avoidance and maladaptive coping behaviors, (7) 
inculcating behavioral coping skills, and (8) instilling problem solving skills 
(Brown 2007).

Cognitive behavior management of pain disorders in adolescents is based on 
principles of agenda setting, guided discovery, and collaborative empiricism. The 
steps or techniques involved in the cognitive behavioral management of pain dis-
orders in adolescence are discussed under the heads of initial, middle, and termi-
nation sessions.

9.5.1  Initial Sessions

The initial sessions involve establishing a rapport with the adolescent, explaining 
the relationship between thoughts, feelings, and pain behavior as well as establish-
ing goals of therapy. The initial sessions take usually two sessions.

The first session is focused on forming a working therapeutic alliance with 
the adolescent and psycho-educating him/her regarding the nature and course of 
chronic pain as well as the role of stress and other psychological factors in precipi-
tating and maintaining the illness. The adolescent is made aware of what cognitive 
behavioral therapy entails by explaining the model of cognitive behavior therapy 
using an example. This further involves making the adolescent aware of how physical 
symptoms can be maintained or worsened through certain thoughts and behavior 
patterns.
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Example of an excerpt from the initial sessions:
Therapist: “…Hello A. My name is Dr. X. Would you like to tell me what 

problems you have been facing?…”
Adolescent: “…I have been having lot of headaches lately and have not been 

able to do anything…”
Therapist: “…When pain persists over time, you may develop negative 

thoughts about your pain or yourself (e.g., “I cannot do anything”). As a 
result of this, you may avoid doing activities (e.g., not going to school) 
for fear of increase in pain. (The therapist can draw a pain cycle diagram 
to show the adolescent the relationship between pain, distress, negative 
thoughts and avoidance behaviour.)

The treatment goals identified prior to therapy include objective and realistic 
goals. A contract regarding number of sessions can be negotiated at this stage with 
the adolescent as per the goals delineated.

Example of goals for the case vignette
The goals of therapy for the case of Ms. A would include the following:

•	 To reduce the pain and reliance on pain medicine
•	 To learn skills to cope with pain
•	 To improve physical and emotional functioning (feeling better, going to 

school regularly, being able to concentrate on studies, etc.)
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9.5.2  Middle Sessions

The middle therapy sessions focus on teaching the adolescent cognitive behavioral 
techniques and giving homework assignments. Middle sessions usually range from 
4 to 6 sessions. The cognitive behavioral techniques that are used for pain manage-
ment include the following (Beck 1995):

(a) Relaxation techniques—Since pain is associated with emotions of stress and 
anxiety, simple relaxation techniques can be introduced in the third or fourth 
session of therapy. Relaxation techniques for pain may include the following:
•	 Muscle relaxation—Pain often results in muscle tension. Muscle relaxa-

tion exercises involve a series of movements where participants actively 
tense and then relax different sets of muscles in a particular order, such as 
beginning with those in the head and working your way down to the feet.

•	 Guided imagery—This involves imagining a peaceful, beautiful environ-
ment to refocus attention and divert the mind and feelings away from the 
pain sensations (Appendix IIb).

•	 Biofeedback—This involves making changes to one’s bodily functions 
through activities such as guided imagery. Through hand-held machines 
that provide audio and visual information, biofeedback can help to measure 
changes in heart rate, muscle tension and relaxation.

(b) Distraction techniques—This technique involves redirecting the focus from 
the pain sensation to another activity, such as listening to music, drawing, etc. 
(Appendix IIe). If the pain is mild or lasts for some minutes, the distraction 
technique may provide some relief. This technique can also serve as a tempo-
rary coping strategy for even the most intense pain.

(c) Structured activity scheduling—The adolescent is encouraged to increase his/
her involvement in activities that he/she may be avoiding due to the fear of 
pain. Activity pacing and pleasant activity scheduling are used to help the 
adolescent increase the level and range of his/her activities. Example: in the 
case described above, the adolescent may be at times avoiding school due 
to the fear of pain or in case of mild pain. Here, she may be encouraged to 
attend school on days when the pain is relatively mild. Further, she may be 
asked to include pleasurable activities such as drawing which would help the 
adolescent gain a sense of mastery and reduce avoidance behaviors.

(d) Cognitive restructuring—Negative automatic thoughts may serve as precipi-
tating and maintaining factors for pain, emotional distress, and pain-related 
avoidance behaviors (Appendix IIh). Adolescents suffering from acute or 
chronic pain often report cognitive distortions or errors in thinking. Some 
examples of common cognitive errors in the case described above are as 
follows:

•	 All or none thinking—when the adolescent sees things in all or none categories. 
E.g., “…I can’t understand anything…”
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Example of an excerpt from the session on cognitive restructuring:
Therapist: “…Let us review your ABC chart (presented in the assessment 

section). Here we can see that when you are trying to study or finish your 
homework, you feel irritated and get headaches due to the thought that you 
can’t understand anything…”

Adolescent: “…Yes. I just don’t feel that I can understand anything when I try 
to concentrate on my studies in class or am trying to finish my homework 
…”

Therapist: “…When pain persists over time, you may develop negative 
thoughts which may affect the way you feel and lead to headaches. You 
can change these negative thoughts into positive thoughts. Let us take the 
example of the thought that you can’t understand anything. What evidence 
do you have that suggests that this thought is true?….”

Adolescent: “…I am not able to complete my homework and concentrate on 
my studies so that’s why I feel that I can’t understand anything…”

Therapist: “…Has there been any time when you may have had difficulty but 
were still able to complete your school work?…”

Adolescent: “…Yes. On some days I do find it difficult to understand the 
school work but I still am able to complete it…”

Therapist: “…So there may be some days when even though you find it dif-
ficult, you still are able to understand and complete your school work…”

Adolescent: “…Yes. I think so…”
Therapist: “…So then the thought that you can’t understand is not true. Every 

time you get such a thought, you can change it to “…I have been able to 
complete my work in the past, and will be able to do so today also…”

•	 Overgeneralization—when a person generalizes one event to all events. E.g., 
since the adolescent is not able to complete her homework, she may report that 
“…I can’t do anything properly…”

•	 Catastrophizing—predicting extreme or horrible consequences for events. E.g., 
due to constant difficulty in concentrating on studies due to headaches, the ado-
lescent reports “…I will never be able to do well in school…”

•	 Labeling—attaching a negative label to self. E.g., “…I am a failure…”

9.5.3  Termination Sessions

The adolescent is encouraged to take more responsibility while ending therapy. 
The therapist discusses the possibility of minor setbacks involved when ter-
minating therapy. The goals of therapy as well as the process of therapy are 
reviewed with the adolescent and practicing techniques which have proved to be 



188 A. Dhal et al.

Example of an excerpt from a session during the termination phase:
Therapist: “…Let us review the progress you have made since the first ses-

sion. What are the changes that you have observed since the first session? 
…”

Adolescent: “…I feel much better now. My headaches have reduced and I am 
able to go to school more often. I am also able to complete my school work 
on time…”

Therapist: “…Keep up the good work and practice the coping methods that 
you have learnt. There may be times when you may face difficulty and fall 
back into negative thinking patterns. At that time motivate yourself and 
use the coping methods. Let us meet once a month till now instead of on a 
weekly basis…”

effective for the adolescent is reinforced by the therapist. This is followed by 
follow-up sessions. Example of termination session is as follows:

9.6  Follow-Up

After terminating therapy, the adolescent may be called on a monthly basis and 
then after 3 and 6 months, respectively. The follow-up sessions can be used to 
review the progress the adolescent has made and address the challenges that he/she 
may be facing. In case of a relapse, therapy may be resumed on a regular basis.

9.7  Barriers to Treatment and How to Overcome Them

There may be certain barriers which may interfere with successfully implement-
ing cognitive behavior therapy as an approach to pain management. These barriers 
include the following:

•	 Therapist’s gender—Most adolescents may be more comfortable with same 
gender therapists, particularly while dealing with issues pertaining to abuse, 
which may present as a significant factor in predisposing and maintaining pain 
behavior. Hence, it is important to address the factor pertaining to gender at the 
beginning of therapy.

•	 Therapeutic relationship—It is important to establish a working relationship 
with the adolescent during the therapeutic process to ensure successful thera-
peutic outcomes. This involves establishing a rapport with the adolescent and 
ensuring that adolescent understands the concepts being explained in therapy 
and complies with the homework assignments.
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•	 Mental illness and disability—Certain comorbid psychiatric conditions with 
pain such as severe depression, psychosis, etc. may not respond to cognitive 
behavioral management as a first line treatment approach and may require phar-
macological management. Hence, this factor needs to be explored during his-
tory taking and mental status examination.

•	 Cultural factors and concept of cognition—“Cognition” may be seen as a cul-
turally based phenomenon, and some adolescents may be uncomfortable to 
separating their thoughts and feelings. They may also find the concept of chal-
lenging or disputing maladaptive thoughts a difficult one to grasp. Also, appro-
priate behavior may be defined as a culturally mediated phenomenon and may 
pose as a challenge in separating adaptive and maladaptive cognitions and dis-
puting the same.

•	 Other barriers These may include lack of willingness or motivation on the part 
of the adolescent, language barriers, lack of training on the part of therapists, 
and inability to understand concepts and follow through with cognitive behavio-
ral techniques, etc.
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10.1  Introduction

Anxiety is a natural response to any situation involving harm and therefore can be 
considered as a fundamental human survival response (Stein and Bouwer 1997). In 
that sense, most anxiety is functional, beneficial and inhibits excessive risk-taking. 
As a common psychological problem it usually manifests for the first time in child-
hood (Verhulst et al. 1997). In significant minority of young people, the natural 
anxiety system responds excessively or is misinterpreted leading to development of 
anxiety disorders. Moreover, it can be highly distressing for the person experienc-
ing it and leads to significant social and personal impairment. It may also negatively 
affect the individual’s overall development and personality. Figure 10.1 describes a 
model to explain the development of anxiety disorders (Rapee 2001).

According to the model, genetic, shared as well as non-shared environmental 
factors play an important role in the development of anxiety. Some individuals are 
born with a genetic vulnerability to develop anxiety, which is manifested through 
their temperament and is evident in high level of arousal, emotionality, and a cop-
ing style characterized by avoidance. The temperament is the guiding force behind 
choosing an environment that maintains their coping style and also elicits protec-
tive behavior from significant others’ (i.e., parents). In turn, this “over-protective-
ness” may exaggerate the individual’s threat perception leading to development of 
symptoms of anxiety disorders.
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10.1.1  Presentation of Anxiety Symptoms

As mentioned earlier, anxiety is not always pathological; however, it is commonly 
accepted across cultures that it becomes maladaptive when it is persistent, severe, 
and frequent, gives rise to avoidance behaviors and interferes with functioning. 
In children and adolescents, the differentiation between normal and pathological 
anxiety is a particularly difficult task, as they tend to manifest many anxiety-like 
symptoms as a part of normal development.

Table 10.1 illustrates some of the normative anxiety in childhood and adoles-
cence along with the corresponding anxiety disorders that the adolescent may 
develop (Beesdo et al. 2009; Muris et al. 1998).

Most commonly seen anxiety symptoms in adolescents, which can be highly 
debilitating are manifested in form of social anxiety and examination anxiety. 
Social anxiety can be typically seen in form of having less friends, difficulty in 
classroom activities participation, and avoidance of social interaction (e.g., initiat-
ing conversations). It is further associated with loneliness, dysphoria, and long-
term functional impairment. Examination anxiety is seen in form of moderate to 
severe anxiety before tests/exams or in any situation where the adolescent would 
be evaluated. This can lead to decreased performance and poor self-esteem. Thus, 
it is important for the clinician to carefully assess for the presence of these syn-
dromes and plan management accordingly.

Genetic
Factors

Parental Anxiety

Environmental
support of evidence

Effects of social
environment

External
environmental

effects

Anxiety Disorder

Arousal &
Emotionality

Avoidance Processing
bias

Anxious vulnerability

Fig. 10.1  Cognitive model of development of anxiety (Rapee 2001). Reproduced with permis-
sion from author
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10.1.2  Comorbidity and Dysfunction

Usually presentation of anxiety symptoms in adolescence is complex and chronic. 
By late adolescence or early adulthood, decrease is seen in cases meeting the crite-
ria for one anxiety disorder in favor of development of multiple anxiety disorders 
(Ollendick et al. 2008). It seems that the “load” of anxiety tends to contribute to 
the development of secondary complications. It has been consistently shown that 
anxious children are 8–29 times at risk of developing additional depression (Ford 
et al. 2003). Besides depression, alcohol and substance use and externalizing dis-
orders, such as ADHD and conduct disorders are the most commonly co-occurring 
disorders (Bittner et al. 2007; Kendall et al. 2004; Ollendick et al. 2008).

Given these findings, it is important to work on the adolescent’s coping skills 
and family’s behavior early on to facilitate healthy development and possibly halt 
the transition to full-blown anxiety disorders. Thus, this chapter would highlight 
the role of cognitive behavior therapy or CBT with adolescents with anxiety symp-
toms as well as the need for involving their parents in the treatment process.

10.1.3  Cognitive Behavior Therapy

Various cognitive as well as behavioral factors are implicated in the development 
and maintenance of anxiety symptoms in adolescents. Therefore, it goes without 
saying that changes in approach/avoidance behaviors and cognitions are consid-
ered to be crucial for treatment change (Rapee et al. 2000), and therefore, CBT 
appears to be the obvious choice for management of anxiety symptoms.

Table 10.1  Normative and pathological anxiety in childhood and adolescence

Age Development conditioned  
period of fear and anxiety

Psychopathological relevant 
symptoms

Toddler (12–18 months) Separation anxiety Sleep disturbances, nocturnal 
panic attacks, oppositional 
behavior

Toddler (2–3 years) Fear of thunder, lightening,  
fire, animals, darkness, etc.

Crying, clinging, withdrawal, 
freezing, avoidance, secondary 
enuresis

Early childhood  
(4–5 years)

Fear of death or dead people

Primary school (5–7 years) Fear of specific objects, fear of 
germs, fear of natural disasters/
accidents, school anxiety

Withdrawal, timidity, extreme 
shyness to unfamiliar people, 
feelings of shame, avoidance

Adolescence (12–18 years) Rejection from peers Fear of negative evaluation,  
difficulty in forming  
interpersonal relationships
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The primary goals of CBT in adolescents with anxiety symptoms are to change 
the maladaptive learnings and thought patterns. It also involves skill-building in the 
session (use of role-plays and games, etc.) with an emphasis on generalizing these 
skills outside the sessions. As part of skill-building segments or as homework assign-
ment, the adolescent is encouraged to practice the learnt skills in actual anxiety-
provoking situations. The rationale behind exposure is that it helps the teenager in 
developing a sense of self-competence, which he/she also learns to acknowledge and 
appreciate. Additionally, an important component is involvement of parents or sig-
nificant others who are not only made more sensitive to adolescent’s condition, but 
also learn newer skills to reinforce positive coping behaviors (Rapee et al. 2009).

To facilitate the process of learning and skill-building, the therapist needs to play 
the role of a “collaborative coach” who generates treatment goals with the adolescent 
and his/her family and tailors the intervention to match the person’s interest and abil-
ity. It has been seen that in most cases, 12–16 weeks of active treatment sessions are 
required, followed by spaced out “booster sessions” (Seligman and Ollendick 2011).

10.2  Assessment

Given the fact the anxiety can present as a normative developmental behavior in 
adolescents, its assessment and differentiating between normal, subclinical and 
pathological anxiety states becomes challenging as well as important.

Therefore, a thorough assessment is of utmost importance before embarking on 
the course of successful cognitive behavior therapy. The first and foremost step 
in assessment is a complete diagnostic evaluation, and efforts should be made to 
determine whether the presenting symptoms are clinically significant. Given the 
high rate of comorbidity, precautions should be taken to determine their presence 
and deciding which symptoms would form the primary target for interventions. 
Avoidance patterns, environment’s reaction (for example, parents) to avoidance 
behaviors, and cognitive patterns of appraisals should be elicited in details so as 
to develop an individual case formulation. Information should be sought from as 
many sources as possible to have a full understanding of the person’s symptoms 
and their context.

Assessment includes both interviews and rating scales. However, behavioral 
and cognitive assessment forms a crucial element in reaching an individualized 
formulation and tailoring of treatment to meet the needs, age, and ability of the 
individuals. See Appendix I for more details on assessment.

10.2.1  Interviews

The interview remains one of the most common methods for assessing anxiety 
symptoms in adolescents. Interviews can be structured or semi-structured, or they 
can be completely unstructured to elicit chief complaints, history of symptoms, 
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temperament issues, ways of coping, and relationship patterns with significant oth-
ers. A well-conducted interview should be able to provide glimpses into behavioral 
avoidance of fearful situations and the reinforcing factors for the same.

Apart from the adolescent, the family members should be interviewed as it 
would be useful in eliciting more information about adolescent’s anxiety symp-
toms as well as to assess the concerns, coping strategies, and behaviors of the fam-
ily members. It is often useful to interview the adolescent first and then talking to 
the family member as it can help the therapist becoming an ally of the adolescent.

10.2.2  Rating Scales

There are many rating scales that have been used for assessment of anxiety and anxi-
ety disorders in children and adolescents. Moreover, administration of rating scales 
pre- and post-intervention can provide valuable information about changes in inten-
sity of the symptoms. Although these tools have been developed in the Western coun-
tries and most of them have not been standardized for the Indian setting, they can be 
used to gain valuable information about the adolescent and his/her anxiety symptoms.

10.2.3  Cognitive and Behavioral Assessment

The rating scales and diagnostic schedules help the therapist to assess the presence 
or intensity of anxiety symptoms. However, to make a cognitive behavior formula-
tion and subsequently plan CBT, the clinician needs to access the teen’s thoughts, 
behaviors, and feelings in various situations and also his/her current repertoire of 
coping skills and abilities. The techniques for eliciting cognitions, emotions, and 
behavior patterns of the adolescent are as follows:

•	 Direct questioning
•	 Indirect assessment of anxiety
•	 Behavior analysis

Direct questioning: Once rapport has been established adequately, the therapist can 
engage the adolescent in direct questioning. Open-ended questions should be used to 
allow the adolescent to articulate freely. Some of the direct questions can be as follows:

•	 “What are you thinking?”
•	 “What thought came to your mind when you first met me?”
•	 “What are the thoughts that run through your mind when you see a snake (or 

any particular animal the adolescent is afraid of)?”
•	 “What thoughts came to your mind when your friends asked you to talk to that 

girl/boy you really like?”
•	 “What are your thoughts when you are not able to wash your hands as often as 

possible?”
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•	 “How did you feel when you were left alone with a group of strangers in that 
party?”

•	 “How do you feel when you get up in the morning?”

Assessing anxiety indirectly: If the rapport is well-established, most adolescent 
would be able to provide information with direct questioning. However, some-
times a reluctant, introvert, or unsure adolescent may answer with, “I don’t know” 
or “I m not sure.” With these kinds of individuals, eliciting information through 
other means might work better; for example, they may be more comfortable in 
telling what someone else might be thinking in the similar situation. This can be 
done with the use of series of stories or thought bubbles. The adolescent can be 
presented with a vignette and asked to describe what the characters were thinking 
and feeling (Fig. 10.2).

Behavior analysis: With slightly older children and adolescent, the therapist can 
make use of behavioral charts that can easily identify the thoughts, feelings, and 
behaviors of the person. This should be given as homework assignment that should 
be filled each time the individual feels anxious. An example of behavioral chart is 
given in Table 10.2.

Fig. 10.2  An anxious 
adolescent in a social 
situation

Table 10.2  Example of Behavior chart

Day/Time Situation Thoughts Emotions Behavior

What were you 
doing? Whom 
were you with? 
What exactly 
happened?

What were you 
thinking? Rate  
how much you 
believe them on a 
scale of 0–10

How did you feel? 
Rate your feelings 
on a scale of 0–10

What did you do? 
What happened 
after that?
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10.3  Case Vignettes

Case Vignette 1: Juhi, a 16-year-old girl studying in class IX was bought for 
therapy by her parents. The main complaints were difficulty in talking to new 
people, feeling insecure, and feeling anxious in social situation. She had been 
experiencing these symptoms since a long time, but these had worsened in the 
past few months. Rapport was established, and diagnostic schedules were admin-
istered. Though she did not meet full criteria for social anxiety disorder, she was 
highly distressed by her symptoms. It was also seen that the primary caregiver 
who was the mother also exhibited anxiety symptoms during traveling alone in 
public transport, at high places and while undertaking long journeys. She would 
also be extra worried if Juhi was even 20–30 min late while coming from school 
or party.

10.4  Intervention

Skill-based CBT packages for management of anxiety symptoms in adolescents 
typically include psycho-education, affect recognition, cognitive restructuring, 
relaxation, and exposure. Additional areas may include assertiveness, social skill 
training, and problem-solving strategies. Most of these packages also include a 
parent component (Kendall and Hedtke 2006). Figure 10.3 delineates the various 
techniques to be used while intervening with anxious adolescents.

Initial Sessions

• Establishing rapport and assessment

• Psycho-education

• Recognition of anxiety and physiological affect associated with anxiety

• Managing Emotions

Middle Sessions 

• Coping Skills: Recognizing and managing dysfunctional thoughts and schemas

• Coping Skills: Problem Solving

• Coping Skills: Social Skill Training

• Exposure based procedures

• Involvement of parents

Termination

Fig. 10.3  Session-wise CBT techniques
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10.4.1  Establishing Rapport and Conducting Assessment

Some fundamental aspects of engagement in CBT are the motivation to change, 
capacity to learn, and use the skills. Developmental and social aspects tend to influ-
ence the adolescent’s motivation to engage in therapy (Holmbeck et al. 2006). Some 
of these factors can be-being “bought” for treatment, fear of giving up established 
patterns of behaving, adolescent “egocentrism,” reduced capacity for self-reflection, 
and need for autonomy and therefore conflict with adult figures (Stallard 2009).

A good rapport is the foundation stone of therapy. Thus, the first and most 
important step is establishing a rapport with the adolescent. Apart from assessing 
anxiety symptoms, the first couple of sessions should be dedicated to developing a 
good working alliance with the adolescent. Some of the ways of establishing rap-
port and boosting motivation can be as follows (Sauter et al. 2009):

(a) Engaging first with the adolescent and then family members
(b) Providing psycho-education to match the adolescent’s cognitive level of 

understanding
(c) Providing facts and correct information while maintaining genuine interest in 

adolescent’s welfare
(d) Boosting the adolescent’s confidence in their ability to change
(e) Avoiding questioning and confrontations
(f) Orienting the adolescent to their personal goals
(g) Working collaboratively with the young person to set goals and have a say in 

the pace of treatment
(h) Encouraging adolescent to offer inputs for agenda of each session

Once rapport has been established, the therapist can conduct assessment of anxiety 
symptoms and comorbid conditions as discussed in the previous section. Although 
assessment is a continuous process, new information can arise at any point of time. 
However, an initial thorough assessment usually takes about 1–3 sessions after 
which interventions can be initiated.

10.4.2  Providing Psycho-Education

Psycho-education forms an important part of CBT as it provides the adolescent 
as well as the family with a wider perspective into what is happening, and it also 
helps them to prepare themselves for the treatment sessions. In the above-men-
tioned case (case vignette 1), the following components of psycho-education were 
incorporated (also see Fig. 10.4):

•	 She was made to understand nature of anxiety, the fact that is a common and 
natural response encompassing certain physiological reactions that are accom-
panied by negative thoughts, feeling anxious, and avoidance behaviors. The 
therapist then emphasized that some anxiety is helpful, but at times, it blows out 
of proportion, which can cause problems in daily living.
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•	 She was made to understand the basic premises behind cognitive behavior ther-
apy, course of treatment, and how goals would be set.

•	 The role of family members and significant others in therapy process was delin-
eated, and mother was made to understand that she needs to address her own 
thoughts and feelings, which may be acting as maintenance factors of anxiety in 
her daughter.

10.4.3  Recognition of Anxiety Symptoms and Associated 
Physiological Changes

It is imperative that the adolescent recognizes and is able to label the physiological 
changes that occur at the time of stress/anxiety. This is followed by an explanation 
of the purpose of these bodily changes. The final aim is to empower the adolescent 
to interpret his/her anxiety symptoms correctly and to take appropriate action to 
manage and reduce anxiety feelings. Figure 10.5 shows the worksheet that can be 
used to help the adolescent in identifying their bodily changes.

10.4.4  Managing Emotions: Relaxation Exercises

The aim of teaching relaxation exercises is to help the adolescent develop an 
awareness as well as control over their physiological reactions to anxiety. In treat-
ing anxiety symptoms, relaxation training is imperative as it can bring immediate 

Fig. 10.4  Explanation for how thoughts, feelings, and behavior are related
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relief. However, before teaching relaxation exercises to the adolescent, it is impor-
tant to explain the rationale for the same. The therapist can either teach Jacobson 
Progressive Muscular relaxation (JPMR), which, in general, is found to be an effi-
cacious form of treatment of generalized anxiety disorders and phobias. Another 
form of relaxation is controlled or deep breathing or its extension- cue- controlled 
relaxation.

Some of the other relaxation techniques, which have been found to be effec-
tive in management of adolescent anxiety disorders are mindfulness meditation 
(Broderick and Metz 2009; Kendall 2011) and yoga (Silva et al. 2009). Also, deep 
breathing or applied relaxation can be taught to adolescents with examination anx-
iety so that they can practice it before beginning the exam/test.

The therapist needs to reiterate to the adolescent that there is no one particu-
lar way of relaxing, and he/she needs to find out what works best for them. It is 
important to note that the therapist needs to make the adolescent practice these 
exercises in the session for a few times before they can do it without supervision. 
For more details on different ways of relaxation, please refer to Appendix II.

With respect to case vignette 1, Juhi was taught JPMR that was practiced 
for 3–4 sessions till she could do it on her own without guidance of the thera-
pist. Then, she was also taught cue-controlled relaxation in which she voluntarily 
decided to pair the image of red light that had turned green with a state of relax-
ation. In two more sessions, she was able to relax herself using the cue. Before 
beginning each session, she was asked to rate her anxiety on a scale of 0–10 with 
0 being no anxiety and 10 being “as anxious as she can be,” then after JPMR/cue-
controlled relaxation was administered, she was asked to rate her state of relaxa-
tion as well as anxiety from 0 to 10.

Light- headed/
feel faint

Red face/feel hot

Dry mouth

Lump in the
throat

Butterflies in
tummy Sweaty hands

Heart beats faster

Headache

Difficulty
breathing

Jelly legs

Any other Any other

Fig. 10.5  Recognition of bodily symptoms associated with anxiety
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10.4.5  Recognizing and Managing Dysfunctional Thoughts 
and Schemas

CBT is based on the premises that emotional and behavioral dysfunction can be 
taken care of by helping the individual identify and challenge his/her distorted 
or unrealistic cognitions (thoughts). The process is also known as “cognitive 
restructuring” that involves identification of negative automatic thoughts (“hot” 
thoughts), identification of core beliefs, and finally, challenging thoughts and sub-
stituting them with alternative, positive thoughts. The other ways of dealing with 
negative thoughts are: positive self-talk and time-out.

Identifying Automatic Thoughts and Thinking Errors: One of the ways of 
identifying automatic thoughts is with the help of behavioral chart (Table 10.2). 
By describing the immediate thoughts that follow a situation, the adolescent can 
identify the negative automatic thoughts. Once the adolescent has learnt to iden-
tify his/her automatic thoughts, they can be introduced to the concept of “thinking 
errors,” that is “the ways in which we try to look for evidence to prove that our 
‘automatic thoughts’ were correct.” Common example of thinking errors can be 
magnification and minimization—“I dropped my books and the whole class was 
looking at me and laughing” or “Doing well in dance class wasn’t such a big deal. 
Anyone can do it” or catastrophization—“I m neither good in academics nor am I 
good at sports. I am good-for-nothing. I would never make any friends.”

Using case vignette 1, Table 10.3 is an example of eliciting “negative automatic 
thoughts”.

•	 Identifying Core Beliefs: The adolescent is made to understand that core beliefs 
are “fixed ideas that we have about ourselves that develop in childhood and are 
shaped and subsequently get crystallized due to early childhood experiences. 
These core beliefs affect the way we see ourselves, others, and future.” The way 
of identifying core beliefs is called the “downward arrow technique” or simply 
the “SO WHAT” method. The idea is to take the negative automatic thought and 
keep asking “so what? If this was true, what would this mean about me?” till 
the core belief is reached. Using case vignette 1 above, Fig. 10.6 illustrates how 
core beliefs can be reached.

•	 Challenging Automatic Thoughts and Core Beliefs: Once the adolescent has 
learnt to identify their negative thoughts and core beliefs, they can be taught 
to challenge them. Following questions may be useful while challenging these 
thoughts and beliefs:

Table 10.3  Example of behavior chart using case vignette 1

Day/Time Situation Thoughts Emotions Behavior

18/11/2013
8:00 p.m.

A family friend  
who is very rich and 
fluent in English  
had come home for 
dinner, and every-
one was talking and 
laughing

“I would never be 
able to talk like her” 
(7)

Hopeless (6) I quickly finished my 
food and made an 
excuse to go to my 
room. I did not come 
out entire evening

Anxious (8)

“If I talk, I would 
mess up.” (7)
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– What evidence is there to support these thoughts?
– What would my best friend/parent/teacher say if they heard me thinking 

like that?
– What would I say to someone having these kinds of thoughts?
– Am I making a thinking error?

Again, using case vignette 1, Table 10.4 illustrates how thoughts or core beliefs 
can be challenged.

10.4.6  Coping Skills: Problem Solving

Another component of CBT is teaching the adolescent the steps in problem solv-
ing (D’Zurilla and Goldfried 1971). The goal is to train the adolescent in develop-
ing confidence in their own ability to help themselves meet challenges of daily 
lives. Before teaching the skill, the therapist emphasizes that problems are a part 
of everyday life and the adolescent needs to learn how to face them rather than 
avoiding them. Problem solving helps the adolescent become adept at generat-
ing alternatives in what may, at first, seem to be hopeless situations and therefore 

Fig. 10.6  Example of 
identifying core beliefs
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anxiety provoking. In one session, the adolescent can be taught the technique 
using examples from his/her daily life, and then as a homework assignment, they 
can be asked to pick another problem bothering them and find a solution for it. 
Following are the stages of solving problems effectively.

Step 1 Defining the problem: The adolescent is encouraged to define and opera-
tionalize the problem so that it appears a ‘workable’ problem rather than 
something that is impossible to solve.

Step 2 Generating alternatives: Through use of brainstorming, all possible solu-
tions, no matter how outlandish they may seem, are generated. The ther-
apist needs to enable the adolescent to come with as many solutions as 
possible even if they do not seem viable. The therapist can model good 
brainstorming skills by generating both pragmatic and improbable alterna-
tives, and encouraging the adolescent to follow.

Step 3  Evaluating Alternatives: The adolescent is asked to evaluate each alterna-
tive for its viability as well as positive and negative consequences.

Step 4 Choosing the best solution and implementing it: After weighing all possi-
ble solutions, the adolescent puts into action the best possible solution.

Step 5 Re-evaluating: The last stage involves evaluating the merits of the chosen 
action.

Figure 10.7 can be used as a worksheet for training the adolescent in problem-
solving strategies.

Fig. 10.7  Which solution should I choose?
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10.4.7  Exposure-Based Procedures

A common occurrence in anxious adolescent is avoidance of any situation that is 
anxiety provoking. This not only leads to dysfunction at a various levels, it also ham-
pers the individual’s ability to learn adaptive coping and negatively affects his/her 
self-efficacy. Procedures involving exposure are helpful in decreasing avoidance 
behaviors and reinforcing the adolescent’s belief in his/her ability to face anxiety-
provoking situations. This technique is also very relevant in cases of social anxiety 
and specific phobias. At an initial stage, exposure itself may be an anxiety-provoking 
activity that may elicit resistance in the adolescent. Thus, it is of utmost importance 
to take small steps and reinforce the adolescent for every step that he/she takes.

Exposure can take place in vitro (in imagery) or in vivo (in real-life situations). 
It can also be done in a gradual fashion or by flooding. Which kind of technique 
would be followed should depend on the adolescent’s preference, ability, and 
circumstances.

One of the most commonly followed techniques is of systematic or gradual 
exposure. The early exposure therapies were based on the principle of “recipro-
cal inhibition” that postulated that if a feared stimulus is paired repeatedly with a 
response incompatible with anxiety (i.e., relaxation), the stimulus would lose its 
ability to generate anxiety.

The technique of systematic desensitization followed this approach wherein the 
youth would be taught relaxation and a hierarchy of feared stimuli would be devel-
oped. Systematic exposure to feared stimuli would take place with the adolescent 
engaging in relaxation. However, recent research has strongly indicated that sys-
tematic exposure can be done without the relaxation training component as well 
(Stewart and Watt 2008). Thus, the exposure-based treatment generally have four 
phases: (1) instruction; (2) hierarchy development; (3) exposure proper, and (4) 
generalization and maintenance (Seligman and Ollendick 2011).

The exposure-based techniques would be explained with the use of following 
case vignette 2.

“Shanti, a 14 year-old girl, studying in class 6th presented with complaints of 
being fearful when asked to go out of the house alone since the past 2 months. Due 
to this, her mother had to accompany her to school. On days, when she wasn’t able 
to do so, she skipped school. On further assessment, it was found that she started 
having physiological arousal the moment he stepped out of the gate alone. She 
would then start feeling anxious and would have the thought that she would die.”

•	 Instruction: Rationale for treatment needs to be provided, which is often learn-
ing-based, “We know that since a long time, you have always avoided any situa-
tion that was anxiety provoking. You would also understand that avoidance leads 
to decrease in anxiety (negative reinforcement) and therefore increases the likeli-
hood that you would not attempt to face that or similar situation in the future. 
I want you to learn that you are capable of facing situations even if they are 
anxiety-provoking. The procedure we are going to begin now is called graded 
exposure. In this we both would gradually face the anxiety-provoking situations 
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beginning from the least anxiety-provoking to the most till you are able to feel 
confident in all situations. Initially, it may increase your anxiety, but if you hold 
on, the discomfort would gradually reduce. We would be practicing this tech-
nique in-session, but it is of utmost importance that you practice it outside the 
sessions too.”

•	 Development of Hierarchy: The therapist and adolescent create a hierarchy of 
feared situations and then rank them in terms of “subjective units of distress” 
from least feared to the most feared. The therapist should make sure that enough 
steps are generated so that each step represents a gradual progression, and it 
should also be ensured that adolescent has not skipped the most anxiety-provok-
ing steps because of the fear of not being able to face them. An example of hier-
archy created in case vignette 2 is given below. After each step is the subjective 
unit of distress with ‘0’ being the lowest and ‘10’ being the highest.

Example of hierarchy of feared situations
 1. Stand by her front door for a couple of minutes (2)
 2. Take a couple of steps out of the front door and then come back inside (2)
 3. Walk in the garden inside house for 5 min (2)
 4. Increase time spent in garden alone by 10 min (3)
 5. Stand at the main door for a couple of minutes (3.5)
 6. Take a couple of steps outside the main door and then return back (4)
 7. Take a couple of steps outside the main door and stay there for 2–3 min (5)
 8. Stay out of the main door for 8–10 min (5.5)
 9. Go with mother to the nearby market (6)
 10. Go alone to the nearby market (7)
 11. Go with mother till the bus stop, and from there onward, her best friend 

would sit with her in the school bus (7.5)
 12. Go alone to the bus stop and sit with her best friend in the bus (8)
 13. Go alone to the bus stop and sit with an unknown person in the bus (8.5)

•	 Exposure—proper: The adolescent is exposed to each situation in the 
hierarchy till anxiety decreases. If possible, the therapist should model 
the desired behavior, but in case where in vivo exposure is not possible, 
then it can be done in the session by either using imagery or simulation 
programs. Each situation needs to be repeated till the anxiety has com-
pletely diminished for it. Then, he/she is encouraged to move to the next 
step. It is imperative that the therapist ascertains that the adolescent is 
NOT engaging in avoidance behavior and habituation is taking place both 
within and between sessions. At each stage, the adolescent is reminded to 
praise him/herself for the effort and accomplishment.

•	 Generalization and Maintenance: In order to generalize treatment gains 
across situations, the adolescent is usually given homework assign-
ments to repeat exposures across similar situations outside the therapy 
room. This allows for solidification of the skills learned during the 
session.
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10.4.8  Social Skill Training

Social skill training forms an important part of treatment especially for adoles-
cent facing social anxiety. It is formed on the assumption that development of key 
social behaviors is often hindered due to inadequate socialization experiences. 
Social skill training is composed of the following components: listening to oth-
ers, initiating a conversation, maintaining a conversation, expressing unpleasant 
feelings, ability to say No, ending a conversation politely, and resolving conflicts. 
For each skill, the counselor explains the rationale, and then using situations rel-
evant to the particular adolescent, the counselor teaches each skill. Role-plays and 
behavioral experiments form the basis of teaching of these skills. Chapter 4 pro-
vides details of social skills training for adolescents.

10.4.9  Involvement of Family Members

As discussed earlier also, it has been strongly suggested that parental factors (e.g., 
over or under protectiveness; own anxieties and negative thoughts and modeling 
anxious behaviors) play a crucial role in the development and maintenance of anx-
iety symptoms in adolescents (Ginsburg et al. 2004). Given these factors, thera-
pists are often faced with the dilemma of when and in what capacity to include 
parents in the treatment process.

Parents can be involved in the treatment in any of the three ways (Kendall et al. 
2000):

•	 As “consultants”: Parents provide information regarding nature of adolescent’s 
anxiety. For example, the factors that exacerbate the child’s social anxiety.

•	 As “collaborators”: Parents help in carrying out treatment plan. For example, 
practicing relaxation at home, exposure to anxiety-provoking situations, etc.

•	 As “co-adolescents”: Parents are involved in the treatment with the view that they 
are exhibiting behaviors that are believed to be contributing to maintenance of the 
child’s anxiety. For example, an anxious parent might be encouraged to develop 
and implement a plan for managing his/her own anxiety in a social situation.

Whatever the role, at the outset, the therapist should psycho-educate parents about 
the nature of anxiety and how their child is affected by it. The parents should 
be given space to discuss their concerns, issues, and negative thoughts/feelings. 
However, when dealing with the family, the therapist must be careful not to breach 
the adolescent’s trust by disclosing sensitive information that he/she may not want 
to share with parents. The parents can be taught to SUPPORT the adolescent:

S Show your child how to be successful (show your child how to successfully 
approach and cope with anxious situations. Model success)

U Understand that your child has a problem (remember that your child is not 
being willfully naughty or difficult. They have a problem and need your help)

http://dx.doi.org/10.1007/978-81-322-2241-5_4


210 S.K. Gupta and M. Mehta

P Patient approach (do not expect things to change quickly. Be patient and 
encourage your child to keep trying)

P Prompt new skills (encourage and remind your child to practice and use their 
new skills)

O Observe your child (watch your child and highlight the positive or successful 
things they do)

R Reward and praise their efforts (remember to praise and reward your child for 
using their new skills and for trying to face and overcome their problems)

T Talk about it (talking with your child shows them that you care and will help 
them feel supported)

10.4.10  Termination

Closure is a very sensitive issue especially when dealing with over anxious ado-
lescents and therefore must be dealt with adequately. Since anxiety and stressful 
situations are a normal part of life, termination should be considered only when all 
treatment goals are achieved and anxiety appears to be within normal limits of the 
individual’s developmental level. Termination should never be abrupt and should 
always be planned well in advance so that the adolescent is made more and more 
independent in handling their responses in various situations. Prior to termination, 
the therapist and adolescent must plan and prepare for potential stressful situations 
and review the individual’s ability to deal effectively with them. Also, booster ses-
sions must be planned to review the adolescent’s progress and to help him/her deal 
with a new situation that was not anticipated.

10.5  Barriers to Treatment

Working with adolescent is a challenging issue, and the therapist may face cer-
tain barriers. Although, they are not impossible to deal with, but a therapist who is 
aware of these may deal with them more effectively when he/she encounters them. 
Some of the common barriers faced in therapy are enlisted below:

•	 Client related
– Severe anxiety that may interfere with skill-building
– Comorbid conditions that may complicate the issues at hand and require 

intensive intervention
– Individual versus group interventions: Some adolescents may be more com-

fortable in individual sessions, while others may prefer groups
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– Involving adolescent in treatment (treatment may be too “taxing” or too “kid-
dish” for the adolescent)

– Non-communicating adolescent
– Adolescent does not take responsibility for securing change (misses appoint-

ments, does not do homework)
– Limited cognitive or verbal abilities

•	 Family related
– Noncooperative family members
– Significant family dysfunction which warrants referral for family therapy
– Psychiatric problems in significant others which may act as precipitating or 

maintaining factors for adolescent anxiety

•	 Therapist related

– Inability to deal with adolescent issues due to lack of proper training
– Personal biases (in terms of values and morality)
– Lack of interest in dealing with adolescent population

10.6  Summary and Conclusion

To summarize, anxiety is a normal response to stressful situations and some anxi-
ety is present at each developmental stage. However, problems stem up when anx-
iety symptoms blow out of proportion and start interfering with the individual’s 
daily life. Moreover, since adolescence is a period of transition, anxiety symptoms 
can have long-lasting effects on individual’s intrapersonal as well as interpersonal 
abilities. Therefore, treatment is crucial at an early stage.

Till date, cognitive behavior therapy for anxiety symptoms/disorders in ado-
lescents has proved its efficacy over other treatment modalities in various rand-
omized control trials. CBT in over anxious adolescent involves psycho-educating 
them about nature of anxiety and teaching them skills to identify and manage their 
thoughts and emotions. It also involves reducing anxiety with the aid of relaxation 
exercises and exposure-based procedures. The most crucial aspect of CBT is its 
emphasis on learning through games, role-plays, and modeling. Also, since CBT is 
a time-limiting treatment modality, most individuals benefit in a relatively briefer 
time.

Research proves that parents play a crucial role in not only maintenance of anx-
iety symptoms but also can become an aide in maintenance of treatment gains. 
Thus, it has been suggested that parents be involved in treatment as consultants, 
collaborators, or co-adolescents as required.

The therapist may face certain barriers to treatment, but by involving the ado-
lescent and family members in a collaborative framework right from the begin-
ning, many of these barriers can be overcome.
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11.1  Introduction

Adolescence is a period enveloped by tensions of childhood, rapidly changing 
physical, emotional, and social changes, and apprehensions about adulthood. It 
is a critical affectively laden period for a developing self. More often than not, 
depressive mood is experienced during adolescence. The term “depression” can 
refer to an emotional state, or a cluster of signs and symptoms. The field of psy-
chiatry and clinical psychology recognize depression as a disorder when it impacts 
the child with so much intensity, severity, and long duration that it causes a lot of 
personal distress to the adolescent; to the extent of hampering his physical, cog-
nitive, social, emotional, occupational development and adjustments in different 
spheres of life.

P. Srivastava (*) · M. Mehta · R. Sagar 
Department of Psychiatry, All India Institute of Medical Sciences, New Delhi 110029, India
e-mail: paakhisrivastava@gmail.com

M. Mehta 
e-mail: drmanju.mehta@gmail.com

R. Sagar 
e-mail: rsagar29@gmail.com

A. Ambekar 
National Drug Dependence Treatment Centre and Department of Psychiatry,  
All India Institute of Medical Sciences, Ansari Nagar, New Delhi 110029, India
e-mail: atul.ambekar@gmail.com



216 P. Srivastava et al.

11.2  Epidemiology

Depression is one of commonest psychiatric disorders experienced by adolescents 
in India, and its prevalence is on rise (Malhotra et al. 2009; Chadda et al. 1994). 
Globally, depression has an estimated 1-year prevalence of 4–5 % in mid-to-late 
adolescence (Lochman et al. 2008). But the probability of depression rises from 
around 5 % in early adolescence to 20 % by the end of that time. In India, Nair 
et al. in 2004 found that among adolescents, depression was found in 11.2 % of 
school dropouts, 3 % among school going, and nil among college-going adoles-
cents. In another study, it was found that out of 125 ninth-grade public school 
students, 18.4 % were depressed (Bansal et al. 2009). Of 964 adolescents belong-
ing to X, XI and XII grade across 21 schools, Mohanraj et al. (2010) found that 
37.1 % were mildly depressed, 19.4 % were moderately depressed, and 4.3 % 
severely depressed. A more recent study by Nagendra et al. (2012) found that 
prevalence of depression in their study was 57.7 %. The prevalence of suicidal 
ideation was higher among the depressed group (41.7 %) than the non-depressed 
group (11.4 %). There are, however, no surveys to report prevalence in a national 
sample.

Depression in adolescence tends to be a re-occurring disorder with an increased 
probability of depression and impairment in adulthood (Curry et al. 2006). Gender 
differences in the prevalence of depression manifest during adolescents with 
female being twice as likely to have depressive disorder as males (Essau et al. 
1999). The course of depression varies widely in this population. The duration 
ranges from 2 weeks to 10 years (Lewinsohn et al. 1993). Depression in this age 
group often co-occurs with anxiety disorders, attention deficit hyperactivity disor-
der (Biederman 1992), conduct disorder (Harrington et al. 1998), and substance 
use (Rohde et al. 2004).

11.3  Common Signs of Depression Among Adolescents

Adolescents’ depression often goes unrecognized for long and is brought to 
 clinical attention only when a significant change is noticed to inform a steady 
decline in academic performance, increased conduct problems or argumentative 
behavior at home or school. Common signs that may be used for early recognition 
of depression are shown in Table 11.1.
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11.4  Case Vignette

Master K is a 15-years-old male studying in class XI belonging to middle socioec-
onomic status and urban domicile presented with complaints of sadness of mood, 
anger outburst, decreased interaction, refusal to attend school, and decreased inter-
est in studies. K was apparently well until 6 months back, when a girl of his class 
whom he liked mocked at his physical appearance in front of others. K could not 
respond to the comment at that time, but he reported thinking about the same even 
after two weeks. He reported feeling embarrassed while entering the class, or giv-
ing answer to the questions asked by the teacher. K did not discuss the incidence 
with anyone. Gradually, he stopped talking to anyone in his class and remained 
quiet. His parents reported that K would often seem sad and preferred to stay in 
his room. If his parents coaxed him to talk or study, he would react with anger and 
disobedience. K was angry at slightest of comment by parents for his decline of 
interest at academics. When he obtained results of a class test, he reported having 
severe headache and was relieved from the school. That day, K lied in his room 
and did not talk to anyone at home. He declared that he will not go to school. His 
parents were informed by his school counselor that since past few weeks, K was 
non-talkative in class, he was not attending sports or library period, his attention 
in class was declining, and he was often found eating his lunch alone. With these 
complaints, K was referred to a psychiatrist for identification and management of 
the problem. He was diagnosed as having moderate depression without somatic 
complaints using ICD 10 system of classification. He was given antidepressants 
and was sent to psychologist for further management.

Table 11.1  Common clinical features of depression

Domain Features

Thinking Negative thoughts about self, others, and the world. Preoccupation 
with past experience, inability to concentrate, unable to take  
decisions. Apprehensions about future. Thoughts of worthlessness, 
helplessness, hopelessness, and guilt

Mood/emotional state Depressed and/or irritable mood, inability to experience pleasure, 
worry and anxiety

Behavior Easily gets tired, appears lazy, does not talk or does not initiate talk, 
agitation at slight provocation, increased argumentative attitude, 
aggressive behavior, does not complete classwork or homework

Somatic complaints Fatigue, disturbance of sleep, aches and pain, loss of appetite or  
overeating, change in weight, diurnal variation of mood (worse  
in morning)

Interpersonal  
adjustment

Withdrawal from peer groups, lack of participation in cocurricular 
activities, lack of interest in play, school refusal, reports feeling  
inferior to classmates, refusal to go to social events
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11.5  Assessment

Assessment is an essential and integral part of psychotherapy with adolescents 
as it provides clinical data and subsequently aids in planning and implementing 
appropriate intervention.

The cognitive behavior therapy assessment is a structured approach to iden-
tify issues to be addressed in therapy. Some relevant areas to be covered are in 
Table 11.2.

Assessment incorporates the application of inventories, rating scales, and 
self-report questionnaires to assess degree and severity of depression and other 
comorbid disorders.

Some assessment tools are given in Table 11.3.

Table 11.2  Box showing the information gathered while assessing a depressed adolescent

Current problem Detailed description of the problem, triggers, thoughts, 
behaviors, affect, physical aspects, environment, current 
level of activity, changes in level of interest in activities
Nature, pervasiveness, duration, and severity of 
depression

Behavior and psychosocial  
assessment

Precipitating: What caused the problem? What was 
happening in the adolescents’ life when the depression 
was experienced? Stress at school, academic pressure, 
bullying, death in family, etc.
Maintaining: What keeps the depression going? 
Avoidance behaviors (not going to school, not playing 
favorite games, not talking to parents), hopelessness, 
lack of social support, too much support, continuing 
stressors in environment
Protective factors: Adequate social support, strengths  
of the adolescent—absence of previous episodes of 
depression, easy temperament, average intelligence

Case history Sequential narrative account of the problem from  
beginning till present. History of the problem and  
associated life events at the time of start of depression 
were the stressors continuous or appeared suddenly?

Comorbid conditions Assess for anxiety, ADHD, conduct disorder, substance 
use disorders, etc.

Family history History of psychiatric illness in parents, family structure, 
and relationships

Developmental history Early life history, temperamental constellation, medical 
history, school history, prepubertal and pubertal history, 
etc.

Expectations from therapy What is it that the adolescent wants to gain from therapy, 
what are the goals that adolescent wants to achieve? 
Does he/she have any fears associated with therapy?
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Assessment of a depressed adolescent follows a developmental perspective 
incorporating the systematic, successive, and interdependent changes overtime in 
adolescent’s mood, thoughts, and behavior.

Parents, teachers, and peers are important sources of information apart from 
adolescent himself. Use of verbal interaction and careful analysis of verbal reports 
appear to be a strong alternative to the standard test procedures. These ensure 
greater participation of adolescents and produce more valid information.

Later on, in the therapy, some measures may be used. These include ABC 
chart (see Appendix Ia) and Dysfunctional Thought Record (see Illustrations 11.1  
and 11.6) which will be discussed in the intervention part.

11.6  Sample Illustration of Assessment

The assessment showed that K was having depression since past 6 months.  
K had teased his classmate for being over talkative. In turn, the girl had said that 
K looked like a monkey and that no girl would want to talk to him (situation). This 
happened in front of group of his friends who also laughed at him. His thoughts 

Table 11.3  Box illustrating the various tools for assessment tools used in India for adolescent’s 
depression

Assessment tools Details

Childhood depression inventory Developed by Kovacs and Beck in 1977
27-item self-report instrument
Adolescent version of the BDI
Assesses change in symptoms and intensity

Depression self-rating scale Developed by Birleson in 1981
18-item self-report inventory

Centre for epidemiological studies depression 
scale revised

Created in 1977 by Laurie Radloff, and revised 
in 2004 by William Eaton and others
The scale is well known and remains as one of 
the most widely used instruments in the field of 
psychiatric epidemiology

Children’s depression rating scale Developed by Pozanski et al. in 1984
Reported by parents
A child and adolescent version of the Hamilton 
Rating Scale. Useful in assessing change in 
symptom and their intensity

Beck scale for suicidal ideation Developed by Beck and Steer in 1991
A psychometric measure of suicidal ideation

Suicide interview schedule Developed by Reynolds in 1991
A semi-structured interview for assessing 
suicidal risk
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were, “They think I look like monkey. Nobody supported me. They all laughed at 
me” (thoughts). On most days, his mood was sad and he would avoid smiling or 
making eye contact with his classmates (avoidance behaviors). If his friends would 
ask him to play along, he would refuse. Gradually, his friends stopped asking him 
and this strengthened the idea that none of his friends really cared. Gradually, 
he started spending most of his time in thinking about what went wrong? 
(Ruminations). He could not pay attention in class as he would notice other class-
mates’ behavior toward himself. He realized that he had not understood anything 
in class and avoided asking his parents for help. He started feeling anxious at the 
thought of failing in his tests (worrying thoughts). On the day he obtained his test 
results, he had a thought that “They will laugh at me again. What all will they 
think about me?” (automatic thought). He had headache (somatic complaints) and 
he took leave that day.

K spends his day by sitting alone in his room. He rarely watches TV which he 
used to like earlier. If coaxed he reacts to his parents with anger. He refuses to go 
out and play. His grades are declining since past few months. He has completely 
stopped going to school since three weeks (socio-occupational functioning). His 
father constantly scolds him for disobedience and acting irresponsibly. His mother 
constantly keeps a check on him and attempts to talk to him about problems (reac-
tion of parents).

There was nothing significant found in the birth and developmental history. 
There is absence of family history of any psychiatric illness.

11.7  Formulation of Problem and Communication

A complete assessment permits the evolution of a comprehensive case formula-
tion. The CBT formulation has been illustrated in Fig. 11.1 with examples of some 
thought content in depressed adolescent.

11.8  Management

11.8.1  Cognitive Behavior Therapy for Depression  
in Adolescents

It is well known that a combination of pharmacotherapy and psychotherapy 
is effective for management of adolescent depression (Harrington et al. 1998; 
Lewinsohn et al. 1993). Cognitive behavior therapies represent a range of empiri-
cally supported psychotherapy for adolescents’ with depression (Kazdin et al. 
1998). CBT is also recommended by NICE for the management of depression 
(National Institute for Clinical Excellence 2002).
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Cognitive behavior therapy for adolescent is effective in management of 
depressive symptoms and comorbid conditions and tends to reduce the risk of 
relapse (Curry et al. 2006). Follow-up studies on effect of CBT on depressed ado-
lescents report that at 3 months post-intervention, the moderate effect size of the 
treatment tends to be maintained (Curry et al. 1960).

This chapter will focus on management of mild and moderate depression in 
adolescents. CBT with depressed adolescents will be based on the development 
of case formulation. The total number of sessions range from 12 to 16 weekly ses-
sions (minimum). The average number of sessions per week is once weekly of 

EARLY EXPERIENCE 

(Constant comparison to elder sister 

Punitive parenting) 

DYSFUNCTIONAL ASSUMPTIONS SCHEMATA 

(I am inferior to others 

My worth is determined by other’s approval) 

CRITICAL INCIDENT 

(Being mocked at by a girl in class) 

ASSUMPTIONS ACTIVATED 

AUTOMATIC NEGATIVE THOUGHTS 

(No one likes me 

What will others think of me 

Everyone will laugh at my back) 

SYMPTOMS 

PHYSIOLOGICAL MOTIVATIONAL  AFFECTIVE BEHAVIORAL COGNITIVE

Loss of sleep Loss of interest Sadness Missing School Poor Concentration 

PREDISPOSING/
VULNERABILITY 

FACTORS

PRECIPITATING FACTORS

MAINTAINING FACTORS

Increased heart Procrastination Anxiety Decreased Ruminations 
rate in school Shame interaction Guilt

 Self Criticism

Fig. 11.1  Figure depicting the cognitive behavior conceptualization of adolescents’ depression 
using master K’s example
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45- to 50-min duration. The therapist may take dyadic session with adolescents 
along with some sessions with parents. However, it is recommended that few min-
utes of every session to be held with parents. The usual flow of a CBT session may 
be as follows:

•	 Last week experience
•	 Review of HW
•	 Fresh concerns: adolescent and parents
•	 Difficulties in completing HW
•	 Goal of current session
•	 Imparting the skill
•	 HW assignment
•	 Tips to parents

Important

Depression in adolescents often occurs with other comorbid disorders such 
as anxiety, ADHD, and conduct disorders. The management of these disor-
ders is important for recovery from depression. Refer to other chapters in the 
book to read about management of comorbid conditions.
This chapter does not focus on management of suicide. However,  during 
assessment or therapy sessions, if adolescent reports thoughts of hopelessness, 
suicidal ideation, or attempts suicide; refer the adolescent to a psychiatrist.

11.9  The Therapeutic Relationship

The therapeutic alliance has been found in a meta-analysis to be significantly 
associated with outcomes in child and adolescent therapy (Shirk et al. 2003). 
Working alliance is formed from the point of meeting with the adolescent and 
goes beyond termination. The essential characteristics of a therapist include accu-
rate empathy, warmth, and genuineness (Brent et al. 1997). In CBT, the therapist 
serves as an active “coach,” with an emphasis on a collaborative process.

11.9.1  Rapport Formation

Behaviors such as courtesy, timeliness, appearance, active listening, eye con-
tact, tone of voice, and timing of verbalizations during sessions facilitate rapport 
formation. The therapist can ask the adolescent to discuss his or her interests, 
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hobbies, or activities. During treatment, the therapist may explain the rationale for 
specific interventions, homework assignments, or shift in the agenda of sessions.

11.9.2  Collaborative Empiricism

The therapist may join with the adolescent in setting agenda for session, choosing 
activities or homework assignments, and looking for evidence against a thought.

11.9.3  Confidentiality

One of the important issues includes therapist balances the disclosing and withhold-
ing of information regarding the adolescent. Discussing the entire content shared by 
the adolescent with parents may hamper alliance with therapist. This gets inflated 
when there is an actual conflict with parents. However, parents may be informed 
and advised about suicidal ideation, impulse, or acts of the adolescent. Disclosure 
to parents of the content may be done only after taking consent from the adolescent.

11.10  Common Goals of CBT for Adolescents  
with Depression

Therapist may focus on setting goals for the management. The adolescent and the 
parents may be asked about their expectations from therapy. The goals then may 
be modified so that goals are as follows:

•	 Specific
•	 Achievable
•	 Possible

Some common goals may be in Table 11.4.
The intervention is guided by the case formulation specific to the depressed 

adolescent. The formulation informed by assessment sessions including self-report 
inventories, comorbid diagnosis, experiences in family or school environment.

11.11  Goal-Symptom Reduction

The following section will focus on reducing the core symptoms of depression. 
Refer to Table 11.4 for the goals and corresponding technique to be used across 
sessions.
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11.12  Initial Phase

11.12.1  Sessions 1–4

11.12.1.1  Psychoeducation

The first step of intervention is psychoeducation, which is given early so that the 
adolescent and parents have common knowledge and understanding about depres-
sion. It is often repeated across sessions which aids in the adolescent and parents in:

•	 Recognizing and accurately understand the adolescent’s behavior as manifesta-
tion of depression and see it as transitory

•	 To give an impression to adolescent that the changes are experienced as normal 
reactions of a depressed person, thereby normalizing the experience.

The components of psychoeducation include the following:

1. Depression as a psychiatric conditions with changes in mood, activity, and 
thoughts

2. The epidemiology, rates of relapse, precursors to relapse, and etiological fac-
tors in general and specific to the case

Table 11.4  Boxes illustrating the common goals of CBT for adolescents’ depression

Goals Techniques

Symptom reduction

Educating about depression Psychoeducation

Motivating the adolescent for CBT Presenting the CBT model

Involvement of parents Educating and training parents

Increasing activity level of the depressed  
adolescent/externalization of interest

Behavioral activation
Mood monitoring

Reducing ruminations Imparting skills to modify pre hoc and post hoc 
evaluations

Identification and modifications of negative 
automatic thoughts

Direct and indirect techniques : Socratic 
questioning, downward arrow, Dysfunctional 
Thought Record and others

Identification and modifications of  
dysfunctional assumptions

Verbal challenging
Reattribution
Behavioral experiment, survey method
Generating positive thoughts
Survey method

Relapse prevention

Management of stress Stress management

Skills training Assertiveness training, anger management, 
study skills

Relapse prevention Education about relapse and steps to manage 
the same, booster sessions
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3. Role of predisposing, precipitating, and maintaining factors
4. Role and support of family in management
5. Possible treatments: pharmacotherapy and psychotherapy
6. Compliance to medication needs to be emphasized
7. Prognosis

11.13  Presentation of Cognitive Behavior Therapy Model

Collaborative empiricism is an important premise of CBT; hence, it is relevant 
to inform the adolescent about the nature, components, and course of CBT. 
Information that needs to be emphasized is as follows:

•	 CBT is an effective psychological intervention for managing depression
•	 Our thoughts, emotions, and behavior are interrelated so that each influences the 

other.
•	 In depression, the relationship between thoughts, feelings, and actions become 

negative.
•	 Change is possible by changing the nature of this association from positive to 

negative.
•	 It is difficult to change our emotions, but to change our behavior and thoughts is 

feasible.
•	 Change requires CBT sessions and active participation on part of therapist, ado-

lescent, and parents both in and out of therapy.
•	 CBT is a structured intervention which would require multiple (12–16) weekly 

sessions, some fortnightly session followed by booster sessions
•	 The adolescent will acquire some skills and would practice them at home as 

HW assignments
•	 With CBT, the adolescent wills to know about new ways of handling his/her dif-

ficulties by way of looking at stress with more adaptive perspective or with use 
of newly acquired skills to deal with problems at hand.

•	 The therapy progress will be adolescent directed and can accommodate changes 
over the course of time.

11.14  Educating Parents

In India, family system is strong influencing agency on the adolescent. Family can 
be a protective, predisposing, or maintaining factor in depression. It is important to 
involve and work with families of depressed adolescents:

•	 Educating family about the actual cause of depression is important to alleviate 
misconceptions, anxieties and reduce strain within family (blaming each other 
for the adolescents’ depression)

•	 Family needs to know how to respond to adolescent’s depression.
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•	 Family needs to understand its role in maintaining depression and may be 
advised to reduce certain communication patterns and reduce some overt 
 behaviors that exaggerate depression

•	 Differential reinforcement techniques may be imparted to parents in order to 
reinforce positive behaviors of the adolescent. They may be asked to reduce 
some other behaviors like scolding or making critical remarks on adolescent’s 
behavior. This will aid in boosting confidence and reducing stress for adolescent.

11.15  Behavioral Activation

While emphasizing the interrelationship between thoughts, feelings, and actions, 
instances may be elicited from the adolescent that reflect engaging in some activi-
ties lead to change in thoughts and mood. Small tasks including age-appropriate 
challenging and pleasant tasks tend to improve mood. The large, difficult, and 
uninteresting tasks lead to sadness, boredom, or thoughts of worthlessness. With 
this premise, behavioral actions aim to:

•	 Decrease avoidance of some tasks, situation, etc.
•	 Decrease non-depressive behavior
•	 Increase probability of positively rewarding behaviors
•	 Increase physical activity
•	 Lead to healthy distraction from depressive thoughts

These functions can be attained by scheduling:

•	 Graded tasks (breaking large activities into smaller parts and rewarding for each 
small completed task)

•	 Activity scheduling (activities assigned along pleasure and mastery principle, 
and specific activities are assigned to each hour of the day, Refer to Appendix Ib)

•	 Pleasant events (activities that give pleasure to adolescent)
•	 Remembering pleasant events (scheduling each day same time to discuss that 

activities completed and the associated mood change)
•	 Age-appropriate tasks (the activities that give sense of achievement and autonomy)
•	 Physical exercise (some daily physical exercise)
•	 Relaxation skills (diaphragmatic relaxation, rest time, or visualization)

Parents and adolescent can collaborate to identify each of these activities by:

•	 Identifying when adolescent feels or is observed to be less sad
•	 Activity that the adolescent does by himself more often or offers to participate 

in
•	 Activity that the adolescent used to like doing before being depressed
•	 The activity that the adolescent never used to refuse when asked to do
•	 Specific questions may be asked phrased differently on adolescent’s interest 

in activities such as hobbies, outdoor activities, and indoor activities to more 
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specific like music, TV, peer interaction, games on computer, writing, and log-
ging on social websites.

•	 Parents may be asked to encourage the adolescent by giving rewards (verbal praise, 
etc.), and for younger adolescents, star charts may be used (refer to Appendix Ic)

11.16  Barriers

•	 Shoulds’, Musts’ and Perfectionism: Discuss with the adolescent to defocus on 
shoulds’ in terms of, “I should be able to feel better after completing task”, “I should 
choose studies over leisure activities”; as an age-appropriate challenges. The focus 
should be on the process, for example, planning, attempting, and avoiding barriers.

•	 Difficulty in getting started: Motivation to start a task may be low. The parents 
might be asked to break the tasks into further small steps or to use contingency 
management technique.

•	 Not-Feasible: Adolescent may often choose impractical tasks like completing few 
chapters from a textbook which may changed in doable tasks during depression

11.17  Mood Monitoring

An important component of CBT is imparting the skill of mood monitoring. In 
this session, the rationale for mood monitoring is explained with emphasis on 
interrelationship between thoughts, mood, and behavior. Following skills may be 
imparted:

1. Rationale: Mood monitoring is a skill of paying attention to mood changes associ-
ated with situations. It may also be used to gain knowledge about what activities or 
situation bring positive changes in mood. Benefits of the same may be highlighted.

2. Mood monitoring: The skill involves labeling emotion correctly and rating its 
strength on a scale of 0–10 or 0–100.

3. Practice in session and homework assignment: Therapist may ask the adoles-
cent to recall events of past day and fill out details of changes in the mood on a 
paper for practice. Feedback may be given and homework may be assigned.

11.18  Barriers in Treatment

•	 The adolescent may not do mood monitoring: Factors such as fatigue, preoc-
cupation with rumination, and low motivation may be assessed and intervened.

•	 Procrastination, inability to decide: Setting specific time and place every day 
and setting specific goal like “my mood in morning, in evening and at night or 
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at home, school etc” may help to avoid confusion and overcome obstacles posed 
by decision making (Illustration 11.1).

11.19  Middle Phase

11.19.1  Sessions 5–12

11.19.1.1  Follow-up from Previous Session

•	 Reinforce the adolescent for partially completed or completed activities
•	 Attribute the act of completion of the task to the adolescent
•	 Elicit and discuss about obstacle (a thought, a mood state, etc.) for incompletion

11.20  Management of Negative Automatic Thoughts  
and Ruminations

Across sessions, certain patterns of thinking in adolescent may be observed. One 
of the manifestations of depression is depressogenic cognitions, which if not han-
dled in therapy may lead to maintenance of depression or relapse. Identification 
and modification of maladaptive thoughts are necessary. A gradual transition to 
this part of therapy may be done in case of Indian adolescents.

One strategy may be to not disrupt the flow of the session as directed by the 
adolescent and use reflective reasoning to pave way for modification of cognitions.

Some cues for initiation of cognitive techniques may be as follows:

•	 Thoughts or self-talk leading to procrastination or avoidance of graded 
assignments.

•	 Planning about any task during session
•	 Discussion around sibling or parents’ behavior at home
•	 Interpersonal difficulties faced at school.

SITUATION MOOD

Mom asked me why I am was sitting alone in my 

room
Irritation (9%)

Dad was comparing my test result with my 

classmate

Anger (10%)

Sadness (9%)

Illustration 11.1  Illustration showing two-column dysfunctional thought record form
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11.20.1  Identification

During therapy, some thoughts that the adolescent can readily access on little 
probing are “Automatic thoughts”. Some methods to elicit these thoughts could be 
as follows:

(a) Direct Questioning: “What was going through your mind when you felt dis-
tressed?” or “What were you thinking while reading your textbook?”

(b) In Direct Questioning: “What could a adolescent in this situation think?” or 
“What could normally strike a person he faces this difficulty?”

(c) Guided Discovery or Socratic Questioning Technique: The therapist poses a 
series of questions to guide the adolescent to access the automatic thoughts like 
“what does this mean to you?” This approach demands good listening skills, 
an understanding of the adolescent’s style of thinking, and a formulation of the 
problems which acts as a guide or a map.

(d) Downward Arrow Technique: It is a method to explore the relationship 
between conscious cognition and dysfunctional assumptions. Therapist “repeat-
edly asks” (with appropriate variations in phrasing) to thoughts of a adolescent 
associated with a dysphoric state (Burns et al. 1980).

(e) Mental Imagery: The therapist can use ask adolescent to visualize as vividly 
as possible, with all the sensory inputs which might be involved. This method 
helps in triggering strong emotions and the accompanying automatic process-
ing which might have taken place.

(f) Role-Plays: These may be used to elicit automatic thought during an interper-
sonal situation, or the thoughts may manifest as a consequence of practicing 
social skills.

11.21  Techniques of Self-monitoring

Another strategy commonly utilized to assess negative automatic thoughts is  
Self-Monitoring such as the daily record of dysfunctional thoughts (Beck et al. 
1979). Adolescents are required to recognize unpleasant emotions by recording 
their occurrence, the situation, or thoughts that triggered them and associated auto-
matic thoughts.

11.21.1  Dysfunctional Thought Record

The Dysfunctional Thought Record is used to identify automatic thoughts of the 
adolescent. This involves teaching the adolescent to add third column in the mood 
monitoring table in which the adolescent may record the thoughts/images trig-
gered by a situation (Illustration 11.2).
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11.22  Barriers to Treatment

•	 Adolescent may avoid recording: A common phenomenon observed with 
Indian adolescents. Explaining the rationale, benefits of the thought recording 
may be emphasized. Motivation may be assessed and addressed. Specific time 
and brief period each day may be set aside for the adolescent to record thoughts. 
Parents may be involved to remind adolescent to complete homework.

•	 Adolescent reports having no thoughts: If the adolescent reports that he has 
no automatic thoughts, the adolescent may be probed in the session (with two-
column dairy) to describe the situation, what it means to him/her or what it 
would mean to any other adolescent in the same situation. This would yield the 
dysfunctional thought of the adolescent.

11.23  Modification: Cognitive Techniques

11.23.1  Distraction

Some techniques may be imparted to the adolescent to cut down on time spent 
on ruminations. Distraction techniques are particularly useful in the early stage of 
treatment when the adolescent is not skilled at identifying and modifying negative 
automatic thoughts. These tools may equip the adolescent to:

1. Reduce personal distress,
2. Reducing the frequency of negative thoughts,
3. Focus on other productive activities and subsequently lead to
4. Change of mood.

These include the following:

1. Focus on Object
 The adolescent may be trained in a session to focus on an object of choice. 

The object chosen must be of adolescent’s preference, and he/she is asked to 
describe it. Cue questions may be asked like, “What is its color? How big is it? 

SITUATION THOUGHTS MOOD

Mom asked me why I am was 

sitting alone in my room

‘Why does she have to know 

everything about me? I 

want some private space’

Irritation (9%)

Dad was comparing my test result 

with my classmate

‘I am tired of parents 

comparing me with others, 

my life is so hard’

Anger (10%)

Sadness (9%)

Illustration 11.2  Illustration showing the three-column dysfunctional thought record
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Where is it kept?” After sufficient practice in session, the adolescent may prac-
tice it at home to distract from negative thoughts

2. Sensory Awareness
 The adolescent may be taught to focus on his/her surrounding. The focus may 

shift from outside to oneself. The cue questions may be, “what can you see in 
the surroundings? What can you hear? What else? Can you feel your clothes? 
Can you feel your hair?”

3. Mental Exercises
 These include some activities such as counting backwards and imagining a 

relaxing scene
4. Pleasant Memories
 The adolescent may directed to recall a pleasant memory and visualize it as 

vividly as possible. In session, he/she may be asked to rate the vividness on a 
scale of 0–10 and may then be facilitated to imagine more clearly by the use of 
cue questions

5. Absorbing Activities
 The adolescent may be asked to select activities that may be mentally 

 occupying such as
•	 Solving sodoku, crossword, or puzzles
•	 Reading novel
•	 Creating own scrap book
•	 Surfing Internet

Refer to Appendix IIe to learn more distraction techniques.
To begin with, these activities may be included for brief periods as decreased 

concentration may obstruct in focusing on these activities. It is important that 
ruminations may be managed by imparting the cognitive technique mentioned 
below as distraction is only a temporary solution to management of rumination.

11.24  Barriers

•	 Adolescent does not engage in distraction: The rationale of distraction and the 
benefits may be discussed elaborately with adolescent. If the adolescent does 
not have good imagination capacity, switch to a more structured activity. For 
example, he/she may be recommended to use absorbing activity rather than 
pleasant memories or imagining a scene. More practice may be given in session.

•	 Thoughts as barriers: Some adolescents may attempt to control their thoughts; 
this may be addressed in session. The goals of distraction and expected  
outcomes may be collaboratively discussed and revised. Cognitive technique to 
manage rumination may be imparted.

•	 Ruminations are frequent and intense: Rumination is a common symptom 
of depression. It may be managed by teaching metacognitive skills mentioned 
below. The source of ruminations may be identified and modified. In India, 
stress from family/parents may produce ruminations. The parents in such cases 
may be educated and asked to reduce stressful interaction patterns.
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11.25  Management of Ruminations

Negative automatic thoughts may increase in frequency and intensity due to 
pre- and post-event processing of situation, thoughts, or behavior. The role of 
the anticipatory and post-event processing in maintaining sad mood may be dis-
cussed with the adolescents, and the negative consequences of the same may be 
emphasized. The depressed adolescents tend to ruminate before encountering a 
situation and also brood over the negative aspects once it s over. The adolescents 
may be informed that such evaluations of the situations contribute in overem-
phasizing negative aspects of a situation (selective abstraction) and prolong the 
sad or anxious mood. With the help of examples, the adolescent may be aided 
to focus on the actual situation by shifting attention to information that was ini-
tially disregarded.

11.26  Verbal Challenging

The goal of verbal challenging (Fennell 2004) is to re evaluate the thoughts. It is 
done through careful questioning to guide the adolescent to consider various alter-
natives to their original, automatic processing and to adopt more adaptive alterna-
tives that they can test and come to believe in. Such a questioning may take the 
form of:

 (a) What is the evidence for this interpretation?
 (b) Are there alternative interpretations which may be more realistic?
 (c) What is the effect of thinking on me, on others?
 (d) What are the consequences of thinking in this manner?

Disconfirmatory maneuvers to falsify beliefs are also necessary, which may be 
done using behavioral tests. Other techniques include the following:

(1) Alternative Interpretations: More realistic and adaptive interpretations can 
be sought, and the probability of these alternatives can be assessed. The alter-
native interpretations are more realistic. It is beneficial to emphasize that one 
interpretation is not necessarily correct, so that the degree of belief in the 
 distressing interpretation gets automatically reduced.

(2) Reattribution: In the process of revaluation, a negative event or outcome 
may be reattributed to external instead of internal, less global, and less stable 
causes (Abramson et al. 1978). Pie chart drawing is quite useful, and  verbal 
and behavioral reattribution may be considered. It may also be aimed at 
changing attributions from internal, stable, and global to external, unstable, 
and specific ones. The alternatives are then plotted on a pie chart divided by 
percentage, to visually present the different causes that may be responsible for 
an event, thereby reducing the increased sense of personal responsibility.
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(3) Behavioral Experiments: These are activities which are carried out to 
check the validity of personal rules or to collect evidence against a thought. 
Behavioral tests of the new interpretation can be devised collaboratively to 
check whether the new interpretation is indeed more probable. This technique 
has been discussed in detail below

(4) Drawing on past experiences and survey method.

To consolidate the adolescent’s revaluation of their automatic thoughts, several 
methods can be used, for example, rehearsal, role-plays, and behavioral tests.

11.27  Behavioral Experiment

Verbal challenging may be followed by experiments designed to:

•	 Test the validity of dysfunctional thoughts (predictions)
•	 Assessing new ideas
•	 Trying out new learned behaviors.

The adolescent may be aided to carry out behavioral experiment by introducing 
following steps:

1. Making a prediction: specify the thought or consequence that will follow.

“If I ask Aditya for his notebook, he will refuse”

2. Review existing evidence for or against the prediction: This involves listing out 
evidence both for the prediction and disconfirmatory evidence.

3. Devise a specific experiment: The experiment should be stated out clearly with 
details. In some cases, role-play may be used to practice the behavior.

4. Note the results: The results may be recorded. If the results are positive, rein-
forcement and attribution to adolescent may be made. If results are negative, 
reasons for the same may be sought.

5. Draw conclusions: Inferences drawn may be used to develop new formulations.

11.28  Survey Method

An effective way to deal with negative interpretations is gained more perspectives 
on the situations. The adolescent is taught to find alternative interpretations to the 
situation by seeking perspective of others. This may be carried out with instruc-
tions in Illustration 11.3.

“Whenever you feel upset, write the situation, your thoughts, and reactions. 
Then identify and ask three different people who were in the situation to give their 
interpretation and reaction to the situation”.
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11.29  Generating Positive Alternative Thoughts

In depression, our perspective tends to be negatively biased build on rigid, mala-
daptive assumptions. The adolescent may be given an analogy of remarks by an 
encouraging teacher or a discouraging teacher to point difference between critical 
or encouraging thoughts or self-talk.

You are weak and will 
never be a good runner 

Discouragement and 
giving up on running 

You can practice and 
turn out be a very 
good runner 

Encouraged, happy 
and confident 

The adolescent may be encouraged to talk back to himself/herself with positive 
encouraging and counter thoughts. Few examples may be as follows:

Person Perspective Emotions Reaction

Self
I am a total 

academic failure
Sadness Crying

Friend A

I would not take it 

personally it was the 

question paper that 

was made tough

Little disappointed Putting more efforts

FRIEND B

Teachers are going 

to intimidate us so 

that we prepare 

harder for boards

Not concerned
Preparing with 

more efforts

FRIEND C

It is pre boards 

after all teachers 

are going to be 

strict in checking 

papers

Not concerned Putting more efforts

K’s Case Example: Low marks in Unit Test

Illustration 11.3  Table illustrating the use of survey method using a case example
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I can perform better.
Failure to perform in test does not mean that I will fail in final exams.

Some techniques that may be used to reinforce the counter positive thoughts:
Distancing: The adolescent may not be able to think of counter thoughts spe-

cific to their own situation, so they may be given multiple common adolescent 
agers’ problem and may be facilitated to generate counter thoughts.

Use other person’s perspective: Asking the adolescent to imagine what he/she 
would have been told by significant others.

Role-plays: The therapist may generate counter thoughts to depressive thoughts 
by adolescent and then may reverse position with adolescent. Some of the  negative 
automatic thoughts occur because of the presence of cognitive distortions.  
The cognitive distortions are important maintaining factors of depression and need 
intervention. However, in order to avoid repetition, the section on cognitive distor-
tions and their management (already covered in this chapter and also in Appendix 
IIh) are not discussed here.

11.30  Dysfunctional Assumptions

An important component of preventing relapse, a step forward, includes identifica-
tion and modification of dysfunctional assumptions. The identification is difficult 
to extract, and the therapist may look for following characteristics:

•	 They are rigid, overgeneralized, and extreme: An assumption that that does not 
take into consideration the variability of a phenomena and is rather taken as 
absolute. For example:

 I must always know all the answers to teacher’s question

•	 They are associated with strong emotions: If the assumptions are violated, then 
they lead to strong negative emotions

•	 They often impede goal attainment
•	 They do not accommodate human fallibility and vulnerabilities

Some assumptions may be identified along the themes of self, the world, and oth-
ers as illustrated in Illustration 11.4.

If I don’t have 100% concentration then studying is a waste

(Rigid, extreme, overgeneralized, does not take into account the ordinary human 

experiences like fatigue etc and the adolescent may ruminate more than actually 

study) 

Illustration 11.4  Illustration showing an example of dysfunctional assumptions
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11.30.1  Cognitive Triad

The dysfunctional thoughts may be inferred across therapy sessions. This may be 
facilitated by paying attention to:

1. Themes across sessions: During sessions, some dominant themes may emerge 
that seem repetitive across sessions (Fig. 11.2).

2. Changes in mood: Low mood may occur if the assumptions are violated and 
elevated mood may be related to fulfillment of assumption.

3. Association of assumptions with past experiences: imitation of an adult in 
family or internalization of family stereotypes. For example:

If I do not study then I will be wasting my life as did my uncle

4. Global Judgments: judging situations, people, and experiences into categories 
of white and gray

A technique to identify the assumptions is downward arrow technique (Burns 1980). 
An illustration of downward arrow technique has been given in Chap. 10, Fig. 10.6

I am helpless and 

inadequate

The world is full of 

insuperable 

obstacles
I am worthless so there is 

no chance that future will 

be anyways better than 

future

Fig. 11.2  Image showing the cognitive triad often present among depressed adolescents. The 
dysfunctional thoughts and assumptions may be elicited along the themes of self, others and the 
world

http://dx.doi.org/10.1007/978-81-322-2241-5_10
http://dx.doi.org/10.1007/978-81-322-2241-5_10
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11.31  Modification of the Dysfunctional Assumptions

The tools for modification of assumptions include Socratic questioning and down-
ward arrow, and the techniques lead to insight in most adolescents. Some other 
techniques include verbal challenging, positive talk, behavioral experiments, and 
survey method.

11.32  Verbal Challenging

Some questions may be asked in non-confrontational way to find evidence against 
the assumptions, gather new ideas, and develop moderate rules. These may be as 
follows:

•	 Has the assumption ever failed? What happened then? Is it same consequences 
that you anticipated?

•	 Has holding on to this assumption ever put you in trouble? What are some dis-
advantages of this assumption?

•	 Can we think of any ways in which this assumption has loopholes? Or is 
unreasonable?

•	 How has the assumption formed? Any memories that you can relate this thought 
to in the past?

•	 How can we synthesize all this information we just gathered against your 
assumption? Can we think of reframing the assumption in some way?

In addition, common thinking errors such as personalization and over generaliza-
tion are handled using cognitive restructuring by facilitating reasoning with the 
adolescent. This may in turn be facilitated by asking the following techniques:

 (a) Contrasting the short- and long-term utility of personal rules
 (b)  Examining the validity of the conclusions drawn at the time when the 

basic schemata were arrived at in childhood
 (c) Collecting evidence contrary to the thought

If the adolescent is capable of completing the Dysfunctional Thought Record, a 
fourth column may be added which will make the record look like the illustration 
given on next page.

This may be augmented with POSITIVE TALK. The adolescent may be taught to 
generate positive statements alternative to the dysfunctional thoughts/assumptions. The 
thoughts may be written and verbally or nonverbally repeated. They may be as follows:

•	 Alternative to negative thought/assumptions
•	 Positive attributions to self: attributing positive outcomes to one’s own internal abilities
•	 Positive self-affirmations: Statements that boost confidence or are encour-

aging (Refer to Appendix IId for learn more on positive self-affirmations) 
(Illustrations 11.5 and 11.6)

Behavioral experiments and survey method have already been explained.



238 P. Srivastava et al.

11.33  Termination Phase

11.33.1  Session 13–16

11.33.1.1  Relapse Prevention

An important source of relapse may skill deficit in adolescent, which may precipi-
tate another depressive episode. The sessions focusing on skills training are impor-
tant, and skills relevant to the case may be chosen and imparted.

“It’s good to be able to have 100% concentration but sometimes it is humanly not possible, so when I 

can concentrate well its good, when I cannot I can still keep going”

“I completed a chapter of English today”

“Going with this pace, I will be study consistently”

Illustration 11.5  Illustration showing an example of rational response to a dysfunctional 
thought

SITUATION MOOD THOUGHTS
RATIONAL 
RESPONSE CONSEQUENCE

Dad was comparing 
my test result with my 

classmate

Anger 
(10%)

Sadness 
(9%)

‘I am tired of parents 
comparing me with 
others, my life is so 

hard’

He does that 
with my
brother as well 
so he is not 
picking on me 
only

My friend told 
me that his 
mom does the 
same, so only 
my parents are 
not bad

If this is 
happening 
everytime after 
results, Dad is 
normal after 
scolding it may 
not be that bad

Decreased 
Irritation

(60%)

No arguments 
with dad 

(90%)

Reduced Tension
(75%)

Better 
concentration at 
the task at hand 

(65%)

Illustration 11.6  Illustration showing an example of five-column dysfunctional thought record 
including rational response to a dysfunctional thought
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11.34  Problem Solving

Sessions with adolescents demand focus on issues and incidents that occur as the 
therapy takes place. The therapist often picks a theme from the narrative of the 
adolescent and may use guidance, support, or reassurance. Few important skills 
may be imparted (e.g., goal setting, study skills, and problem-solving skills) on the 
journey through therapy.

Techniques such as problem solving, study skills, goal setting, and social skills 
are given elsewhere (refer to Chap. 15 for detailed knowledge about problem- 
solving skills training).

In these sessions, instances from daily life, adolescents are personal experi-
ences and his/her participation in imparting the skills may be done. Constant 
encouragement and reinforcement may go a long way in sustaining motivation. 
(Refer to Appendix IIg to learn more on problem solving)

11.35  Skills Training

The commonest precipitating, maintaining, and a symptom of depression are dys-
function in interpersonal functioning. The problems occur either due to skill defi-
cits or as a manifestation of depression.

Social problem-solving skills are skills which are used to analyze, understand, 
and prepare an individual to respond to everyday problems, decisions, and con-
flicts (Elias and Clabby 1988). Learning these skills helps adolescents to improve 
their ability to cope with stress (Dubow and Tisak 1989; Elias and Clabby 1988), 
handle interpersonal situations (Elias and Clabby 1988), experience more posi-
tive social adjustment, improve academically, and show improvements in behav-
ior (Dubow and Tisak 1989; Gootman 2008; Nelson et al. 1996). Segrin (2007) 
hypothesized that deficits in social skills were positively related to depression 
among children and adolescents. In their randomized control trail study, they 
found that imparting skills such as assertiveness training, anger management, 
problem solving, and conflict resolution were associated with decrease in scores 
on CDI-II (Segrin 2007).

Refer to Part 2 “Building Skills” in this book to gain more knowledge about 
skills training.

11.36  Relapse Prevention

Relapse is a common phenomenon in psychiatric disorders. The session on relapse 
prevention needs to be carried out jointly with adolescent and parents. Pertinent 
issues to be discussed while conducting session on relapse prevention include the 
following:

http://dx.doi.org/10.1007/978-81-322-2241-5_15
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•	 Relapse is reoccurrence of persistent and pervasive depressive symptoms that 
may be differentiated from slip or lapse, which is reappearance of one or more 
symptoms during the course of recovery.

•	 Identification of a slip or lapse: mild irritability, decreased interest in otherwise 
pleasurable activities, or occasional thoughts of hopelessness or worthlessness

•	 Reasons for lapse or relapse:
1. Poor compliance
2. Stress: examination, familial conflict, death of closed ones, etc.
3. Medical conditions: hypothyroidism
4. Seasonal changes: depression tends to occur in winters known as seasonal 

affective disorder.

Management of a Lapse or Relapse may be discussed with parents, which may 
include the following:

1. Early identification of lapse or relapse
2. Not panicking or catastrophizing at the appearance of the lapse or relapse
3. Seeking professional help
4. Identifying the skills both behavioral and cognitive that helped the most while 

in intervention
5. Identification and removal of stressors
6. Increasing social support
7. Practicing skills that helped to adolescent earlier during intervention to over-

come depression

A session on relapse prevention helps the family to be prepared for handling 
 variability in recovery process or manage a complete recurrence of symptoms.

11.37  Termination Process

Termination process is important with adolescents. The termination is planned 
with adequate preparation of the adolescent, with a protocol, with focus on ade-
quate timings. Termination is generally planned when the goals of therapy are 
achieved. With adolescents, it is suggested that therapist should not be satisfied 
with the relief of symptoms. Therapist must evaluate adolescents’ dependency 
over himself and the work through to foster independence and proceed to the ter-
mination phase. Termination encompasses the discussion over the review of the 
course of therapy, closure of therapist–adolescent relationship, discussion of ado-
lescent’s future, and post-therapy plans. Additionally, the affective response of the 
adolescent about the end of therapy and problematic termination reactions of the 
adolescents require adequate handling. Psychotherapy goes beyond a cross-sec-
tional interaction, and booster sessions with adolescent need to be scheduled every 
once in a month or once in three months to maintain the well-being in future.
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11.38  Barriers to Treatment

Barriers to treatment may occur in therapy because of poor preparation and plan-
ning of therapy, poor quality of therapeutic relationship, non-facilitative family 
and parental characteristics. In particular in depressed adolescent, drop outs may 
occur if activity scheduling is initiated too early and the adolescent has marked 
anhedonia, avolition and is prone to thoughts of worthlessness and guilt if tasks 
are not completed. In such a case, graded task assignment with contingency man-
agement may be used.

An important barrier to treatment is non-compliance to medication. The par-
ents and adolescent may stop the medication without the psychiatrist’s advice, and 
this leads to poor prognosis. The need for compliance to medication and regular 
follow-ups with psychiatrist may be emphasized. The efficacy of a combination of 
pharmacotherapy and CBT is more than efficacy of CBT alone (Harrington et al. 
1998; Lewinsohn et al. 1993).

The issue of sexuality is a reason why the adolescents of both the genders do 
not want to stick to psychotherapy on one-to-one sessions. They want other ways 
through which they can tackle their concerns without direct discussions.

The critical events include those instances in which the therapist perceives dif-
ficulty dealing with. Extremely high expectations of the parents, parents hiding 
important facts of their life, parents being indirectly uncooperative, and unexpect-
edly extreme behavior of the adolescents may be some reasons for drop outs.

11.39  Recent Trends in Management of Adolescents’ 
Depression with CBT

Literature is replete with reviews, guidelines, longitudinal and meta-analytic stud-
ies on cognitive behavior therapy for adolescents with depression. Recent trends 
include revision in existing cognitive behavioral models in understanding depres-
sion and other psychiatric disorders among adolescents. These include incorpo-
ration of social and contextual models, parent–child interactions, and cognitive 
vulnerabilities to depression

A pertinent trend is the bidirectional linkage between biological and social 
factors warranted by research that shows that CBT affects brain metabolic 
activities in ways similar to that of psychotropic drugs (Goldapple et al. 2004). 
Similarly, Caspi et al. (2003) found that specific genes may determine depres-
sion and suicidality among adolescents upon interaction with specific stressful 
environment.

There is an increasing evidence for the effectiveness of CBT for manage-
ment of child and adolescent emotional problems. It is deemed debatable then 
whether empirically supported CBT module be followed or guided by broader, 
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case specific, free of therapist preference ad biases approach. Perhaps in India, the 
latter is more required which, however, does not rule out the need to adapt and 
generate evidence for a culturally specific intervention for depressed adolescents. 
Briefer CBT modules are a new trend in the field, with a potential of brief CBT in 
reducing the number of hospital visits and days’ supply of all medications main-
tained over 1-year follow-up for depressed adolescent (Clarke et al. 2005).

With the advent of manualized and evidence-based therapies, given the struc-
tured nature of CBT, it lends itself to be translated into a computerized cognitive 
behavior therapy (cCBT) (Cavanagh and Shapiro 2004). cCBT has been devel-
oped for anxiety disorders (Camp Cope a Lot, Khanna and Kendall 2008) and 
depression for adolescent (Sparx, Fleming et al. 2011; Stressbusters, Abeles et al. 
2009). The aim of cCBT is to improve access to CBT. With the same objective, 
the Department of Psychiatry, AIIMS, is developing cCBT module for adolescents 
with depression (Smart Teen, Srivastava et al. 2013).

Finally, investigations about development of personality disorders and preven-
tion programs have been attempted (Freres et al. 2002; Garber 2006). Similar pro-
grams are carried out in India which include imparting interventions at school and 
community level to students (Srikala and Kishore 2010).

Conclusively, CBT for depressed adolescents is effective and recommended. 
CBT is structured and can be carried out by a professional at school and hospital, 
individually or in groups. Clinical population, specifically adolescents, have high 
rate of comorbidity. Attempts to incorporate culturally adapted, case-sensitive and 
developmentally appropriate techniques may be instrumental in changing the tra-
jectory of a depressed adolescents.
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12.1  Overview

Obsessive-compulsive disorder, from the subset of anxiety disorders, is primarily  
characterized by repetitive, unwanted, and intrusive thoughts, and the resultant  
repetitive behavior or acts performed to neutralize this distress. Obsessions, and 
the associated compulsions, are highly distressing to the individual and inter-
fere significantly with the person’s social and occupational functioning and/or 
relationships.

An obsession may be a thought, image, impulse, or a sensation. The common 
and defining factor among all these being that an obsession is a mental event.  
A compulsion is a conscious, standardized, and recurrent act or behavior, which 
may in certain cases be a mental act. Compulsions, both overt and covert, are per-
formed to neutralize the distress or anxiety caused by obsessions. For a diagnosis 
of Obsessive Compulsive Disorder (OCD), it is essential that the individual rec-
ognizes that this behavior is excessive and irrational, as also a product of his/her 
own mind.

Commonly, the OCD cycle proceeds in the following fashion (Fig. 12.1).
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12.2  Epidemiology

OCD is estimated to be the fourth most common psychiatric diagnosis, preceded by 
phobias, substance abuse, and major depressive disorder. The World Health Report 
2001 estimates the burden of OCD to 2.5 % of the total global YLDs. Weissman 
et al. (1994) examined the prevalence of OCD in diverse cultures (Cross-National 
Collaborative Study) and reported lifetime prevalence of 1.9–2.5 %.

Onset of OCD is generally in late adolescence and adulthood, though in some 
cases symptoms may begin in childhood. When onset is in adolescence, boys are 
more likely to be affected than girls—about 60 % of patients are male possibly 
due to the earlier age at onset in males (Reddy et al. 2000). OCD typically appears 
to be a chronic disorder with a waxing and waning course. Demal et al. (1993) dif-
ferentiated five courses of OCD: continuous and unchanging (27.4 %); continuous 
with deterioration (9.7 %); continuous with improvement (24.4 %); episodic with 
partial remission (24.2 %); and episodic with full remission (11.3 %).

OCD frequently co-occurs with other disorders. Most often, OCD is found to 
co-occur with major depression. Comorbidity with panic disorder, phobias, and 
eating disorders is also observed fairly commonly. Studies have also found a strik-
ing comorbidity between OCD and Tourette’s syndrome.

12.3  Clinical Features

Obsessions and compulsions are the primary features of OCD. Most people with 
OCD report both obsessions and compulsions, with some studies reporting figures 
as high as 90 % (Foa 1995). Another key feature is the distress that accompanies 

Fig. 12.1  The OCD cycle
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the obsessions—this distress may manifest itself in the form of anxiety, dread, dis-
gust, or guilt among others. Compulsions serve as a means to reduce this distress 
and generally seem to the individual to be “beyond control.” Both obsessions and 
compulsions are viewed as irrational and excessive by most affected individuals, 
even when intense and vivid, and are known to be a product of his/her own mind. 
Though this is true for most cases, in some cases, OCD may be associated with 
poor insight.

Contamination fears may include intense anxiety or concern regarding germs or 
dirt, bodily fluids (saliva, urine, blood, etc.), contact with certain places, surfaces, 
 people, or animals. They may fear coming in contact with germs or other contami-
nants for fear of contracting an illness and/or passing it on to others. In some cases, 
this fear of contracting an illness may be replaced by a generalized and overwhelm-
ing feeling of disgust or “being dirty.” What constitutes a “contaminant” may vary 
from individual to individual—while some may show fear of germs or dirt and some 
may extend this fear to other substances such as sticky substances such as glue, bodily 
fluid, and household items such as cleaning agents among others (Table 12.1).

Fears of harming self or others may include intense anxiety or concern regard-
ing harming other people without seriously intending to, being responsible for 
harm caused to others, not doing anything to prevent harm to self or others, and 
excessive concerns regarding certain unlucky numbers/dates.

Pathological doubt involves intense anxiety or concern that something terrible 
may happen because they have not completed an act thoroughly or completely.

Sexual obsessions may include intense anxiety or concern regarding perverse 
sexual ideas, repetitive forbidden sexual topics, perverse/unwanted sexual images, 
doubts regarding sexual orientation, and fear of committing sexual aggression 
(rape, etc.).

Religious and Moral Obsessions, or Blasphemous thoughts, involve repetitive 
blasphemous ideas—abuses/perverse imagery related to God, excessive concerns 
about morality or scrupulousness and ideas of right and wrong, excessive concerns 
about sin and punishment.

Excessive need for symmetry and order involves intense anxiety or concern 
regarding exactness/sameness, order and arrangement and excessive attention to, 
and concern regarding even or odd numbers (Table 12.2).

Apart from these common types of compulsions, some people may experience 
a compulsion to perform routine activities extremely slowly, a phenomenon known 
as primary obsessional slowness. In other cases, an individual may be compelled 
to not throw away things that are not necessary or to collect things thrown away by 
others with the belief that they may belong to them, in what is known as hoarding.

Table 12.1  Common types of obsessions

Common types of obsessions

• Contamination fears • Fears of harming self or others

• Pathological doubt • Sexual obsessions

• Religious/moral obsessions • Concerns about symmetry and order
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In recent years, the concept of mental compulsions and rituals is also com-
ing to light. For example, an individual may not perform an outward, overt act 
to neutralize his anxiety but may silently repeat prayers a fixed number of times 
to do the same. The prayer then comes to serve as a covert compulsion or mental 
ritual. Often, an individual may not engage in the compulsion directly but may 
insist on family members or significant others performing the act. For example, an 
individual who has been instructed to refrain from excessive cleaning may insist 
that his family members clean all items thoroughly before they are handed over to 
him, thereby reducing his anxiety while not engaging in the compulsion directly. 
This phenomenon of transferring responsibility for the compulsion, known as 
proxy compulsions, is especially important in therapy along with that of mental 
compulsions.

12.4  Cognitive Behavioural Conceptualization of OCD

Many cognitive behavioural theories now emphasize that the problem of OCD 
is not limited to thoughts, but is the result of a set of reactions to what would 
otherwise be considered normal intrusive thoughts. These reactions could range 
anywhere from anxiety to guilt and heightened responsibility and personal  
significance, with consequent efforts at suppression. The crucial difference 
between normal intrusive thoughts and obsessions lies in the meaning attached by 
the adolescent to these thoughts and their intrusive nature.

12.4.1  Cognitive Biases in OCD

Personal meaning/significance of thoughts: Many individuals with OCD believe 
that their intrusive thoughts hold personal significance to them or are reflective 
of their character. For example, blasphemous thoughts are especially intrusive 

Table 12.2  Common types of compulsions

Common types of compulsions

Checking—repeatedly checking locks, gas stoves, keys, money, etc.
Counting—counting associated with routine activities, e.g., counting the number of stairs 
being descended, counting the number of times a switch is turned off, counting until ten before 
descending every step, etc.
Ordering/arranging—fixing everything over and over again until it feels “just right,” such as  
fixing paintings on walls properly, and arranging and rearranging one’s own cupboard or table
Cleaning—washing hands, taking excessively long time in the shower, repeatedly cleaning 
objects around the house such as clothes constantly cleaning the house
Repeating—this may involve repeating routine activities, repeating what is being said by self  
or others, etc.
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to those who may believe themselves to be god loving/fearing people and may 
generate distressing thoughts about these beliefs such as “If I have such thoughts 
about God, it means I am a bad person,” “Having such thoughts about God 
reflects on my true character,” etc.

Thought–action fusion (Rachman 1993): This refers to the belief that having 
a thought about doing something is equal or equivalent to having performed that 
action and that thoughts of possible dreaded consequences/misfortunes increase 
the likelihood of their occurring. For example, a woman having thoughts about 
harming her child believes that it is as bad as actually harming the child and that 
such thoughts increase the likelihood that she will harm her child.

Inflated sense of responsibility (Salkovskis 1985): The idea that the probability 
of a disaster is higher if they are responsible, even if they have no control over 
the outcome. For example, an adolescent suffering from OCD may believe that 
harm may come to his family if he does not wash his hands repeatedly—this sense 
of inflated responsibility for his family’s well-being drives him to perform the  
compulsive acts.

Non-specific cognitive biases: Other biases may include:

•	 Overestimation of the likelihood that harm will occur
•	 Belief in being more vulnerable to danger
•	 Intolerance of uncertainty, ambiguity, and change
•	 The need for control
•	 Excessively narrow focusing of attention to monitor for potential threats
•	 Excessive attentional bias on monitoring intrusive thoughts, images, or urges
•	 Reduced attention to real events.

12.4.2  Behavioral Perspectives

Put simply, the paradigm of operant condition can be used to explain compulsions. 
Following the anxiety produced by obsessive thoughts which is experienced as 
distressing, compulsions serve to neutralize the anxiety and this relief is experi-
enced as reinforcing. Therefore, viewed classically, this negative reinforcement 
maintains the compulsive behavior.

Mowrer’s two process theory (1960) is a more elaborate account of acquisi-
tion and maintenance of compulsion and avoidance behaviors. According to this 
theory, classical conditioning explains how a neutral event acquires the capacity 
to induce arousal or anxiety by means of pairing with aversive event, thought, or 
impulse. As explained, compulsions act as negative reinforcers and are therefore 
maintained. The theory also accounts for avoidance, and since the triggers are 
actively avoided, the individual never gets the opportunity or required exposure to 
learn that anxiety relief may also be experienced without performing the compul-
sions; hence, extinction of the responses becomes difficult. Also, avoidance limits 
any opportunities for habituation of anxiety.
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12.4.2.1  Case Vignette

A is a 13-year-old male belonging to middle socioeconomic strata and studying 
in class IX in a private school in urban setting. He was brought to the therapist 
with complaints of prolonged hours spent taking bath and repetitive washing of his 
hands and feet since past one and a half years. They also reported that he appears 
distressed and preoccupied at all times, yet does not share his troubles on being 
asked.

A was maintaining well until one and a half years back. Parents noticed a 
change in his behavior when he refused to attend the diwali puja held at his home 
and became agitated when his parents insisted on the same. They noticed that he 
did not take part in the festivities at all and remained aloof from family members. 
Gradually, he started interacting with family members as before but continued 
to appear distressed. They noticed that after some time, he started spending long 
hours in the shower which escalated to 3–4 h at the time of intake. He was also 
observed to continually wash his hands 7–8 times over a number of times per day. 
Sometimes they would see him mumbling something to himself. This is when they 
got worried and brought him for a referral.

On interview, A reported that he had experiences great distress during the puja 
before diwali. He felt “uncomfortable” looking at pictures and idols of God, and 
abusive words kept coming into his mind no matter how much he tried to block 
them or distract himself. He became very scared and refused to participate in the 
prayers the following week. He was too scared to tell his parents as he thought 
they would reprimand him for his bad thoughts. However, he was constantly trou-
bled by the idea that he had those thoughts, and after a while, the bad words about 
God kept coming into his mind even without looking at pictures or participating in 
prayer. He felt that he had committed a terrible sin and thus felt that he needed to 
cleanse himself. He started spending long hours in the shower and would go wash 
his hands and feet every time an abusive word came to mind. He noted that the 
frequency and intensity of cleaning had increased over time, and the distress due 
to these words had also increased. He lived in constant fear that he would be pun-
ished and frequently apologized verbally to God and prayed for forgiveness—what 
his parents had observed as mumbling.

As a result of his troubles, he stopped participating in family prayers and going 
to temples, kept a close watch on himself to avoid meeting priests or acciden-
tally viewing pictures of God, and kept a constant vigilance on his thoughts in an 
attempt to control them. He reported that all this left him exhausted and he was 
always tired and anxious, and that his school work was beginning to suffer.

12.4.3  Cognitive Behavioural Formulation

See Fig. 12.2.
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12.5  Assessment

Assessment in OCD involves a detailed procedure that goes beyond general intake 
and administration of clinical scales. Key components to be evaluated in the clini-
cal interview include cognitive, behavioral, and emotional aspects.

Cognitive aspects include form and content of obsessions, cognitive neutraliz-
ing, and avoidance.

In the presented case, for example, the form and content of sexual imagery—
whether thought, impulse, or action—is to be determined. Triggers for the obses-
sions such as visiting temples, seeing idols and pictures of God, attending prayers, 
etc. are explored. Cognitive neutralizing is seen in the form of repeating prayers 
and apologizing to God mentally.

Beliefs relating to the obsessions are explored. For example, in the present 
case, A’s beliefs about the obsession, and his idea about why he has them and why 
they persist is discussed. The personal meaning of his obsessions is explored, that 
is, what he thinks it means when he has these obsessions and what they reflect 
about him. The distress associated with his evaluations of these beliefs or his mis-
interpretations is explored.

Behavioral aspects include triggers for obsessions, avoidance, ritualizing, reas-
surance seeking, and proxy compulsions.

In the present case, these can be seen in the form of triggers such as going 
to the temple, avoidance of prayer and temples, and overt compulsions such as 
constant cleaning to “remove sin.” It is also essential to note if the adolescent is 
indulging in any proxy compulsions such as asking the family to pray/clean, etc.

Fig. 12.2  Cognitive behavioural formulation in OCD
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Emotional aspects include mood changes associated with obsessions and tem-
poral nature of the association.

In the present case, A reported that he experiences intense guilt along with 
the obsessions and therefore tried to suppress or forget them. When he failed 
to control his thoughts, he started feeling anxious and depressed and noted that 
whenever he felt intense anxiety or low mood, his obsessions would return. He 
reported that he almost always noted this “cycle” where his bad mood would 
cause him to dwell on obsessions, which would further increase his anxiety 
and low mood, making it difficult to focus on other things or carry out other 
activities.

Assessment of dysfunction due to illness is also essential. It is important to note 
what area of the adolescent’s life is directly or indirectly affected by the illness 
behavior. This may also provide important cues to identifying avoidance.

For example, A reported that he avoided all family functions since some form 
of prayer was always involved. Because of this, he reported that his cousins made 
fun of him and called him a loner. He felt that he was constantly bullied, and his 
family thought he was just being dramatic to get away from prayers because he 
thought they were boring. His studies were starting to get affected as he felt that 
he would not be able to do well in exams without praying, and because he was 
now a sinner, God would punish him by making him fail his examinations, so why 
should he study.

Some common clinical scales used for assessment, specifically in OCD, are 
enumerated below.

•	 Yale-Brown Obsessive Compulsive Scale (Y-BOCS), Goodman et al. (1989)
•	 Children’s version of the Yale-Brown Obsessive-Compulsive Scale (CY-BOCS), 

Scahill (1997)
•	 Maudsley Obsessive Compulsive Inventory (MOCI), Hodgson and Rachman 

(1977)
•	 Padua Inventory, Burns et al. (1996)

Self-monitoring tools are further elaborated in the section on intervention, as part 
of exposure–response prevention.

12.6  Interventions

Traditionally believed to have poor prognosis, OCD and its management have now 
been vastly researched. A two-pronged approach is generally employed for the 
management of obsessive compulsive disorder, incorporating both pharmacologi-
cal and psychological interventions. A large number of studies have found phar-
macotherapy, behavior therapy, or a combination of both effective in reduction of 
obsessive compulsive symptoms.
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12.6.1  Evidence for Efficacy of CBT for OCD

Gava, Barbui et al. (2007), in a systematic review of randomized trials, compared 
the efficacy of psychological treatments (CBT) for OCD with treatment as usual 
and found that patients receiving any variant of cognitive behavioural treatment 
exhibited significantly fewer symptoms post-treatment than those receiving treat-
ment as usual. A meta-analytic comparison study of OCD treatments found that 
clomipramine, SSRIs, and ERP all had comparable results (Kobak et al. 1998). 
Studies suggest that behavior therapy not only provides long-lasting gains but also 
results in greater short-term improvement in symptoms (Foa et al. 2005; Greist 
1996). CBT using exposure and ritual prevention can lead to a significant reduc-
tion in OCD symptoms in patients who remain symptomatic despite an adequate 
trial of an SRI (Simpson et al. 1999). ERP is, therefore, currently the treatment of 
choice for OCD.

12.6.2  The Module

The following section focuses on the key principles to be incorporated into ther-
apy, preceded by a temporal sequencing of sessions. It is important to note that 
number and duration of symptoms may vary depending on the symptom severity 
and number of different symptoms that each individual presents with.

12.6.2.1  Initial Phase (Session 1–3)

Goals:

•	 Intake
•	 Detailed clinical history
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•	 Assessment
•	 Psychoeducation

The initial sessions should focus on a thorough intake, incorporating the elements 
mentioned in the section on assessments, along with detailed clinical history as 
well as administration of the relevant scales. A detailed behavioral analysis is 
essential for planning therapy.

It is essential at this stage to psychoeducate the adolescent and family about 
OCD and help clarify doubts and questions about the illness. Sharing the case for-
mulation and familiarizing the adolescent with key principles and techniques of 
cognitive behavioural therapy are the first steps to beginning the therapy sessions.

Psychoeducation would include dissemination of information about OCD and 
its symptoms; clarification of, and differentiation between, obsessions and com-
pulsions; and nature, course, prognosis, and possible treatment modalities. It 
is also advised to introduce the CBT model, explaining the association between 
thought, emotion, and action and to share the cross-sectional formulation with the 
adolescent at this stage—making him/her aware of the various precipitating and 
maintaining factors in the illness.

12.6.2.2  Middle Phase

Goals:

•	 Exposure and response prevention
– Psychoeducating regarding ERP
– Preparing adolescent for ERP
– Monitoring
– Hierarchy construction
– Practicing ERP in session
– Homework assignments

•	 Cognitive techniques

– Cognitive restructuring

Exposure and Response Prevention

Session 4
Preparing for Exposure and Response Prevention (ERP): ERP, being an anxi-

ety inducing technique, requires the adolescent to be fully aware of its steps and 
prepared to provide consent for participation. It is essential to psychoeducate the 
adolescent and caregiver and obtain informed consent before initiation of therapy.

A key point to be kept in mind during educating regarding ERP is to provide 
a detailed rationale regarding using ERP. The therapist may explain principles 
of habituation, extinction of compulsions, and Mowrer’s two process theory as 
models of explanation. The steps involved need to be explained in detail, and the 



25512 Obsessive-Compulsive Disorder

adolescent is prepared to experience intense anxiety at the beginning of treatment. 
They are also educated about an “extinction burst.” that is, a sharp increase in 
obsessions and compulsions at the outset.

Beginning 
ERP

As can be seen on the figure above, the adolescent needs to be made aware that 
at the initial stages after exposure, there will be increases in anxiety before any 
reductions take place.

Further, they also need to be educated about the trajectory of anxiety that takes 
place with and without compulsions. The following graphs may be used for the 
same.

As can be seen from the first graph, adolescents can be educated that though 
performing the compulsion results in a sharp reduction in anxiety over a short 
period of time, it is counterproductive in the long term as each subsequent trigger 
will produce more anxiety and would require larger frequency/intensity of com-
pulsions to be performed with lesser consequent relief. The second graph, which is 
the key principle of ERP, illustrates how waiting out the period of anxiety is ben-
eficial as it also produces reduction in anxiety, albeit slowly, without performance 
of the compulsion. However, this is beneficial in the longer run as the process of 
avoidance and conditioning of triggers and compulsion is terminated over time.
Session 5

Hierarchy Construction: This session begins with identifying the key symp-
toms vis a vis obsessions and compulsions from the assessment data, followed by 
hierarchy construction in the following steps:

•	 Listing out of all obsessions and compulsions and enumerating subjective units 
of distress (SUD) for each on a scale of 0–100 %. This involves asking the ado-
lescent to identify how much distress—that may be anxiety, guilt, or general-
ized arousal—he/she experiences on being exposed to a trigger for obsession or 
compulsions.
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 For example, one sample list could look like this:

Problem SUD (0–100)

Going to temple 90

Seeing image of God 80

Hearing prayers 70

Not washing hands and face after such thoughts 70

Not apologizing 50

Not reciting special prayer 60

•	 This is followed by creating a hierarchy of symptoms in ascending order of 
SUDs, with lowest distress at the bottom of the hierarchy.

Going to temple 90

Seeing image of God 80

Hearing prayers 70

Not washing hands and face after such thoughts 70

Not reciting special prayer 60

Not apologizing 50

Monitoring: At this stage, monitoring of the identified symptoms is also initi-
ated, either by means of an ABC chart or a daily record of dysfunctional thoughts 
(DRDT).

For example, if the target symptom is washing hands, the ABC chart may look 
as follows.

Activating event Belief Consequence

An abusive word came to mind when 
I went to the temple this morning

“I am a bad person and a pervert for 
thinking such things in a holy place” 
“I should be punished”

Anxiety, guilt

Session 6
Initiating ERP: Once the adolescent has been educated and the hierarchy con-

structed, he/she is instructed on ERP. ERP is generally started targeting a symptom 
at the lower end of the hierarchy, at around 30–40 % SUD—too high a level of 
anxiety may be overwhelming, and starting at a level too low is counterproductive 
as the adolescent may not observe the change in anxiety that is essential for any 
significant change.

One target is set per session and ERP practiced on it. The adolescent is advised 
to continue practicing the same at home. The next symptom in the hierarchy is tar-
geted only when the individual is habituated to the previous target symptom.

ERP essentially involves continuous, high duration exposure to the trigger and 
prevention of the associated response. For example, adolescent A is instructed 
in the session to refrain from washing his hands. At this time, he is instructed 
not to indulge in compulsions, distractions, or any form of mental neutralizing or 
avoidance as well as from proxy compulsions. At this time, anxiety and urge to 
perform compulsion over time are monitored by means of a visual analog scale. 
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This exercise is terminated only when anxiety and urge to perform compulsion 
have reduced to more than half of baseline level, that is, at first exposure.

An example of a visual analog scale could be the following.

Time Baseline 5 min 10 min 15 min 20 min 25 min 30 min

Anxiety (%) 50 80 80 75 60 60 45

Urge to neutralize (%) 70 80 90 80 70 60 50

12.6.3  Cognitive Techniques (Simultaneously  
with ERP Sessions)

Some cognitive techniques that are used in dealing with obsessions are briefly 
below. They have been elaborated in previous sections. Cognitive restructuring 
is used to address magical thinking, catastrophic misinterpretations of obsessive 
thoughts, thought–action fusion, and inflated sense of responsibility. Common 
techniques used are briefly described below.

•	 Downward Arrow/Vertical Descent Technique: This technique is used to arrive 
at the core dysfunctional belief and work toward modifying it. The therapist 
begins with an instance/event and through a downward process of finding what 
the event/thought/feeling means to the adolescent, and what would happen next; 
the adolescent and therapist together arrive at the dysfunctional belief that needs 
to be addressed.

•	 Evidence Seeking: The adolescent is asked to seek evidence in support of and 
against the current dysfunctional thought, by means of behavioral experiments, 
past experience, judgement or surveys, etc., and to generate alternative, more 
adaptive interpretations of those dysfunctional thoughts.

For example, taking the case of adolescent B who feels that his brother would 
meet with an accident if he did not shut the door ten times every time he left the 
room. B is asked to collect evidence from the past wherein something bad hap-
pened when he did not shut the door multiple times. He finds that bad events are 
not directly correlated with his actions, and this learning combined with adequate 
psychoeducation is used to test his beliefs.

•	 Pie Chart Technique: Generating alternative explanations for events that the 
adolescent takes excessive and undue responsibility for. The alternatives are 
then plotted on a pie chart divided by percentage, to visually present to the 
patient the different causes that may be responsible for an event, thereby reduc-
ing the sense of responsibility that he/she feels.

For example, adolescent B is asked to first list out the possible reasons for people 
having accidents in general.

∗careless driving on part of driver ∗fog ∗sudden distraction
∗careless driving on part of others ∗faulty car ∗poor driving skill
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•	 Make ERP Gradual
– Make sure you begin with tasks that are lower in the list, i.e., less  

disturbing and then move upward to the more difficult ones
– Do not take on too much or more than you can handle at a time

The adolescent is then asked to put them in a pie chart according to proportion of 
responsibility, along with the percentage of responsibility that his slamming the 
door has (Fig. 12.3).

The adolescent is then made to see the relative lower percentage of responsibil-
ity that he has for the event and that other more real events may be responsible for 
accidents.

12.6.3.1  Termination Phase

Goals:

•	 Relapse prevention
•	 Maintenance of improvement
•	 Continued use of ERP and cognitive techniques
•	 Family member/co-therapist training

This phase is focused on relapse prevention, anxiety management, and stress 
management. Parent/family members are also psychoeducated and directed as co-
therapists to help in facilitation of continued practice to enable maintenance of 
therapeutic gains. Practical tips to help adolescents increase efficacy of ERP may 
be shared to facilitate independent practice and management of future concerns.

12.6.4  Increasing Efficacy of ERP

% responsibility Careless driving: Driver

Careless driving: Others

Fog

Drunk driving

Poor skill

Sudden distraction

Door slamming 

Fig. 12.3  The pie chart technique
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•	 Daily practice
– Practice for a brief duration every day
– It is better to have few short sessions than one long session in a day

•	 Accept rather than fight
– Accept that you have certain thoughts and let them be. Do not try to 

consciously suppress or stop those thoughts, or feel upset if they occur
•	 Tolerate and habituate to anxiety rather than avoid

– Instead of always distracting yourself, or running away from anxiety, face it
– Learn that anxiety will gradually decrease with time and make an effort 

to notice this change

•	 Start with situations that are SIMILAR to your feared situation before you 
actually move on to the feared situation
– Practice in situations that are a lot like your feared situation and get 

used to those first and then move on to the difficult ones
•	 Do not distract/rationalize/reassure yourself

– Do not tell yourself everything will be ok, my hands are not dirty, the 
money is fine, etc., repeatedly

– Do not seek reassurance from others about your concerns or ask them 
to perform compulsions for you

12.7  Barriers to Treatment

A large number of barriers to treatment exist in carrying out cognitive behavior 
therapy for OCD. First and foremost, the anxiety-inducing nature of ERP in itself 
may act as a barrier for many adolescents. Suffering from an anxiety disorder of 
such debilitating nature, many adolescents may not be prepared to deal with the 
intense anxiety and discomfort that they may feel at the start of therapy. Hence, 
symptom severity acts as an important variable in therapy. Level of insight also 
acts as an important predictor of motivation—where magical thinking is a com-
mon phenomenon among children and adolescents, and some therapists may find 
it challenging to bring about the desired level of insight into their problems and 
challenge the dysfunctional beliefs.

Beliefs about OCD, its prognosis, nature, and causes also influence progress 
in therapy. Beliefs about therapy—beliefs about therapy procedures, treatability of 
OCD, past experiences with therapy, etc., are important predictors of involvement 
in therapy and may act as barriers where the adolescent believes OCD is either not 
treatable or “a figment of the mind.” Poor experience with therapy in the past or 
lack of desired outcomes from such experiences may also act as impediments.

Comorbid conditions such as depression, bipolar disorder, etc., may also 
impede treatment progress and are required to be addressed in the early stages of 
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therapy. Lack of access, poverty of resources, geographical barriers, long waiting 
periods, and poor homework compliance is also important barriers to be consid-
ered. Homework compliance, as mentioned before, may become an important fac-
tor owing to the nature of therapy. Hence, it is advisable to assign a co-therapist to 
facilitate and monitor compliance with assigned tasks and to support and motivate 
the patient in the practice of ERP. Performing mental compulsions/covert neutrali-
zation during exposure exercises that result in a sudden drop in anxiety impedes 
the process of habituation/conditioning and decreases the efficacy of ERP and 
therefore, must be looked out for.

Finally, poor communication with therapist is an important barrier to treatment 
and impedes progress in therapy. It is important for both therapist and the adoles-
cent to maintain open communication regarding difficulties in treatment as well as 
progress.

12.8  Future Directions

Newer approaches to management of OCD using the basic CBT principles are 
being explored. Danger ideation reduction therapy (DIRT), a variant of CBT, 
uses a variety of techniques to decrease patient estimates of the probability of 
dangerous outcomes. DIRT procedures include cognitive restructuring, filmed 
interviews, corrective information, microbiological experiments, a probability of 
catastrophe estimation task, and attentional focusing. Mindfulness-based CBT is 
another upcoming approach to the treatment and management of OCD. CBT has 
been rigorously studied as a treatment for adult OCD. Studies have varied some 
in terms of number of sessions provided, session format (group vs. individual, and 
intensive vs. weekly), reliance on cognitive restructuring, and in combination with 
pharmacotherapy.

The realm of therapy for OCD is progressing by leaps and bound, yet treatment 
accessibility is vastly hampered by a large number of barriers. Geographical bar-
riers, stigma, paucity of therapists’ time and resources, and long waiting periods 
have reduced treatment seeking and dissemination over the years. Therefore, fore-
most, steps need to be taken to increase treatment dissemination and provision of 
CBT/ERP. In this regard, research is now being carried out to incorporate technol-
ogy into the therapy module of OCD (Morgan et al. 2010). A number of computer-
based, telephone-based, and other self-help approaches to treatment of OCD are 
being developed and researched. Telemental health applications have been found 
to be effective as a low-threshold, efficacious, time-effective, and economic treat-
ment for patients with OCD (Herbst et al. 2012). Computer-based/Internet-assisted 
therapy modules have also been found to bring out about statistically and clini-
cally significant improvement (Anderson et al. 2011; Greist et al. 2002). The area 
of self-help manuals for CBT/ERP has also been explored as an independent ther-
apy module and found to be effective in bringing about significant improvement 
on OCD symptoms (Robinson 2012; Tolin et al. 2007). Self-guided therapy is, 
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therefore, not only proving to be an adjunct to therapy or as part of a stepped care 
approach, but is also being explored as an independent modality of psychotherapy.
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13.1  Introduction

In reality, no illness is purely physical or psychological. Physical and psychological 
symptoms interact, and one cannot separate the body from the mind. It is vital to 
consider underlying psychological distress in children who repeatedly present with 
physical symptoms that are medically unexplained as children and adolescents often 
find it difficult to express their feelings and emotions through words. Medically 
unexplained symptoms refer to those bodily symptoms that do not have a recog-
nized medical illness explanation. These symptoms may lead to distress, impair-
ment in functioning, and healthcare-seeking behaviour, as in somatoform disorders.

13.2  Diagnostic Features

DSM-IV describes somatoform disorders as having

1. Physical symptoms suggesting a medical condition; however, no medical 
 disease, substance misuse, or another mental disorder can be found to account 
for the symptoms.
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2. The symptoms cause significant distress or impairment in social, occupational, 
or other areas of functioning.

3. The physical symptoms are not intentionally produced.
4. No diagnosable medical condition can fully account for the symptoms.

The same diagnostic criteria are used for adults as well as children. DSM-IV 
subdivides somatoform disorders into somatization disorder, undifferentiated 
somatoform disorder, conversion disorder, pain disorder, hypochondriasis, body 
dysmorphic disorder, and somatoform disorder not otherwise specified. The most 
commonly seen in children and adolescents are persistent somatoform pain disor-
der and dissociative/conversion disorder.

13.3  Clinical Features (DSM-IV)

Persistent somatoform pain disorder

1. Abdominal pain, headaches, joint pains and other aches and pains constitute 
persistent somatoform pain disorder.

2. Pain is characterized as being persistent, severe, and distressing.
3. It is associated with psychosocial stressors.
4. It tends to be worse during the day and does not occur at night or in school 

holidays.
5. There may be accompanying altered bowel habit, vomiting, headache, and 

fatigue.

Conversion disorders

1. These disorders involve partial or complete loss of bodily sensations or move-
ments; loss or disturbance of motor function; and pseudo-seizures being the 
most common presentations.

2. Less frequently, they may present in children with loss of sight, hearing, sensa-
tion, consciousness, fugue or mutism.

3. The symptoms are often brought on by abuse, traumatic event.
4. They usually remit after a few weeks or months.
5. La belle indifference, which refers to a lack of concern about the symptoms, is 

not particularly common in children.

Pseudo-seizures

1. These seizures do not have the typical features of an epileptic fit and are not 
accompanied by an abnormal EEG.

2. Pseudo-seizures and epilepsy can coexist, but those with both conditions form 
a small proportion of patients with epilepsy.

3. Pseudo-seizures can be similar to epileptic seizures leading to delays in 
diagnosis.
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13.4  Etiology

Somatoform disorders are likely to be caused by a combination of factors. A variety 
of child, family, and environmental factors have been proposed as predisposing, pre-
cipitating, or maintaining factors.

Predisposing factors Precipitating factors Maintaining factors

Family Child Current family relationship 
difficulties

Genetic component Anxiety, depression Family model of serious illness

Physiological vulnerability Life stresses Current parental anxiety and 
somatisation

Verbal communication about  
emotional issues limited

Physical illness School problems

Conditional caretaking Peer group problems High achievement orientation

Suspicious attitude to medical 
expertise

Academic problems Conflict avoidance

Parental history of somatoform  
illness, anxiety, or depression

Cognitive limitations Benefits of sick role

Problems with boundary setting for 
children

Low self-esteem

Child Parent

Temperamental factors,  including 
sensitive, conscientiousness,  
emotional labiality, vulnerability,  
+ worthlessness

Life crises

Earlier emotional abuse
Low IQ
Social-relating difficulties
Physical illness

13.5  Burden

Children with somatoform disorders tend to present repeatedly to doctors because 
their presenting symptoms are physical and families tend to attribute the symp-
toms to medical, not psychological causes. The medical help-seeking behaviour 
that accompanies the symptoms often leads to various unnecessary painful medi-
cal investigations and treatments before their psychological nature is identified. 
These investigations tend to reinforce the belief in the child and family that there 
is an underlying physical cause Domenech-Llaberia et al. (2004). All of this can 
result in a huge burden on patients in terms of time, money, and effort as well as 
wastage of resources. Children often miss school to attend multiple appointments, 
and parents may need to take time off work to care for their child and take them 
to appointments. Further, it may result in parents having decreased leisure time, 
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having to take time off work and subsequent financial implications. Families may 
need to reorganize themselves in their activities of daily living to accommodate 
caring for the sick child, which may increase overall family stress.

13.6  Assessment

Steps involved in assessment

1. Ascertaining the child and parents’ views of the illness is important since most 
of them have come after meeting several doctors. Many parents may still be 
pursuing organic causes; therefore, it is important to address all the physical 
symptoms, find out what medical disorders have been excluded, explore possi-
ble physiological explanations, and be aware of the possibility for physical and 
psychological causes to coexist.

2. Psychiatric assessment should include developmental and psychiatric history 
and mental state examination.

3. Psychometric assessments may be helpful in determining the child’s cognitive 
level, and any disparity between child’s educational expectations and actual 
abilities, school history, and family functioning is assessed.

4. Engaging the family early in the assessment process, explain the formulation 
to them and engage them in therapy. The intervention module is an adaptation 
of the work done previously (De Shazer (1985); Gureje et al. (1997); Knapp 
et al. (2006); Keiling et al. (2011); Kozlowska et al. (2007); Lieb et al. (2000); 
Pehlivanturk and Unal (2002) and Robins et al. (2005)).

13.7  Intervention

13.7.1  Integrated Eclectic Intervention Module for Children 
with Somatoform Disorder and Their Parents

Outline of Module

•	 Number of sessions: 6
•	 Frequency of sessions: 2 per week
•	 Duration of each session: 50–60 min
•	 Setting: Hospital
•	 Type of session: Individual sessions or with parents
•	 Who delivers: Clinical psychologist

13.7.2  Instructions for Therapists

•	 Use this module as a guide. It presents the fundamental areas you should focus on 
during the sessions. The content worked on in each session should be integrated 
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Session 1: Preintervention assessment and Psychoeducation
Participant: Child and parent
Objective of the session

•	 Understand the child’s problem
•	 Increase child’s and parent’s understanding of somatoform disorders
•	 Form a rapport with child and parent.

Duration: 60–90 min
Tasks

(i) Semi-structured interview
(ii) Preintervention study measures (child and parent)
(iii) Psychoeducation
(iv) Providing reassurance, support, reattribution
(v) Functional analysis.

Homework: ABC charting

and build upon in subsequent sessions. Become familiar with the module and use 
it based on each child/adolescent’s particular symptoms, circumstances, and your 
own personal style. The psychiatrist is consulted for any comorbid condition.

13.7.3  Task (I) Semi-structured Interview

•	 The therapist should administer the semi-structured interview Performa and 
generate information from the child on the following areas: School, Academics, 
Teachers, Peer group, Family, Parents, Siblings

•	 The therapist starts the session by asking the child, “What is your name, age? 
What class do you study in?”

•	 The therapist inquires from the parents about their relation with child, their fam-
ily setup, support, and any family stress. “Do you have a joint family or do you 
live with your parents, any stress the family is currently undergoing?”

13.7.4  Task (II) Preintervention Study Measures (Child)

•	 The therapist instructs the child and tells the child, “This is a list of 35 items 
assessing bodily difficulties you experienced in the last 2 weeks. You have to  
tell me how much you were bothered by each symptom rating from 0 which 
means not at all, 1 Some-what, 2 Often, 3 Quite a lot, 4 a whole lot.”

•	 The child is given some time to complete the Childhood Somatization 
Inventory. Any queries are simultaneously answered.



268 S. Kailash et al.

•	 Following which the child is given the Coping Scale for Children and Youth. 
The therapist explains to the child, “During problems, how much do you make 
use of the following methods. You have to tick the option that you find most 
appropriate.”

•	 The Children’s Global Assessment of Functioning was filled by the therapist, in 
consultation with the parent, by rating the child’s most impaired level of gen-
eral functioning for the specified time period by selecting the lowest level which 
describes his/her functioning on a hypothetical continuum of health illness.

13.7.5  Task (II) Preintervention Study Measures (Mother)

•	 The mother is given the DASS and asked to fill the questionnaire, “Please read 
each statement and circle a number 0, 1, 2, or 3 which indicates how much 
the statement applied to you over the past week. There are no right or wrong 
answers. Do not spent too much time on any statement.”

•	 Then, she is given the coping checklist to complete, “This is a list of commonly 
used methods of handling stress and reducing stress. You have to answer yes if 
it applies to you and no if it doesn’t.”

•	 Following which the GAF is administered.
•	 The therapist starting at the top level evaluates each range by asking “Is your symp-

tom severity OR level of functioning worse than what is indicated in the range 
description? Keep moving down the scale until the range that best matches your 
symptom severity OR the level of functioning is reached, whichever is worse.”

13.7.6  Task (III) Psychoeducation

•	 The therapist can use the following information for psychoeducating the parents.
•	 The parents are psychoeducated by telling them, “Your child may sometimes 

respond to stressful or painful experiences with somatic symptoms without 
having a serious medical illness. Although these symptoms are referred to as 
psychological, but it does not mean that the child is mentally handicapped. The 
child is not intentionally producing these symptoms and is not malingering.”

Predisposing factors

•	 It is further explained to them, “Both personal and factors based on context may 
predispose children to developing somatic complaints. Genetic, physiological 
vulnerability to a particular somatic condition, a high level of suggestibility, dif-
ficult temperament and low self-esteem may predispose children to somatoform 
disorders. A family culture that is illness-oriented may predispose children and 
adolescents to develop somatic problems through a process in which the chil-
dren observe that sick-role behaviours of other family members elicit excessive 
care and distress is communicated through somatic complaints.”
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Precipitating factors

•	 The therapist explains the role of precipitating factors, “Biological factors such 
as personal illness or injury or illness, injury in a family member, major stress-
ful life events, such as bereavement or abuse, and a build-up of small stressors 
may also precipitate somatoform disorders.”

Maintaining factors

•	 The therapist further educates the parents by telling them, “Somatic complaints 
may be maintained by the belief that they are un-controllable. Also, it permits the 
child to avoid anxiety-provoking issues which would have to be faced if the symp-
toms were resolved. Poor coping strategies and cognitive distortions involving cat-
astrophizing about the symptoms may contribute, by increasing autonomic arousal 
and reducing the efficiency of the immune system. Family, school, peer-group and 
health-care may give the child secondary gains associated with the sick role. Poor 
coping strategies of parents, high levels of stress and limited support to family may 
compromise their resourcefulness in managing their children’s difficulties.”

13.7.7  Task (IV) Reassurance, Support

•	 The therapist reassures and gains the parents’ confidence by telling them, “The 
child would be followed until full recovery and even later to make sure that no 
possible organic cause is overlooked.”

•	 The child is told, “You will get fine soon and we completely understand your 
problem and it can be overcome.”

13.7.8  Task (V) Functional Analysis

•	 The therapist explains to the parent, “You need to record information regularly about 
the child’s symptoms, the circumstances surrounding its occurrence and treatment 
adherence. The Intensity of the symptoms will be rated from 0 to 10, with 0 not 
present being and 10 being maximum intensity, frequency counts i.e. the number of 
times the child reports of symptoms during the day and how long do they last.”

•	 For child’s age <10, parents will record.
•	 For child’s age ≥10, the child records.

The following chart is used for recording:

Day/date/time Intensity 0–10 Antecedents Behaviour Consequences Duration

.

The child and parents are asked whether they have any further questions and 
they are told to come for the next session.
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Session 2: Symptom management
Participant: Child and parent
Objective of the session

•	 Engage parents in active management of symptoms
•	 Encourage child to take control of symptoms by teaching cognitive and 

behavioural skills.

Duration: 50–60 min
Tasks

(i) Review charting
(ii) Teach parents to limit secondary gains from sick behaviour
(iii) Activity scheduling
(iv) Teach child symptom control using relaxation, distraction, and cog-

nitive restructuring.

Homework: Practice relaxation, chart self-statements

(i) Review charting
(ii) The therapist must review before beginning the next session. Revise the 

previous session and the homework assignment. Ask child and parent 
whether they have any questions from the previous session.

13.7.9  Task (I) Review Charting

•	 The therapist must review before beginning the next session. Revise the previ-
ous session and the homework assignment. Ask child and parent whether they 
have any questions from the previous session.

13.7.10  Task (II) Help Parent Limit Child’s Secondary Gains 
from Sick Behaviour

•	 The therapist educates the parent about the removal of reinforcement for symp-
tomatic behaviour by explaining to them that, “You might be reinforcing illness 
behaviour in your child by giving excessive attention to the child whenever he 
displays illness behaviours. You should try and limit giving too much attention 
to your child, limit frequent visits from visitors, phone calls, gifts, recreational 
privileges whenever the child displays symptomatic behaviour. You are advised 
to ignore non-verbal illness behaviours and use children’s complaints about 
symptoms as an opportunity to prompt them to use symptom-management 
skills.”
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•	 The therapist educates the parent about reinforcement of well behaviours by 
explaining to them that, “When the child does not display any symptomatic 
behaviour for sometime (define based on the kind of symptoms) and engages 
in positive productive activities you have to praise the child, allow them to 
watch TV, give food of their choice, let them engage in other recreational 
activities.”

Breathing exercises

•	 The therapist starts by telling the advantages of breathing exercises to the child.
•	 “Relaxation exercises have advantages and some of them are:

– It helps us in taking more oxygen in our brain. The more oxygen reaches our 
brain, the more alert we feel. It helps us to bring our mind to here and now 
and helps us see the situations more objectively and then work on it.

– Our mind may be full of thoughts that prevent us from seeing the true nature 
of problem. Therefore, through relaxation our mind becomes clear.”

•	 The therapist sits on a chair and demonstrates the instructions before asking the 
child to follow them. Once the child starts practicing the breathing exercise, the 
therapist should ensure that the child keeps their eyes closed during the session 
and check whether the child is doing it correctly.

•	 Additionally, they should be instructed that, “The exercises can be done as 
many times as possible and remember to give a gap of about 1 h for eating a 
meal before and after the breathing exercises.”

For the breathing exercise, the child is instructed to

•	 “Sit comfortably and assume a relaxed posture with your arms loosened and 
placed on your thighs, your back against a support, and your feet firmly placed 
on the ground, parallel to each other

•	 In case you wear spectacles, take them off
•	 Loosen your neck ties or belts
•	 Let your body feel loose and comfortable
•	 Now take a deep breath, inhale through your nose, and as you inhale feel your 

stomach expanding
•	 Hold it for a second or two
•	 Now exhale slowly, and as you exhale feel you stomach contracting
•	 Keep breathing in slowly through your nose, experience your stomach gently 

expand while you inhale air and gently contract while you exhale
•	 Now concentrate on the movement of your stomach and take 10 deep breaths 

while concentrating on your stomach
•	 Now, while breathing in the similar manner, concentrate on the movement of 

your chest and take 10 deep breaths
•	 Now, while breathing in the similar manner, bring your focus on your nose and 

while concentrating on your nose take 10 deep breaths
•	 All through-out breath in slow and deep”
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13.7.11  Task (III) Teach Relaxation Exercise

•	 The therapist sits on a chair and demonstrates the instructions for the imagery 
exercise before asking the child to follow them. Once the child starts practicing 
the breathing exercise, the therapist should ensure that the child keeps their eyes 
closed during the session and check whether the child is doing it correctly.

•	 For imagery exercise, the therapist explains by giving an example, “Imagine a beach 
with clear blue water everywhere, sun just about to rise in the sky. Feel the cool touch 
of the air on your skin, imagine walking bare feet on the water, feel the water under 
your feet, smell the fragrance in the air, hear the soothing sounds of the waves.”

For positive imagery, the child is instructed to

•	 “Sit comfortably in a quiet place
•	 Close your eyes
•	 Breathe slowly and as you inhale your stomach expands and as you exhale your 

stomach goes inside
•	 Deep breathe four times
•	 Create a mental image of a pleasant scene where you have been. It could be a 

park, mountain, sea beach
•	 Make the mental image as real and in as much detail as possible
•	 Involve all your senses such as sight, hearing, smell, touch and taste
•	 While imagining the scene clearly and in detail, relax yourself more deeply and feel it
•	 As you relax, use positive statements in your mind to reinforce the relaxation 

response. Use statements such as: I am deeply relaxed; my body is relaxed and 
my mind is calm; I am peaceful, calm and relaxed

•	 When you feel relaxed and calm you can gradually open your eyes”

The therapist should ask the child about their experience of the exercise. Clear any 
doubts regarding any difficulty or uneasiness in practicing the exercises.

13.7.12  Task (IV) Activity Scheduling

Steps involved

•	 Child is encouraged to return to school.
•	 Child is encouraged to engage in normal activities, for example, dressing,  bathing, 

self-care, eating meals at regular times, peer interaction, recreational activities, 
and helping parent in household chores.

13.7.13  Task (V) Teach Distraction

•	 The therapist gives the rationale for distraction technique, “Distraction involves 
directing attention away from the present situation to something more pleasurable 
or engaging. This would help to bring your anxious feelings under control.”
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•	 The child is told, “You can distract yourself by listening to music, reading a 
book or newspaper, playing some game or talking to someone, listening to per-
sonal stereo whenever you feel uneasy or feel the symptoms coming.”

13.7.14  Task (VI) Cognitive Restructuring

The therapist asks the child to

•	 Write down their negative thoughts.
•	 The therapist evaluates these thoughts in an objective way with the child.
•	 The child is encouraged to adopt a more balanced view based on information or 

evidence which has previously been ignored.
•	 The number of alternative explanations is generated at any one time.
•	 Link is made between somatic symptoms, affects, cognition, and behaviour.
•	 Modify their negative thoughts.

Session 3: Family-based treatment
Participant: Parent and child
Duration: 50–60 min
Objectives

•	 Teach parents relaxation exercises
•	 Improve parental coping
•	 Improve family communication.

Tasks

(i) Manage parental stress
(ii) Teach parental coping strategies
(iii) Teach family communication skills.

13.7.15  Task (I) Relaxation Exercises for Parents

For the breathing exercise, the parent is instructed to

•	 “Sit comfortably and assume a relaxed posture with your arms loosened and 
placed on your thighs, your back against a support, and your feet firmly placed 
on the ground, parallel to each other

•	 In case you wear spectacles, take them off
•	 Let your body feel loose and comfortable
•	 Now take a deep breath, inhale through your nose, and as you inhale feel your 

stomach expanding
•	 Hold your breath for a second or two
•	 Now exhale slowly, and as you exhale feel you stomach contracting
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•	 Keep breathing in slowly through your nose, experience your stomach gently 
expand while you inhale air and gently contract while you exhale

•	 Now concentrate on the movement of your stomach and take 10 deep breaths 
while concentrating on your stomach

•	 Now, while breathing in the similar manner, concentrate on the movement of 
your chest and take 10 deep breaths

•	 Now, while breathing in the similar manner, bring your focus on your nose and 
while concentrating on your nose take 10 deep breaths

•	 All through-out breathe in slow and deep”

13.7.16  Task (II) Teaching Parent Coping Strategies

The therapist explains to the parents how to handle various kinds of stresses when 
managing a child with somatoform disorder:

•	 Internal Stress: Expectations of parents about their child. When expectations about 
parenting are not met, the first thought that comes to the parents’ mind is that, 
“What they did wrong?” Therefore, parents are taught how to develop realistic 
expectations and how to recognize when negative self-talk defeats effective coping.

•	 Management Strategies: Identify their self-defeating assumptions and think 
of alternative messages. The parents are told to be kind to yourself and accept 
yourself and child as fallible.

•	 External Stress: The therapist explains that the neighbors, friends, and relatives 
don’t understand why such a normal-acting child is having problems. Teachers 
frequently don’t fully understand the ramifications of a child’s problem. Parents 
are called upon by the school to help make decisions about the child’s education, 
but often feel helpless because of their own lack of understanding. External stress-
ors are those that are situational and often involve relationships with others.

•	 Management Strategies: Know your limits and be realistic about what you can 
accomplish. Say no to unreasonable demands. Learn about your child’s prob-
lems and needs.

The therapist presents the following list to the parent and asks them to

•	 “Below is a short list of coping behaviours that has been extracted from studies 
of coping styles and from reports by parents and others. It is intended to help 
you reflect upon your coping behaviours and hopefully benefit from the positive 
(and negative) attributes and behaviours that have been reported by others.”

Coping behaviours: thinking negatively

•	 Deny the problem (“It’s just a matter of time before he’ll grow out of it…”)
•	 Hide (“I know, but I am so embarrassed that…”)
•	 Become overwhelmed (“I feel helpless because…”)
•	 Blame yourself (“I feel so guilty; if only I had…”)
•	 Blame others (“If only his teacher had…”)
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•	 Panic (“We need to change everything right now…”)
•	 Worry (“I can’t help thinking that…”)

Coping behaviours: thinking positively

•	 Listen carefully and ask for clarification (“Are you telling me that…”)
•	 Take good notes (“When last we spoke, we agreed that…”)
•	 Seek information (“What I need to know is…”)
•	 Focus on the problem (“My specific concern is about…”)
•	 Seek social support (“Who can I turn to when I need to talk about…”)
•	 Become a self-advocate (“What I need you to provide for my child is…”)
•	 Become an advocate for change (“The system needs to adjust by…”)
•	 Reduce tension (“It feels good just to…”)
•	 Focus on the positive (“One good thing is that…”)
•	 Seek professional guidance (“With her help, I realized that…”)
•	 Share your wisdom (“What I now know is…”)

13.7.17  Task (III) Family Communication

Steps to building effective family communication

•	 Communicate frequently

Families should spend time together. Make time to communicate. Talk in the car 
turn the TV off and eat dinner together, and talk to your children at bedtime.

•	 Communicate clearly and directly

Families should communicate their thoughts and feelings in a clear and direct 
manner. This is especially important when attempting to resolve problems that 
arise between family members (e.g., spouse, parent–child).

•	 Be an active listener

Listen to what family members and the child are saying. Being an active listener 
involves trying your best to understand the point of view of the other person. It is 
important to pay close attention to their verbal and non-verbal messages. As an 
active listener, you must acknowledge and respect the other person’s point of view. 
For example, when listening, you should nod your head or say, “I understand,” 
which conveys to the other person that you care about what he or she is saying. 
Another aspect of active listening is seeking clarification if you do not understand 
the other family member. This can be done by simply asking, “What did you mean 
when you said…?” or “Did I understand you correctly?”

•	 Openness and honesty

Individual family members must be open and honest with one another. This open-
ness and honesty will set the stage for trusting relationships.
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•	 Think about the person with whom you are communicating

Not all family members communicate in the same manner or at the same level. 
This is especially true of young children. When communicating with young chil-
dren, it is important for adults to listen carefully to what the children are saying 
without making unwarranted assumptions. It is also important to take into con-
sideration the ages and maturity levels of children. Parents cannot communicate 
with children in the same way that they communicate with their spouse because 
the child may not be old enough to understand.

•	 Pay attention to non-verbal messages

Pay close attention to the non-verbal behaviours of other family members. It is 
important to find out how the person is really feeling.

•	 Be positive

It is very important for family members to verbally compliment and encourage 
one another.

•	 Speaking skills

Clearly articulating what you want to communicate. Often communication, par-
ticularly disagreements, between two people can escalate to conflict.

•	 Roadblocks to communication

Sometimes when communicating, roadblocks appear that get in the way of really 
hearing what your family member is saying or that hinder your ability to commu-
nicate what you are thinking and feeling.

•	 Deployment communication

Communication between two people usually involves not just the words that are 
used but also the listener’s interpretation of the speaker’s words, the body lan-
guage of the speaker and listener, and the tone of voice. These factors change 
depending on the medium being used (i.e., face to face, phone, e-mail, video chat, 
letters). Families who have a member deployed or away from the other(s) for peri-
ods of time require an additional skill set to enhance these relationships.

•	 Listening skills

It describes how to use “I statements” to accurately convey what you are saying 
and start the conversation off well, how to respond, and how to have more produc-
tive and positive conversations.
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13.7.18  Task (I) Managing Stress

Stress management steps for children under 10
Acknowledging their feelings

•	 It is important that children understand what they are feeling, that we teach the 
word “stress” by letting them know what they may feel that they may feel.

•	 Let the child know that it is all right to feel angry, alone, scared, or lonely.
•	 Teach children names or words for their feelings and appropriate ways to express 

them.
•	 The therapist shows more interest in the child’s experience and feeling than in 

the behaviour that results.

Promote a positive environment

•	 Praise children for the acceptable things that they do also explain to the parents 
to do so.

•	 The experience of stress and tension can serve to defeat an individual’s concept 
and confidence. Help the child sees and understands the positive things about 
themselves and that they are worthwhile persons.

•	 Listen without judging the child or the situation; that is, if the child chooses to 
tell you about the situation that produced the stress.

•	 Help the child feel comfortable in expressing feelings. Assist the child in clari-
fying his or her feelings. Correct any misconceptions that the children may have 
about themselves or their feelings.

Set a good example

•	 Children learn lessons from the family and other adults around them, whether 
these lessons are positive or negative.

•	 Children are imitators and may cope with stress in the same way they see adults 
handle their stress. In some cases, it is appropriate to explain why something is 
being done. This explanation can often ease the child’s reaction.

Session 4: Stress management and problem-solving
Participant: Child
Objective of the session

•	 Help the child understand and handle stress-inducing situations
•	 To help child improve decision-making by eliciting and evaluating all 

 possible solutions and choosing the best alternative to resolve their problem.

Duration: 50–60 min
Task

(i) Managing stressful situations
(ii) Finding solutions to problems.
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Stress management for children above 10 years
The child is taught how to
Prepare for the stressor

•	 You can develop a plan to deal with it.
•	 Just think about what you have to do.
•	 Just think about what you can do about it.
•	 Worrying won’t help anything.
•	 You have lots of different strategies you can call upon.

Confronting and handling the stressor

•	 You can meet the challenge.
•	 One setup at a time; you can handle the situation.
•	 Just relax, breathe deeply, and use one of the strategies.
•	 Don’t think about the problem, just do what you have to do.
•	 That’s right; it’s the reminder to use your symptom management skills.

Coping with feelings at critical moments

•	 When pain comes, just pause; keep focusing on what you have to do.
•	 Don’t try to eliminate the pain totally; just keep it under control.
•	 Just remember, there are different strategies; they’ll help you stay in control.
•	 When the pain mounts, you can switch to a different strategy; you’re in control.

Reinforcing self-statements

•	 Good, you did it.
•	 You handled it pretty well.
•	 You knew you could do it!

13.7.19  Task (II) Problem-Solving

The steps involved are as follows:
Stressors experienced

•	 Discuss about the stressors which the child is experiencing in their day-to-day 
life. Ask them, “What kinds of stress do you experience in your lives?”

•	 “What are the stressful situations that you experience over which you have 
absolutely no control?”

•	 “What are the stressful situations that you experience over which you do have 
some control?”

Finding solutions to problems

•	 Tell the child, “We would learn about these steps by using an example.”
•	 Give child a situation.
•	 Encourage responses from the child and write them down.
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General orientation

•	 Explain to the child that they need to accept that problem situations are a nor-
mal part of life and that one can cope with such situations.

•	 To deal with their problems, they need to prepare a list of all the problems that 
need fixing them and start working on solving them.

Problem definition, formulation, and goal setting

•	 Definition of the problem in concrete terms.
•	 Decide the time frame for solving the problem and accomplishing goal.
•	 Specify a desirable outcome by deciding what you would like to have happen 

instead of what did happen.
•	 What is the situation right now that is upsetting me?
•	 How would I like the situation to be?
•	 How would things be if I weren’t upset?
•	 What are the obstacles?

Generation of alternatives

•	 Brainstorming all possible solutions without judging whether solutions are good 
or bad

•	 Come up with as many solutions as possible to deal with the problem situation
•	 Seek help of others if need to be

Decision-making

•	 Evaluating each alternative in terms of its likelihood of solving a problem.
•	 Going back through the list of alternatives generated and predict the conse-

quences of each alternative behaviour.
•	 Each alternative may have several possible consequences all of which need to 

be considered.
•	 Both immediate and long-term consequences should be examined in determin-

ing the costs and benefits of a given solution.
•	 The following questions can be asked:

– “Will this solution help me reach my goal and solve my problem?”
– “If I choose this solution, how good or bad am i going to feel?”
– “How much time and effort does this situation involve?”
– “Does this solution have more benefits than costs if I choose it?”

Choosing a solution and putting solution into action

•	 It consists of two tasks
•	 Decision regarding which alternative has the most probable benefits and least 

probable cost in light of original problem and the stated goal
– If you are given what you want to happen, which one of these alternatives 

would be the best for you?
– Which one would be most likely to help you get what you want and avoid 

what you don’t want?
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•	 Need to identify the specific manner in which the chosen solution is to be carried 
out. For example, for a problem encountered in a social situation, one can ask:
– What will be said?
– What will the non-verbal behaviour be like?
– What will the setting be?
– When will it be done?
– What might the reaction of others be and how will I deal with these reactions?

•	 Using this method, the best possible option is chosen. The strategies and behaviours 
should then be rehearsed by means of imagery, behavioural rehearsal/role-play, and 
graduated practice

Evaluation

•	 Evaluation is done after one has carried out the chosen solution
– “Did i do what i set out to do?”
– “Did i accomplish what i said i wanted to accomplish?”
– “Am i satisfied with the results?”

•	 If you are satisfied with the results, then the solution was implemented effectively.
•	 If solution doesn’t seem to be working, then ask yourself.
•	 “Did i define my problem correctly?”
•	 “Were my goals unrealistic?”
•	 “Was there a better solution?”
•	 “Did I carry out the solutions properly?”

Rewarding self for successfully solving the problem

•	 Once the implemented solution proves to be effective in solving the given  problem, 
reinforce/praise yourself.

Session 5: Coping skills and assertiveness training
Participant: Child
Duration: 50–60 min
Objectives

•	 Teach child coping skills
•	 Teach assertiveness skills.

Tasks

(i) Coping practice exercise
(ii) Assertiveness exercise.
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13.7.20  Task (I) Coping Skills

Steps involved:

•	 Write down experiences because of which you become stressed or upset
•	 Coping skills practice for getting over each above upset

For each upsetting experience, write down your answers to these questions:

•	 Name which types of upset your experience might be called. Is it a loss; rejec-
tion; betrayal, or humiliation?

•	 What does this upset make me feel like inside?
•	 How does this upset make me feel about myself? Usually, this answer shows 

what you really want and need that is the opposite of the upsetting experience 
you’ve had. So write down what positive thing you’ve found out about yourself 
by going through this upset and coping exercise.

13.7.21  Task (II) Assertiveness Skills

The steps are as follows:
Creating an assertiveness hierarchy

•	 You need to write down 10 situations in which you would like to be more asser-
tive. This can be at home, at work, with friends, or out in public.

Work out the order of difficulty

•	 To do this, first give each situation a rating of how hard or difficult you think the 
task would be. Another way of thinking about it is to ask yourself how anxious 
would it make you. You give each situation a rating from 0 to 100. A rating of 
zero would mean the task wasn’t difficult at all. A rating of 100 would mean it 
was the most difficult thing you could imagine doing. Using the ratings, you can 
then work out which task would be the easiest and which would be the hardest. 
You can then give each task a rank going from the easiest to the hardest. The 
therapist asks this to child:

1. What is the situation in which you want to become more assertive?
2. What unhelpful beliefs are maintaining the unassertive behaviour?
3. What are more assertive beliefs?
4. What unassertive behaviours are you using?
5. What are more assertive behaviours you could use?

Identify and change any unhelpful thinking

•	 There is usually some unhelpful thinking underneath non-assertive behaviour.
•	 Use a thought diary and come up with more assertive thoughts. Once they have 

come up with this new thought, they were able to do that task and move on to 
the next task.
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Session 6: Relapse management
Participant: Parent and child
Duration: 60–90 min
Objectives

•	 Assess progress
•	 Reinforce gains
•	 Prepare for continued coping
•	 Relapse management.

Tasks

(i) Completing post-intervention measures
(ii) Review relaxation and behavioural, cognitive, and distraction techniques.
(iii) Prepare for minor setbacks and a plan of action to manage them.

Identify and change any unhelpful behaviour

•	 Change unhelpful behaviours with more helpful behaviours

Rehearse and practice

13.7.22  Task (I) Completing post-intervention measures

•	 The child is given the post-intervention measures consisting of Coping Scale 
for Children and Youth, Children Somatization Inventory, and Children Global 
Assessment of Functioning using the same set of instructions.

•	 The parent is given the post-intervention measures consisting of DASS, coping 
checklist, and Global Assessment of Functioning.

13.7.23  Task (II) and (III) Review and relapse management

•	 All the doubts are clarified whether the child and the parent have any.
•	 It is explained to the parents that the symptoms might reappear, which might be 

just a phase. They can manage them with the above-explained strategies or can 
come back to us.

•	 All the skills taught are reviewed.

13.8  Barriers to Treatment

The belief system of the people that it is God’s wish and nothing can be done about 
it or that it is black magic is a major barrier to families seeking treatment for their 
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children. Poverty and lack of knowledge makes these patients vulnerable to taking 
treatment from people not specialized to handle such issues. There is a dearth of 
trained professionals to meet the mental health needs of children and adolescents, 
and barriers to care include poor identification and lack of specialized personnel. 
Hence, attention needs to be focused on the training and supervision of professionals.

13.9  Conclusion and Future Directions

Unexplained physical symptoms are common in children and adolescents. These 
symptoms when severe, impairing, associated with psychological factors and 
result in frequent medical help seeking they form the basis of somatoform disor-
ders. In some cultures, families may explain the physical symptoms in religious 
ways. Psychiatric comorbidity also commonly occurs. Medical examination and 
investigation, acknowledging parental and child attitudes and management strate-
gies to reduce impairment, are essential to successful management. The best evi-
dence of treatment comes from involving the family. Involving families during 
assessment and treatment is important and will aid recovery. Psychoeducation may 
be an effective means of preventing and managing these disorders across different 
countries and cultures.
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14.1  Introduction

14.1.1  Headache

Headaches are very common in children and adolescents. According to the 
International Headache Society (IHS), headaches are divided into primary and sec-
ondary headaches. Primary headaches do not have an underlying disease, and the 
most common types are migraine, tension-type and cluster headaches. Secondary 
headaches are part of a syndrome, and underlying causes of these headaches are 
organic disorders or physical diseases.

14.1.1.1  Diagnostic Classification

See Table 14.1.

P. Sharma (*) · M. Mehta · R. Sagar 
Department of Psychiatry, All India Institute of Medical Sciences, New Delhi, India
e-mail: pragya.cp@gmail.com

M. Mehta 
e-mail: drmanju.mehta@gmail.com

R. Sagar 
e-mail: rsagar29@gmail.com



286 P. Sharma et al.

14.1.1.2  Epidemiology

The prevalence rate of headache increases with age in children, with female predomi-
nance, after the age of 13 years (Russell et al. 2006). It ranged from 37 to 51 % in those 
who were at least seven years of age and gradually rose to 57 to 82 % by age 15 (Karli 
et al. 2006). Frequent episodic tension-type headache was the most common (25.9 %) 
headache followed by migraine (14.5 %) (Karli et al. 2006). The prevalence of adoles-
cent migraine varies from 3 to 22 % in different populations (Laurell et al. 2006).

In India, Gupta et al. (2009) found 57.5 % adolescents to be suffering from recur-
rent headaches. Migraine was the most prevalent (17.2 %) followed by unspecified 
(14.9 %) and tension headache (11 %). Average age of headache onset was 11 years.

14.1.1.3  Social Functioning in Adolescents with Headache

Migraine causes significantly reduced school attendance. Collin et al. (1985) 
reported that over a time span of twelve weeks, the prevalence of school absence 
due to headache for children 5 to 19 years of age was 3.7 %.

Table 14.1  Diagnostic criteria for three types of primary headache (IHS 2004)
Episodic tension-type Migraine Cluster

Headache lasting 30 
minutes to 7 days

Headache lasting 4–72 h Headache lasting 15–180 min

At least two of At least two of Both of
• bilateral location • unilateral location • unilateral location
• non-pulsating 

quality
• pulsating quality • severe to very severe pain around and/or 

above the eye and/or temple
• mild to moderate 

pain intensity
• moderate to severe 

pain intensity
• not worsened by 

routine physical 
activity

• worsened by routine 
physical activity

Neither of: At least one of: At least one of:
• nausea and/or 

vomiting
• nausea and/ or 

vomiting
• conjunctival 

injection and/or 
lacrimation

• photophobia and 
phonophobia (but 
may have one or 
the other)

• photophobia and 
phonophobia

• nasal 
congestion 
and/or 
rhinorrhoea

• eyelid oedema
• forehead and 

facial sweating
• constricted 

pupil and/or 
drooping of the 
upper eyelid

• restlessness or 
agitation

without aura: at least 5 
attacks

At least 5 attacks: from one attack every other 
day up to 8 attacks a day

with aura: at least 2 attacks

On the same side 
of the face as the 
headache pain
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Caring for a child with a physical disease puts a strain on the child’s family. 
School absence and frequent somatic complaints due to frequent headache or 
migraine may lead to ‘perceived role restriction’ in the parents which is defined 
as ‘the extent to which a person feels unable to pursue one’s own personal 
interests due to the responsibilities involved with raising a child with a chronic 
physical condition’ (Breslau et al. 1982). Thus, though tension headache and 
migraine are not regarded as disabling physical diseases, these disorders may 
lead to a perceived role restriction in the family to the same degree as a disa-
bling disease.

14.1.2  Headache and Comorbid Disorders

According to The International Classification of Headache Disorders-2nd 
Edition (ICHD-II) (IHS 2004), primary headache disorders in adolescence are 
often comorbid with psychiatric disorders. Girls with anxiety disorder had a 
significantly greater prevalence of headaches than girls without an internalizing 
disorder (Egger et al. 1998). Cross-sectional investigations of psychiatric dis-
order prevalence in migraine samples found an increased risk of anxiety disor-
ders, particularly panic disorder and phobias (IHS 1998). Breslau et al. (1991) 
found an association between migraine and obsessive–compulsive disorder as 
well as generalized anxiety disorder. Thirty-five percent of youths with chronic 
headaches had anxiety disorders (Liakopoulous-Kairis et al. 2002). Emiroglu 
et al. (2004) found 94 % adolescents suffering from unexplained neurological 
symptoms (such as headache) to be suffering from at least one mental disor-
der, most frequent being depressive disorders (40 %). High rates of anxiety 
and depressive symptoms among adolescents with headaches have been found 
by Fritz et al. (1997). For more information on anxiety or depression, refer to 
Chaps. 11 and 12.

14.1.3  Cognitive behavioral therapy

The CBT model for headache is based on the belief that thoughts influence  
feelings which influence our behaviors/experience (including pain). CBT has been 
successfully applied to pediatric headaches (Palermo et al. 2009, 2010; Trautmann 
and Kroner-Herwig 2010). There is increasing evidence for the short- and  
long-term efficacy of CBT for anxiety-related difficulties in childhood and adoles-
cence (Silverman et al. 2008). Cognitive behavior therapies represent a range of 
empirically supported psychotherapy for adolescents with depression (Kazdin and 
Weisz 1998).

http://dx.doi.org/10.1007/978-81-322-2241-5_11
http://dx.doi.org/10.1007/978-81-322-2241-5_12
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14.1.4  Transdiagnostic Cognitive behavioral therapy (TCBT)

Transdiagnostic treatments are those that apply to the same underlying treatment 
principles across mental disorders, without tailoring the protocol to specific diag-
noses (McEvoy et al. 2009). According to Mansell et al. (2009), less time is spent 
on selecting the right therapy, there is no problem with comorbidity in an indi-
vidual, the stigma attached to a diagnostic label can be avoided and it fosters a 
more idiographic approach to treatment. It helps the continued generalization of 
knowledge from established models of psychological disorders to new disorders 
that are yet to be fully investigated. It further leads to development of treatment 
components that are effective across a wide range of disorders (Mansell 2008).

14.1.5  Transdiagnostic CBT for Headache and Comorbid 
Disorders

Headache frequency is significantly associated with externalizing and internaliz-
ing problem behaviors (Virtanen 2008). Comorbidity of headache with other disor-
ders renders it suitable for application of TCBT as TCBT focuses on all aspects of 
problem behavior.

14.2  Case Vignette

Master N is a 13-year-old male studying in class IX belonging to middle socioeco-
nomic status and urban domicile presented with complaints of frequent, recurring 
headache and feeling anxious in social situations. N had always been a shy child, 
but the situation had intensified in the last six months after he changed school 
owing to a change in residence. He had been in the previous school since kinder-
garten, every teacher knew him, and thus, his anxiety symptoms went unnoticed to 
some extent. With the new school, he had to start all over again. This was distress-
ing for him. Unable to hold a conversation, he could not make friends, and even 
when he tried, he stammered. This lead to his being made fun of by classmates 
and further drew him away from everyone. These situations at school distressed 
him, and he was unable to concentrate on studies resulting in poor performance. 
He began feeling sadness of mood, lost interest in earlier pleasurable activities, 
and had low self-esteem. It was also at this time that the headaches started and 
gradually increased in intensity and duration. He reported significant physiological 
(e.g., sweating excessively, having a dry mouth, heart racing), cognitive (e.g., ‘I 
will say something wrong and embarrass myself’), and behavioral (e.g., blushing, 
stammering) symptoms of anxiety when forced to face social situations. At best, 
he liked to avoid all social interactions. He reported ‘freezing up’ when talking 
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to others and often felt that he was not able to respond despite wanting to, which 
he found very distressing. His mind went ‘blank’ and he stopped trying to talk. 
Even while narrating these symptoms, N was seen struggling with anxiety and it 
was difficult for him to talk. He used compensatory behaviors to communicate 
across settings by asking others to do things for him (e.g., parents ordering food 
at restaurants). Further, recurring headache episodes made it difficult for N to con-
centrate on anything. School being a consistent stressor due to its social demands 
led N to refuse to go to school leading to several absences each week. His ‘silent’ 
instances in the class (not asking questions in class, not answering when asked 
of, not talking to peers, or remaining silent during group work) prompted teach-
ers to complain to his parents. N’s concerned parents brought him to a psychiatrist 
for identification and management of the problem. He was diagnosed as having 
tension headache (IHS classification), social phobia, and mild depressive episode 
(ICD-10 classification). He was given medication and sent to psychologist for fur-
ther management.

14.3  Assessment

Before initiating intervention, an in-depth assessment is an integral part of the 
treatment process and helps in deciding the treatment module to be followed. 
Assessment involves a detailed case history focusing on current problems, fac-
tors leading to and maintaining current problems, family history, and any comor-
bid conditions. Further assessment includes the application of inventories, rating 
scales, and self-report questionnaires to assess degree and severity of headache, 
anxiety, and other comorbid disorders. Some of the important tools to measure 
headache and anxiety are listed in Table 14.2. For information on tools to measure 
depression, refer to Chap. 11.

Parents, teachers, and peers are important sources of assessment apart from 
adolescent himself. Assessment is an ongoing process and continues into therapy 
where tools such as ABC chart (see Appendix) and self-monitoring form (see 
Appendix) will be used.

14.3.1  Sample Illustration of Assessment

N’s initial assessment included semi-structured diagnostic interviews, clinical 
interview, questionnaires, and self-monitoring. Parent and adolescent report on 
ADIS-IV indicated that N met the criteria for a diagnosis of social phobia. Parent 
and adolescent report on RCADS indicated clinically elevated sub-scales for 
social phobia and borderline elevation on major depression. On Youth Self Report, 
clinical elevations were seen on the scales of Withdrawn/Depressed and Anxiety 
problems.

http://dx.doi.org/10.1007/978-81-322-2241-5_11
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Important

Headache in adolescents occurs with comorbid disorder such as anxiety and 
depression. This chapter will focus on management of headache and anxiety. 
For elaboration on management of depression, refer to Chap. 11.

14.4  Intervention

Intervention includes therapy sessions for headache and comorbid disorders such 
as depression and anxiety.

Table 14.2  Assessment tools

Name of the test Measures Description

Headache history and diary Frequency, duration,  
and intensity of headache

Questions to assess history, 
visual analogue scale (0–10), 
record frequency and duration

Youth self report (Achenbach 
and Rescorla 2001)

Behavioral and emotional 
functioning

2 sub-areas: (a) 20 competence 
items (b) 112 items that measure 
eight sub-scale symptoms

Anxiety disorder interview 
schedule-IV child/parent 
(Silverman and Albano 1996)

Assesses and diagnoses  
presence or absence  
of anxiety disorders

Structured interview

Revised children’s anxiety  
and depression scale  
(Chorpita et al. 2000)

Report of symptoms 47-item self-report 
questionnaire

Revised children’s manifest 
anxiety scale-2 (Reynolds  
and Richmond 1978)

Measures the level  
and nature of anxiety

Yes/no response format, 
self-report

State trait anxiety inventory 
(Spielberger et al. 1973)

Indicates intensity of feeling  
of state and trait anxiety

40-item self-report 
questionnaire

Beck anxiety inventory  
(Beck 1993)

Measures severity of anxiety 21 items multiple choice 
questionnaire

Hamilton anxiety rating  
scale (Hamilton 1959)

Assesses severity of anxiety 
symptoms

14-item rating scale

The total number of sessions range from 10 to 16 weekly sessions (minimum). 
The average duration of a session is 45–50 min. The sessions may either be with 
the adolescent alone or parents or a single session involving a separate time for 
both. A brief look at the various therapy phases is given in Table 14.3.

http://dx.doi.org/10.1007/978-81-322-2241-5_11
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14.4.1  Session 1: Rapport Formation and Psychoeducation

14.4.1.1  Rapport Formation

Rapport with the parent and adolescent is crucial to management. Establishing 
trust with an adolescent can be difficult because adolescents are going through 
dramatic biological and emotional changes. Seeking mental health care may 
seem challenging to them because the normal changes of adolescence affect their 
self-confidence, relationships, social skills, and general thinking. It might need 
repeated assurance and discussion by the therapist to put the adolescent at ease 
regarding the issue of confidentiality. Some activities can be carried out with the 
adolescent in order to encourage expression, such as drawing, journaling, or inter-
acting with them about their hobbies.

14.4.1.2  Psychoeducation

Once the rapport is formed, therapist should proceed to educating the adolescent 
and the parents about the nature and causes of headache and comorbid disorders. 
The purpose of psychoeducation is to help the adolescent and their families under-
stand how the illness affects them and what kind of activities or treatment might help. 
Psychoeducation helps them understand that there are others who have similar prob-
lems and that there are treatments that work. This type of education helps them under-
stand what will happen in the treatment sessions and how long the treatment might 
take. They will also learn what role the parent, the therapist, and the adolescent will 
play in the treatment and that they will be a team that will work on problems together.

Table 14.3  Therapy phases Initial phase (Sessions 1–3)

Establishing rapport and assessment
Psychoeducation
Relaxation
Guided imagery
Middle phase (Sessions 4–12)

Hierarchy development
Identifying automatic negative thoughts
Cognitive restructuring
Exposure-based procedures
Problem-solving skills training
Stress management
Assertiveness skills training
Termination phase (Sessions 12–14)

Relapse prevention
Termination
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Correct information presented in developmentally appropriate terms is essen-
tial for decreasing family anxiety and increasing acceptance of a multifac-
eted approach. Reassurance that headache does not signify a lethal illness while 
expressing understanding of the significant disability the pain is causing allows 
both the adolescent and the families to feel reassured and validated. They need 
to be psychoeducated that pain results from multiple biological and psychological 
factors and is not either/or.

The meaning of anxiety is discussed as an emotional state experienced when 
a person anticipates threat or is threatened in some way. It is explained that the 
type of threat can vary from situation to situation and from person to person. How 
anxiety is a normal part of everyday life is explained by examples like when one 
is appearing for an exam. It is further explained that anxiety is experienced by all 
individuals when they feel there is some type of threat and it is unpleasant but not 
unmanageable and decreases once the fear is faced. The positive side of anxiety is 
shown in how it motivates the individual to prevent the threat or protect himself/
herself from being physically or emotionally harmed.

After the normalization of anxiety, therapist moves on to explaining when is it 
that anxiety becomes a problem. The difference between typical and problematic 
anxiety is explained with the help of case examples of two people, like one who is 
afraid of water and the other who moderates necessary caution but is otherwise not 
fearful. The adolescent is then encouraged to come up with things and situations 
that seem to trigger anxiety for him/her but not for other people. He/she is also 
asked what he/she would like to accomplish in treatment. The adolescent is asked 
to explain how his/her anxiety interferes with his/her life (school/home/social life). 
The importance of this is emphasized in the process of identification of goals and 
the measurement of progress.

The causes of problematic anxiety are further explained as a combination of 
genetic factors, early learning, and important life experiences. The goal of this 
discussion is to discourage the adolescent from assuming the role of a single 
determining factor and to view his/her anxiety difficulties more objectively and 
scientifically.

Once the adolescent reflects learning of all the previous concepts, he is made 
aware of the three components of anxiety with the help of a case example. 
Physiological component includes bodily feelings and sensations an individual 
experiences when anxious. Cognitive component is what people think about and 
pay attention to when anxious. N thought he would say something wrong and will 
be embarrassed. Finally, the behavioral component refers to the actions the indi-
vidual engages in when anxious. These behaviors can be of three types: nervous 
behaviors, such as tapping your feet, avoiding eye contact, checking your watch, 
and playing with your hair; escape/avoidance behaviors such as escaping or avoid-
ing anxiety-provoking situations; and coping behaviors which include learning 
how to minimize anxiety by engaging in certain actions. Coping behaviors, such 
as escape/avoidance behaviors, are also effective in short-term anxiety reduc-
tion, but counterproductive in the long term. Once sufficient understanding of 
the three components has been built up, the therapist goes on to explain how the 
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three interact with each other to create a downward spiral of anxiety (Fig. 14.1). 
The adolescent is then asked to look at how the components interact in case of his 
anxieties.

14.4.1.3  Treatment Components

After having psychoeducated the adolescent, a brief discussion of the treatment 
components takes place. It is further emphasized that each component of treat-
ment will require work both in session and at home. The importance of completing 
the assigned homework exercises is stressed as they help the adolescent apply the 
skills they learn in the session to the real-life situations they encounter.

14.4.1.4  Homework

Toward the end of the session, the adolescent is given homework including self-
monitoring which will be done throughout the course of treatment. It includes 
keeping a headache diary in which the adolescent should note down the date and 
time of headache instances, its intensity on a scale of 0–10 (with 1 being the low-
est and 10 being the maximum), what he/she did before and during a headache 
episode, and how did the headache got relieved (Table 14.4). For anxiety, he/she 
needs to monitor anxiety on a daily basis by rating the average level of anxiety 
and stress for that day on a scale of 0–100, with higher numbers meaning more 
severe anxiety or stress (Table 14.5). The adolescent is further explained how level 
of anxiety needs to rate severity of anxiety with regard to his/her fears that day, 

Fig. 14.1  Downward spiral 
of anxiety

I will get 

poor marks.  

I won't be 

able to finish 

the syllabus. 

The teacher 

will scold 

me. 

I will be a failure

Table 14.4  Headache diary

Date and time when 
headache started

Before headache 
behavior

Intensity (0–10) and 
efforts to relieve

Total duration of 
headache and how did 
it get relieved

. . . .
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while stress rating reflects daily general stress level, irrespective of the specific 
fears. The benefits of self-monitoring are then discussed including its importance 
in identifying patterns, themes or unexpected headache and anxiety triggers, track-
ing progress throughout treatment, and providing encouragement or motivation. 
The final monitoring task involves looking closely at one or two anxiety episodes 
and breaking it down into specific components of anxiety as experienced during 
these episodes (Table 14.6).

The adolescent is also asked to think about and make a list of fearful or anxi-
ety-provoking situations that he/she will be working on in the subsequent sessions 
with the therapist.

At the end of the session, the adolescent is thanked for coming to the session 
and congratulated for having begun the treatment process. He/she is given a brief 
overview of the next session which will focus on discussion of fears and relaxation 
training.

14.4.2  Session 2: Education, Relaxation, and Hierarchy 
Development

The focus of the second session is on reviewing self-monitoring homework in 
order to decode possible problematic situations for headache and causes of anxi-
ety. Further, analyzing the possible headache triggers, the adolescent feels in 
control of the symptom once he learns to control his reactions to the situation. 
Relaxation training and development of hierarchy are to be taught to the adoles-
cent for the management of headache and anxious responses.

14.4.2.1  Homework Review

Some time is spent in reviewing the self-monitoring homework given to the ado-
lescent in the previous session. Graphing of the daily monitoring activity is taught 
to him/her and practiced in the session (Fig. 14.2).

Table 14.5  Anxiety self-monitoring form

Date Average anxiety (0–100) Average stress (0–100) Notes

. . . .

Table 14.6  Monitoring anxiety components

Date:
Describe anxiety-provoking situation briefly

Physiological component Cognitive component Behavioral 
component

What I felt was… What I thought was… What I did was…
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14.4.2.2  Adaptive Basis of Anxiety Components

Looking at the headache diary, the frequency and intensity of headache in the last few 
days can be ascertained. The stress and anxiety ratings further give an understanding 
of what affects the adolescent the most, gives an overview of anxiety-/stress-provoking 
situations, and sets a task for the therapist to handle these situations in further sessions.

The therapist goes on to elaborate more on the anxiety components. Firstly, the 
therapist takes a look at the physiological symptoms that the adolescent has jot-
ted down in response to the anxiety-provoking situations in the last week. He/she 
is then asked to think of how these may be useful in protecting us when facing a 
dangerous situation.

The therapist then moves onto the cognitive component of anxiety. The adoles-
cent’s homework is reviewed, and he/she is further assisted to come up with other 
possible list of cognitions. It is explained that when we are anxious, our minds 
focus on the threat and its potential consequences and all other thoughts vanish 
from our mind. The adolescent is encouraged to think why we focus our attention 
onto the threat and start assessing the possible consequences immediately. The 
importance of this particular attentional shift is discussed with an emphasis on the 
fact that this shift in thinking occurs to help us identify, avoid, or escape from the 
threat if it actually occurs.

Lastly, talking about the behavioral component of anxiety, it is restated that these 
are the things we do or are motivated to do when anxious or fearful. It is explained 
that in the face of a threat, we either try to avoid or escape the dangerous situation.

The components of anxiety are reaffirmed as natural and normal processes expe-
rienced by everyone and that they are designed to be helpful and save us from harm.

14.4.2.3  Discussion of Fears

From the homework done during the last week, the adolescent is asked to discuss 
his list of fears and anxiety-provoking situations that he/she would like to work on 

Fig. 14.2  Self-monitoring 
graph
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in the subsequent sessions. These fears might be fear of heights, water, social situ-
ations, contamination, etc.

Once the list has been reviewed in general and some details have been elicited, 
it is explained to the adolescent that you will be developing an anxiety hierarchy in 
accordance with him/her. It is elaborated that an anxiety hierarchy is a list of situ-
ations to which you react to with varying degrees of anxiety. The most disturbing 
item is placed at the bottom of the list and the least disturbing at the top. In work-
ing on the hierarchy, we begin with the top item on the list and work step by step 
through the hierarchy to the last item.

14.4.2.4  Development of Hierarchy

Reviewing the list of situations that provoke fear or anxiety, the adolescent is then 
encouraged to make a list of some of the variables that affect his/her anxiety level. 
Once these have been listed, the adolescent should be given an example of a sam-
ple hierarchy and asked to identify variables affecting the amount of anxiety in 
them, for example, fear of speaking in class (see Table 14.7).

Once the adolescent seems to have developed a good understanding, he/she is 
asked to build his/her own hierarchy. Most people include 10–20 items beginning 
with very mild items in order to ease into the process.

14.4.2.5  Relaxation Training

Relaxation training is to be taught to the adolescent for help with the relieving 
of headache as well as to desensitize him/her to the anxiety-evoking items on the 
hierarchy. Instructions for relaxation training can be found in the Appendix.

Table 14.7  Sample 
hierarchy

Target behavior: Fear of speaking up in class

1 At home, the night before I go to class
2 Driving to school before the class
3 Walking to my class
4 Walking inside the classroom
5 Looking around at the people in the room
6 Walking in and saying hello to someone in the room
7 Sitting down in the front row
8 Catching the professor’s eye and smiling
9 Nodding or agreeing with a comment made in class
10 Asking the professor a question from the front of the room
11 Asking the professor a question from the back of the room
12 Answering a short question from the front of the room
13 Answering a short question from the back of the room
14 Answering a longer question
15 Making a comment on a particular point to the class
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The adolescent is asked to practice this relaxation technique for 10 min each 
in the morning and evening in order to gain mastery and make a habit of it. Also, 
it is to be done when he/she suffers from headache. When he/she is able to relax 
himself/herself completely in three to four minutes by briefly running through the 
relaxation exercises, then he/she is ready to begin the desensitization sessions.

14.4.2.6  Homework

Toward the end of the session, the adolescent is given homework regarding daily 
practicing of relaxation exercises and making hierarchies for each target behav-
ior. Self-monitoring is to be done similar to last week (headache diary, anxiety 
monitoring).

At the end of the session, the session summary is given and any doubts 
addressed. He/she is given a brief overview of the next session.

14.4.3  Session 3: Automatic Negative Thoughts and Guided 
Imagery

The focus of the third session is on addressing any problems the adolescent might 
have faced in developing hierarchy and practicing relaxation technique. Further, 
importance of thoughts is discussed with an emphasis on identifying and monitor-
ing automatic negative thoughts, and guided imagery is taught and practiced.

14.4.4  Homework Review

Headache diary and anxiety monitoring diary are seen and any pattern to it ana-
lyzed. Effect of relaxation is enquired about. Progress made is noted.

14.4.4.1  Importance of Thoughts

Adolescent’s thoughts from last week regarding anxiety-provoking situations are 
reviewed. The therapist goes on to explain how it is the interpretation of the event 
that is causing anxiety and not the actual situation itself.

14.4.4.2  Cognitive Restructuring

The adolescent is told that one of the components of treatment involves looking 
at one’s thoughts and to learn ways to analyze and evaluate them. This process is 
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termed cognitive restructuring. It involves paying attention to one’s thoughts and 
interpretations, learning to identify which of our thoughts and interpretations may 
be incorrect or irrational interpretations of the situation one is in and to logically 
challenge the assumptions underlying these thoughts.

14.4.4.3  Automatic Thoughts

The concept of negative automatic thoughts is then introduced to the adolescent, 
explaining how they seem to automatically come to mind and are usually incorrect 
interpretations of the situation.

14.4.4.4  In-Session Exercise

When the adolescent displays an understanding of the concept of negative automatic 
thoughts, an in-session exercise is begun. The adolescent is asked to remember an 
anxiety-provoking situation. When he/she is describing the situation, the therapist 
looks for the presence of automatic thoughts and comes up with questions to ask 
of the adolescent in order to elicit these thoughts. At this stage, the therapist should 
refrain from countering or challenging the validity of the thoughts.

14.4.4.5  Guided Imagery

Guided imagery is effective in providing relief from headache and is a relaxing 
activity by nature. There are three principles of guided imagery. First principle 
is the mind–body connection which says that to the body, images created in the 
mind can be almost as real as actual, external events. The second principle says 
that in the altered state, we are capable of more rapid and intense healing, growth, 
learning, and performance. We have a heightened sensitivity to the object of our 
attention and a decreased awareness of other things going on around us, things we 
would ordinarily notice. The third principle is the ‘locus of control’ factor. When 
we have a sense of being in control, that, in and of itself, can help us to feel better 
and do better. Relaxation can allow us to influence automatic physical responses 
such as blood flow and muscle tension, primary causes of migraine headaches and 
tension headaches. By reversing these, it is possible to achieve headache relief 
through relaxation. An in-session exercise is done. The instructions for the same 
can be found in the Appendix.

14.4.4.6  Homework

Toward the end of the session, it is reminded to the adolescent that identifying 
automatic thoughts is a very important part of the treatment. The homework of 
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practicing monitoring and identifying automatic thoughts is given wherein the 
adolescent needs to identify an anxiety-provoking situation, pay attention to the 
automatic thoughts, and record them on a form (Table 14.8). If this happens to 
be an anxiety-free week, he/she is to fill the form using memory of a recent anxi-
ety-provoking experience. The adolescent is given a guided imagery audio CD in 
order to be able to practice it at home. At the end of the session, he/she is given a 
brief overview of the next session.

14.4.5  Session 4: Cognitive Restructuring

This session is an extension of the last one as far as thought-challenging skills are 
concerned. Its focus is on helping the adolescent realize that his/her assumptions 
and beliefs may not be accurate reflection of true degree of threat. The original 
assumption and these alternative possibilities are further evaluated during subse-
quent exposures in upcoming sessions.

14.4.5.1  Homework Review

It is ensured that the adolescent is doing self-monitoring and putting it up on 
a graph. Also, it is to be asked if he/she is indulging in relaxation training and 
guided imagery. Further automatic thoughts that the adolescent had over the past 
week are discussed. He/she is asked to briefly describe the situation and list the 
thoughts he/she has identified.

14.4.5.2  Thinking Errors

If the adolescent seems comfortable with the concept of automatic thoughts, spend 
some time reviewing it with an example. Then, introduce some critical errors in 
logic or thinking errors. It is to be explained that these errors fall into three cat-
egories: (1) overestimation, where one overestimates the likelihood of a negative 
outcome; (2) catastrophizing, exaggerating how terrible or negative something will 
be; and (3) maladaptive thinking, engaging in unhelpful thoughts. In overestima-
tion, the person takes an unlikely negative outcome and assumes that it is guar-
anteed to happen. In catastrophizing, the worst possible outcome is assumed to 
happen or the worst possible meaning is thought of as true. Maladaptive thoughts 
are technically correct and not thinking errors, but they are not helpful and make 

Table 14.8  Thought 
monitoring form

Date

Describe trigger that made you feel anxious or fearful
List automatic thoughts you recall having
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the person anxious. Once the adolescent displays an understanding of these errors, 
he/she is encouraged to look at some of his/her thoughts from last week that he 
recorded and to find any thinking errors in them. The goal of this exercise is to 
help the adolescent begin to see his/her thoughts as incorrect interpretations of the 
situation which leads to fear or anxiety.

14.4.5.3  Challenging Automatic Thoughts

The rationale for cognitive restructuring is briefly reviewed, emphasizing that the 
second part is to challenge erroneous thoughts. The adolescent is told that he/she 
will be learning how accurate his/her current thoughts are and will be developing 
a set of more accurate or neutral interpretations of an anxiety-provoking situation. 
Questioning the accuracy and probability of the automatic thoughts will be done 
using ‘disputing questions.’ The key to using it effectively is to both ask and fully 
answer a disputing question.

14.4.5.4  In-Session Exercise: Asking and Answering Disputing 
Questions

An automatic thought is selected from the adolescent’s form. For example, ‘I am 
a loser because I have never had a girlfriend. I am undesirable.’ During the last 
activity, this thought was found to have an error of catastrophization. His thought 
of being undesirable is an exaggerated negative outcome of the event. Then, the 
adolescent is asked what would be a good disputing question he could ask of him-
self, what would be his response to that question, and what disputing question 
would be a good follow-up to that answer. He might respond in the manner below 
and helped during the process (Table 14.9).

This process needs to continue until an effective challenge has been developed.

14.4.5.5  Rational Responses

Once disputing questions have been developed to challenge an automatic thought, 
the concept of rational responses is introduced. A rational response summarizes 

Table 14.9  Sample of disputing questions and answers

Disputing question Answer

Does never having a girlfriend equal being  
a loser?

No. I have many positive qualities that  
contradict the label of loser

Does never having a girlfriend mean I am 
undesirable?

Though it might be possible that women find 
me undesirable, there can be other explanations 
for my never having a girlfriend like the fact 
that I have never asked someone out on a date
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the main ideas developed while asking and answering disputing questions and 
reduces them down into a single short statement (Table 14.10).

At this point, the therapist returns to the disputing questions and answers that 
the adolescent developed. They are briefly reviewed, and the adolescent is asked to 
identify what he/she thinks is the most important point to remember. For example, 
a rational response in the last example may be ‘I have many desirable characteris-
tics and can have a girlfriend if I make an attempt for it.’

14.4.5.6  Full Cognitive Restructuring Practice

Once all the steps have been discussed and demonstrated, the adolescent is asked 
to walk through the entire cognitive restructuring process while you will be there 
to help.

14.4.5.7  Homework

Toward the end of the session, the client is asked to continue with the previous 
homework of self-monitoring, relaxation, and guided imagery and to start doing 
the complete cognitive restructuring procedure for as many anxiety-provoking sit-
uations that come up during the week. At the end of the session, the session sum-
mary is given and any doubts addressed. He/she is given a brief overview of the 
next session.

14.4.6  Session 5: Problem-solving Skills Training and 
Distraction

This session focuses on problem-solving skills training and distraction. Although 
adolescents who experience anxiety may worry about things in general, sometimes 
there is a need to deal with problems and difficulties in a practical way. Further, 
distraction techniques are useful to cut down time spent on rumination.

Table 14.10  Cognitive restructuring practice form

Describe trigger that made you anxious
List major automatic thoughts you experienced
Pick a strong automatic thought and identify thinking error in that
Use disputing questions to challenge the automatic thought
Disputing question
Disputing answer
Develop a rational response
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14.4.6.1  Homework Review

Progress on guided imagery is asked about. The cognitive restructuring process the 
adolescent has done over the past week is discussed.

14.4.6.2  Problem-Solving Skills Training

The purpose of problem-solving skills training is to assist the adolescent to 
develop better coping strategies and a feeling of being able to manage his/her own 
life. Some of the problems being faced by the adolescent are discussed before fol-
lowing it up with the training.

Techniques of problem solving are given in detail in the Appendix and are to be 
followed out within the session. Role play may be enacted with the adolescent for 
a better understanding of the process as a whole.

14.4.6.3  Distraction

Distraction simply involves trying to take your mind off uncomfortable symptoms 
or thoughts. Distraction techniques can be a useful way to manage anxiety symp-
toms in the short term. The adolescent is explained about distraction and that it 
works by providing something other than the feared object to think about, provid-
ing an increased sense of control over anxiety and by showing that one is able to 
cope in the face of anxiety. Also, distraction helps in keeping the headache from 
becoming severe by distracting the brain from focusing on pain signals. Distraction 
types and techniques are explained to the adolescent (see Appendix for details).

Downside: The distraction techniques are useful in the short term but are not 
the best techniques to be used in the longer term. They prevent the person from 
participating fully in exposure. It does nothing to reduce the fear, and sometime 
people use it so much that they do not use other more powerful techniques to assist 
them in overcoming their fears.

14.4.6.4  Homework

Toward the end of the session, the client is asked to continue with the previous 
homework and include distraction and problem solving with relation to headache 
and anxiety and in general in their day-to-day lives. At the end of the session, he/
she is given a brief overview of the next session.

14.4.7  Sessions 6–8: Exposure and Cognitive Restructuring

These sessions focus on exposure and advanced cognitive restructuring. There is a 
graduated exposure to anxiety-provoking stimuli, and the adolescent is encouraged 
to continue self-directed exposures.
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14.4.7.1  Homework Review

Self-monitoring homework is taken account of. It is ensured that the adolescent is 
utilizing techniques so far learned in his/her daily life. Further five to ten minutes 
are spent on discussing the application of problem solving the adolescent has done 
over the past week.

14.4.7.2  Exposure

Exposure therapy is directed toward having the adolescent confront or face his/her 
fears. Exposure therapy works through two mechanisms: habituation and discon-
firming evidence. Habituation refers to the fact that the more often you encounter 
something that causes an emotional reaction, the less intense the reaction will be. 
Providing disconfirming evidence happens when participating in exposures, the 
person begins to unlearn the belief that the stimulus he/she fears is dangerous in 
reality and is able to accommodate new evidence that it can be safe. The rationale 
and procedure of exposure is explained to the adolescent. The procedure is elabo-
rated in Chap. 12.

14.4.7.3  Homework

The adolescent is assigned a homework exposure to be conducted before the next 
session. He/she is to record the procedure in the appropriate form. He/she should 
continue with the self-monitoring homework and practice techniques learned in 
the last few weeks. The adolescent is reminded that the next session will involve 
continuing the graduated exposure exercises, slowly moving up the hierarchy.

14.4.8  Session 9–10: Advanced Cognitive Restructuring

14.4.8.1  Homework Review

Exposure homework is reviewed. The adolescent is encouraged to adopt an 
exposure lifestyle whereby he/she should see every anxiety-provoking situation 
as an opportunity to employ cognitive restructuring skills and do exposure exer-
cises. Self-monitoring data graphs are reviewed to highlight the progress so far 
made.

14.4.8.2  The Transfer of Therapeutic Effects to Real-life Situations

The completion of an item on the hierarchy in desensitization sessions indicates 
that the adolescent is making progress toward the alleviation of his/her problem.

http://dx.doi.org/10.1007/978-81-322-2241-5_12
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If the progress on the hierarchy is good but does not lend itself to a significant 
transfer to real-life situations, it indicates that the items are not being desensitized 
completely. This can often be remedied by spending a full session on relaxation 
between each group of 5–8 desensitizing sessions.

14.4.8.3  Role Playing

While working on desensitization, another technique that will help the adolescent 
get rid of the fears will be role playing. Role playing, here, means acting out an anx-
iety-provoking behavior with the therapist or another person you feel comfortable 
with. Using this technique, the adolescent is to act out each step on the hierarchy.

14.4.8.4  Advanced Cognitive Restructuring

The aim of the current  and subsequent sessions is to focus broadly on the general 
anxious style rather than specifically targeting a fear. It is reiterated to the adoles-
cent that in the initial sessions, we talked about how anxiety develops, involving 
genes and learning. This leads to an anxious style which puts them at a greater risk 
for developing anxiety and even depressive problems. The rationale for returning to 
cognitive restructuring is briefly reviewed for the adolescent elaborating that these 
same skills will help in counteracting this anxious style and reduce future lapses.

14.4.8.5  Anxious Style and Automatic Thoughts

The adolescent is helped to see that dysfunctional thoughts underlie the nega-
tive reactions characteristic of the anxious style and are manifested as automatic 
thoughts. The adolescent is encouraged to think of daily life situations which make 
him worried or get him into a negative mood. Some of these automatic thoughts 
are then recorded. It is to be ensured that the adolescent sees these thoughts as 
biased or irrational interpretations of the real situation. He/she is then asked to cat-
egorize the recorded thoughts into the thinking errors previously discussed.

14.4.8.6  Disputing the Anxious Style

It is explained to the adolescent that process of asking and answering questions is 
also involved in challenging automatic thoughts of daily life. It is emphasized that 
to restructure these habitual thinking patterns will require effort and practice. The 
adolescent is appreciated for the disputing so far and encouraged to continue with 
the same. The process is briefly revised as follows:

•	 Becoming good at noticing when he/she is reacting more negatively to a situa-
tion or event that is necessary.

•	 Identifying automatic thoughts.
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•	 Challenging them using disputing questions.
•	 Developing a new rational interpretation of the situation.

An in-session exercise is then put forth taking up from a recent situation in the 
adolescent’s life. The cognitive restructuring steps are followed one by one.

14.4.8.7  Homework

The adolescent is to continue with self-monitoring along with doing the homework 
exposure to be conducted in real-life situations (a variety of different settings) in 
order to generalize to all possible situations (Table 14.11). He/she is to practice 
cognitive restructuring for daily events that lead to negative/anxious thoughts. At 
the end of the session, the session summary is given and any doubts addressed. 
He/she is given a brief overview of the next session.

14.4.9  Session 11–13: Cognitive Restructuring, Stress 
Management and Assertiveness Skills Training

This session focuses on continuing with cognitive restructuring. Further, the ado-
lescent is taught skills training in stress management and assertiveness.

14.4.10  Homework Review

Self-monitoring, exposure, and cognitive restructuring homework are taken account 
of. It is ensured that the adolescent is utilizing techniques so far learned in his/her 
daily life. The adolescent is told that the monitoring and reevaluating homework will 
not be assigned again but need to be continued whenever a suitable situation arises.

14.4.10.1  Advanced Cognitive Restructuring

After the monitoring and reevaluating of homework have been reviewed, the 
major goal of stopping the negative reactions from occurring in the first place is 

Table 14.11  Daily self-monitoring form

Date Avg. anxiety 
(0–100)

Avg. stress 
(0–100)

Avg. depression 
(0–100)

Avg. other 
negative emotion 
(0–100)

Describe stress 
or depression 
trigger. Identify 
automatic 
thoughts

. . . . . .
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discussed with the adolescent. In order to stop the negative reaction as soon as one 
detects the trigger or knows he/she may encounter the trigger is to find out what 
triggers the negative reactions. Looking at the adolescent’s self-monitoring forms, 
he/she is asked to find any common themes from his/her automatic thoughts. It 
is emphasized that there might be just one theme or several others. Certain com-
monly observed themes are then showed to the adolescent (Table 14.12).

Once the adolescent has identified a common theme, he/she is guided through 
the cognitive restructuring process. The adolescent’s core beliefs are worked with by 
demonstrating the process of reevaluating them and generating alternate possibilities. 
He/she is asked to practice using rational responses by intentionally putting oneself in 
such situations in order to become more comfortable with challenging core themes.

14.4.11  Stress Management

Since headache and anxiety sometimes both stem from stress, it is important to 
teach the adolescent how to manage his/her stress better. Adolescent may experi-
ence stress everyday and can benefit from learning stress management skills. For 
further details on stress management, refer to Chapter 8.

14.4.12  Assertiveness Training

The adolescent needs to be trained for assertiveness in order to be able to stand for 
his/her rights to be treated fairly and be able to say no where required. This means 
tactfully, justly, and effectively expressing one’s preferences, needs, opinions, and 
feelings. The adolescent is explained how being assertive is distinguished from 
being unassertive (weak, passive, compliant, self-sacrificing) or aggressive (self-
centered, inconsiderate, hostile, arrogantly demanding). He/she is further told 
about the ways to become assertive in his/her daily interactions with others. These 
are listed in the Appendix.

14.4.12.1  Homework

The adolescent is asked to continue to practice cognitive restructuring and confront 
situations that may trigger the common themes. He/she is asked to practice tech-
niques of stress management when such situations arise. He/she is also asked to 

Table 14.12  Commonly observed core themes

‘Bad things always happen to me’ ‘Everything should be a certain way or it is wrong’

‘People always reject me’ ‘I must be perfect or else I’m a failure’

‘I’m an unlovable person’ ‘I am inadequate’

‘I cannot cope with it all’ ‘The future is hopeless’

http://dx.doi.org/10.1007/978-81-322-2241-5_8
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indulge in situations where he/she might have a chance to be assertive. Finally, it is 
explained that the following session will be the last one and will focus on strategies 
to maintain gains, continue improvement and to deal with lapses and avoid relapses.

14.4.13  Session 14: Relapse Prevention and Termination

The final session will involve discussion and planning for how adolescents can 
maintain their gains. Also, plans for dealing with stressors and lapses are intro-
duced and emergency plans for relapses are developed. Finally, treatment conclu-
sion issues are discussed and post-treatment assessments are scheduled.

14.4.13.1  Homework Review

The adolescent is asked about how he/she is doing in terms of experiencing head-
ache and anxiety. The adolescent is asked if he/she has been able to identify and 
work on core themes which are further discussed. He/she is also enquired about 
managing stress and being more assertive in situations of daily living. Also, review 
weekly reduction in anxiety as depicted by the graph.

14.4.13.2  Maintaining Gains and Continuing Progress

The adolescent is made aware of the fact that it is sometimes easier to slip back into 
old habits once the treatment is over and no one looks over your homework. The 
adolescent is strongly encouraged not to do that. He/she is given some tips to follow. 
These include approaching anxiety by seeing it as an opportunity to gain more con-
trol by doing exposure exercise, not to give into avoidance or compulsions; practic-
ing and using cognitive restructuring skills with one’s fears, negative thoughts and 
core themes; and rewarding oneself for a work well done by doing something one 
would like to or something that one has not been able to do due to anxiety previ-
ously. The adolescent is asked about his/her ideas for rewarding himself/herself.

14.4.13.3  Dealing with Stressors and Lapses

The adolescent is prepared regarding situations and stressors where lapses may 
occur like before an exam. He/she is further told about the distinction between a 
lapse and a relapse. A lapse is avoiding something you should be doing or doing 
something you should not be. A relapse occurs when the anxiety takes control. 
In the situation of a relapse, the adolescent is instructed to start with cognitive 
restructuring and exposure. However, if things get out of hand and the anxiety is 
unmanageable, the adolescent is told to schedule a session.
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14.4.13.4  Concluding the Treatment

The therapist gives a run through of the last 14 weeks of sessions describing in 
brief what happened during these sessions. The adolescent is then asked to give 
feedback on what does he think of different aspects of therapy and which ones he/
she found more useful to manage headache and anxiety. Further, he/she is asked 
why he/she found that aspect more helpful. Then, the adolescent is asked to men-
tion which component was the least helpful and why did he/she feel so. Finally, 
the adolescent is asked to discuss what lessons and new perspectives he/she might 
have learned about himself/herself and his/her problems. The adolescent is con-
gratulated for completing the treatment and thanked for his/her participation.

Any post-treatment assessments may then be carried out or another session 
scheduled for the same.

14.5  Barriers to Treatment

Working with adolescents poses many challenges. Right from rapport formation 
to sustaining their interests, the therapist has to put in more effort than is needed 
when working with an adult. There are many barriers to treatment. These include 
difficulty in rapport formation with the adolescent, gaining his/her trust, non-com-
pletion of homework, high dropout rates, missing sessions, difficulties on the fam-
ily front, non-cooperative or uninvolved parents, and lack of time.

14.6  Conclusion and Future Directions

Adolescence is a sensitive period and any problems faced during this time should 
be acted upon immediately to avoid it from becoming worse. Headache is becom-
ing a common ailment afflicting adolescents with an increase in stress levels. Also, 
they suffer from a variety of anxiety and depressive disorders. In order to seek 
treatment, the adolescent, parents, and teachers need to be vigilant and able to 
identify that there resides a problem. Once the identification has been done, the 
next step is to consult a health professional. The therapist assesses the adolescent 
and moves onto the appropriate treatment module.

TCBT comes across as very effective when there is more than one diagnosis to 
deal with. A single module thus made can work with adolescents suffering from 
various types of anxiety disorders.

Headache, depression, and anxiety disorders have some common ground to 
cover as they all in some manner involve the presence of stress, whether it be a 
causal or worsening factor.

The intervention module has been designed to not only treat headache and 
comorbid disorders but go a step ahead in order to prevent similar problems in the 
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future. As an upcoming therapy, TCBT has a long way to go especially looking at 
its benefits for the treatment of mental disorders.
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15.1  Introduction

Attention-deficit/hyperactivity disorder is a neuro-developmental disorder that 
begins in childhood and affects individuals across the life span (American 
Psychiatric Association 1994). About 80 % of children diagnosed with ADHD con-
tinue to have the disorder in adolescence (Antshel et al. 2012; Ingram et al. 1999).

Although the primary manifestations of ADHD in adolescence are similar to 
those in childhood involving symptoms of hyperactivity, impulsivity, and inattention, 
adolescents experience a reduction in hyperactivity compared to children (Faraone 
et al. 2006). In adolescence, ADHD may be associated with high rates of impair-
ments, e.g., cognitive, social, and emotional (Fischer et al. 2002) as well as high rates 
of comorbidity, e.g., anxiety, depression, and conduct disorder (Barkley et al. 2007), 
all of which drastically affect the adolescent’s self-esteem (Harpin 2005).

Interestingly, while symptoms such as poor sustained attention, impulsivity, and 
restlessness continue during adolescence, hyperactivity tends to be less pervasive 
compared to childhood (Young and Amarasinghe 2010). Adolescents with ADHD 
are at a higher risk for negative outcomes including academic problems, substance 
use, interpersonal problems, and criminal offenses. New comorbid problems also 
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tend to emerge during this period. Even though a lot is known about ADHD as a 
lifelong disorder, research on the adolescent stage of ADHD in general is relatively 
sparse. The majority of what is known, especially relating to adolescent treatment, 
is based on assumptions derived from research on child and adult samples.

15.2  Need for CBT in Adolescents with ADHD

Unfortunately, despite suffering from ADHD and associated problems, adolescents 
are poorly represented in the ADHD literature with only 10–30 % receiving atten-
tion from mental health services (Jensen et al. 1999). This discrepancy may reflect 
changes in adolescents’ attitudes toward treatment (e.g., desire for autonomy, 
identity issues), but it is also likely related to the dearth of research into effec-
tive treatments. Some adolescents with ADHD may not benefit significantly from 
medication and that others may experience adverse side effects that may prevent 
them from continuing pharmacotherapy. Even if the teens somehow struggle with 
the side effects, the delay in the manifestation of the positive effects of the ADHD 
medication as well as the inability to fulfill increased parental expectations after a 
period of sustained medication regime may force them to give up pharmacother-
apy in the longer run. Thus, many teens may refuse to stay on ADHD medication 
and adherence to medication may be a big issue that the professionals and the par-
ents of ADHD teens may encounter.

Since medication, which is the mainstay of treatment for ADHD, is effective 
only in the short term (Jensen et al. 1999) and also since studies report about 95 % 
non-compliance in individuals up to 21 years of age (McCarthy et al. 2009), it is 
understood that medication adherence may be problematic when adolescents per-
ceive medication as an impediment to their independence or when they are not 
fully informed regarding ADHD and its treatment. In addition, literature points to 
the fact that medications do not teach skills such as organizational skills, study 
skills, or interpersonal skills that are required by individuals with ADHD for cop-
ing with their problems (Waxmonsky 2005). CBT interestingly teaches these skills 
to individuals with ADHD that help them deal with problem situations.

Finally, it is important to train individuals with ADHD to manage their dwin-
dling sense of self-esteem due to the various difficulties they face in social, inter-
personal, and academic realms. Skill-building exercise, such as cognitive behavior 
therapy, that has proven to be an effective strategy for adults with ADHD as well 
as individuals with other psychiatric disorders is presumably helpful for adoles-
cents with ADHD as well.

Considering that the chronicity of the disorder of ADHD leads to significant pub-
lic health burden, it is important that intervention is initiated early in life; thus, late 
childhood and adolescence being the right developmental phases to understand the 
nuances of CBT, it is suggested that CBT be started around that time (Quinn 2001).

CBT could be a promising intervention for the treatment of the core symptoms 
of ADHD in children (Safren et al. 2005). In adults, however, the literature provides 
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support for CBT as a useful adjunct to medication that may help improve ADHD 
symptoms, self-esteem, depressive symptoms, anxiety, anger expression, and 
global functioning (Greenfield and Hechtman 2005; Wilens et al. 1999; Stevenson 
et al. 2002; Safren et al. 2005). Theoretically, due to higher cognitive maturity in 
adolescents compared to children, adolescents would better comprehend the idea 
behind CBT and would communicate their needs and understand their deficits bet-
ter. Thus, a CBT intervention that focuses on academic, interpersonal, and cop-
ing skills would hold promise for improving the quality of life of adolescents with 
ADHD. Adolescents may develop a clear sense of ownership when they are actively 
involved in their own ADHD treatment process (Smith et al. 2000). Adolescents and 
their families may have the best sense of which symptoms and skill deficits contrib-
ute the most to impairment in their lives; their input should be solicited for program 
development. Such an intervention could build on components that have been suc-
cessful for adults with ADHD. Strategies must be put in place to ensure that adoles-
cents acquire skills and practice them outside the treatment time, as generalization 
of skills is crucial to treatment success. The use of coaches to encourage skill main-
tenance in individuals with ADHD has received support (Quinn 2001).

Further, diversion of stimulant medication has become a real problem and teens 
may do it often for want of money or favors from their peers in the form of drug, 
sex, or other things/behaviors that their parents may not approve of and thus need 
to be adequately informed.

Although the efficacy of CBT for adolescents with anxiety and mood disorders 
is well supported (Compton et al. 2004), there is a dearth of studies on CBT with 
adolescents with ADHD (Young and Amarasinghe 2010). Research supporting the 
efficacy of CBT for adolescent ADHD, therefore, is scarce. Results of the avail-
able studies suggest that CBT can be effective in addressing some of the unique 
needs of adolescents with ADHD (Antshel et al. 2012; Mongia and Hechtman 
2014 [submitted]).

Compared to children, the cognitive abilities that develop during adolescence in 
theory should allow them to understand the purpose of therapy and better imple-
ment the various strategies taught.

It may be that employing a strict cognitive behavioral focus is an ineffective 
approach to adolescent ADHD treatment (Chronis et al. 2006). Therapies includ-
ing both medication and psychosocial treatments may be able to control ADHD 
symptoms as well as help treat secondary problems and comorbid disorders. 
Waxmonsky (2005) suggested that CBT may be a helpful adjunct for adolescents 
(and adults) with ADHD.

Recent adolescent studies have begun to include more of a focus on com-
bined treatments. Antshel et al. (2012) ran an intervention on 68 adolescents 
which was based on an empirically validated CBT protocol for adults (Safren 
2006). Adolescents with ADHD alone as well as those who were only comorbid 
for depression or anxiety improved across several symptoms and improved on 
functional measures according to parent and teacher ratings. Those with ADHD 
who were comorbid for CD or ODD did not make the same gains. Unfortunately, 
those who did improve were still impaired on at least one domain and therefore 
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continued to perform sub-optimally. The strengths of this study include structured 
CBT and use of standardized outcome measures; limitations include inclusion of 
individuals with high motivational levels, lack of blinding, possible low inter-rater 
reliability, and lack of actual placebo control group.

In a recent study, by Mongia and Hechtman (2014; submitted), demonstrat-
ing the efficacy of CBT for 18 adolescents with ADHD on stable medication. 
Intervention consisted of 14 weekly group sessions and individual coaching 
3 times per week. The areas addressed were organization and time management 
skills, anger management, social skills, and self-esteem. Baseline to post-treatment 
improvements in restlessness and impulsivity dimension (Conners’ Global Index—
self-report and parent report), self-esteem (Rosenberg Self-Esteem Scale), level 
of disability (Sheehan Disability Scale—independent blind clinician rated), and 
severity of ADHD (Clinical Global Impression Scale—independent blind clinician 
rated) were noted. These improvements were maintained at 3-month follow-up. 
Subjective improvements in ADHD symptoms, motivation, and level of disability 
were reported by adolescents, their parents, and the independent blind clinician. 
Treatment gains were maintained 3 months post-intervention. On CGI–independ-
ent blind clinician report, no improvements were noted from baseline to post-treat-
ment. However, from post-intervention to follow-up, improvement in restlessness, 
impulsivity (CGI—independent blind clinician report), and disability (Sheehan 
Disability Scale (SDS)—self report) was observed. No improvements were noted 
on CGI (teacher report). No improvements were observed on SDS—parent report. 
The methodological limitations of this study include small sample size, low power, 
lack of actual control group, short duration of follow-up (i.e., 3 months), and no 
control over other treatments during follow-up. Despite these limitations, this study 
is one of the first studies assessing the efficacy of CBT in adolescents with ADHD. 
Standardized outcome measures were used for assessment to make the assessment 
more objective. Blinding served as an effective method for reducing bias.

In another study, a component of CBT, i.e., mindfulness meditation (8 weeks) 
was studied in 24 adults and 4 adolescents by Zylowska et al. (2008) that led to 
improvements in self-reports of ADHD symptoms, anxiety, and depression as well 
as attention and cognitive inhibition tasks after. An absence of evidence in favor of 
CBT for adolescents with ADHD, however, does not mean that CBT is ineffective 
for this population but does stress the need for more research.

To conclude, although the findings from studies examining CBT in adolescence 
to date are mixed, research should be continued into this type of treatment.

15.3  Process of CBT in Adolescents with ADHD—Practical 
Steps

This section describes the psycho-educational training process that all the ado-
lescents and their parents enrolled in a CBT-based skill training program must 
undergo. After each skill training session, handouts are provided detailing the skill 
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taught in the session. In addition, homework is given to enable the adolescent to 
practice, in real-life settings, the skills learnt in therapy. Also, individual coaching 
is provided by trained individuals who may assist the adolescents during the group 
CBT sessions and may remain in once a week telephonic contact with the adoles-
cents. Retention of skills taught in the last session is checked before beginning the 
new session, and also, homework given in the last session is reviewed. Barriers in 
completing homework are addressed.

Case vignette
“A 14 year old adolescent, ‘X’, with complaints of persistent restlessness, inability 
to concentrate on any task, poor performance at school, inability to maintain friend-
ships is referred to the clinic by his school teacher. Even though ‘X’ has a normal 
IQ, he is unable to perform academically as well as socially at par with his peers. In 
addition, he has problems in learning such as inability to remember concepts taught 
at school, poor handwriting, incomplete work, slowness etc. Despite repeated 
requests, ‘X’ is unable to organise his belongings and loses them frequently as a 
result. He has shown aggressive behaviour in social settings in the past and has no 
friends. ‘X’ is shy and has poor self esteem and therefore, does not like to attend 
social gatherings. He has recently started experimenting with drugs and feels he is 
better accepted by his peers when he uses them. His parents report that he has been 
extremely active and fidgety since childhood and has never been able to complete 
his work on time. ‘X’ has intermittently been on stimulant medication for ADHD 
since childhood and lacks social skills as well as takes a lot of time for adjusting to 
a new settings. He cannot deal with failures as well as feels upset that he is so dif-
ferent from his peers. ‘X’ and his parents reported feeling isolated from the social 
setting and extremely burdened by his symptoms and their consequences.”

15.4  Sessions 1 and 2: Introduction, Interview,  
and Assessment

In the first two sessions, after forming a rapport with the adolescent and his/her 
parents, the adolescent’s as well as the parent’s subjective problems are recorded. 
These may relate to excessive activity, impulsivity, and inability to attend and con-
centrate on tasks. In addition, behavioral and self-esteem problems may be noted. 
Parental stress and anxiety impact on their lives due to ADHD in their adoles-
cent as well as burden of caring for an offspring with ADHD may be understood. 
Visual analog scale may be used to record the subjective level of distress due to 
ADHD. Positive and negative coping strategies may also be recorded. Subjective 
account of the impact of ADHD on various aspects of the adolescent’s as well as 
parent’s lives is also noted (Tables 15.1 and 15.2).

In addition, objective account of the adolescent’s ADHD symptoms, their per-
formance at school, and behavior in general, using standardized scales such as 
Malin’s Intelligence Scale for Indian Children (MISIC), Child behavior checklist 
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(CBCL), Conners’ Parent Rating Scale (CPRS), Conners’ Teacher Rating Scale 
(CTRS), and ADD Evaluation Scale (ADDES)—Home and School versions— are 
used. In addition, historical treatment and therapy reports are analyzed.

Further, both the parties are informed about the process of CBT structure, 
duration, techniques, and levels of expected involvement and their willingness to 
participate is assessed informally. Perceived barriers in participation may be dis-
cussed. Consent and assent for CBT is finally sought after clarifying misconcep-
tions and discussing barriers.

15.5  Session 3: Psycho-education for Adolescents  
and Their Parents

The psycho-educational element of giving information by discussion supple-
mented with fact sheets is crucial to CBT. This may help in improving compliance 
to treatment and is genuinely appreciated by the child, family, school, and often 
the referring general physician.

Educating adolescents and parents about ADHD as a disorder, its symptoms, 
course, types, comorbidity, causes, impact, role of parental disciplining, and 
resources available to deal with it may help them understand from a scientific 
point of view.

In addition, clarifying misconceptions associated with this disorder such as 
ADHD is an intentional behavior on the part of the child that these children are 
absolutely normal or on the other hand are absolutely abnormal and can never 
function normally and that they are absolutely handicapped, among several others 

Table 15.1  Aims: Sessions 1 and 2

Aims

• Forming rapport with adolescents and his/her parents
•  Recording the adolescent’s as well as parent’s difficulties using semi-structured interview 

technique as well as standardized scales
• Noting the subjective and objective impact of ADHD on the adolescent and their family
• Assessing willingness for CBT
• Informing adolescents and their parents about the process of CBT

Table 15.2  Aims: Session 3

Aims

• Normal developmental course of children and adolescents
• Distinguishing normal development from pathological development
• Hyperactivity that is abnormal
• Subjective assessment of parents’ knowledge of ADHD
• Psycho-education about ADHD
• Clarifying misconceptions
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may be essential to initiating effective management. Parents who feel that their 
child is malingering symptoms may attribute resultant problems to adolescent’s 
behavior, whereas those who understand it as being caused by uncontrollable bio-
logical factors and maintained by environmental factors may work in collabora-
tion with the adolescent sufferer and may support him/her in dealing with their 
symptoms. Misconceptions are thus addressed, and a balanced view of ADHD is 
presented to the parents.

15.6  Session 4: Stress and Coping

In this session, after assessing the adolescent and parents’ subjective stress levels 
on a visual analog scale, they are educated about stress: what is stress, how stress 
build up, what factors may maintain it, what happens when it continues beyond a 
point, and how ADHD and associated problems may cause and maintain stress in 
them. Further, adolescents and their parents are asked about ways in which they 
cope with problems. They are then educated about the different types of coping 
such as positive coping (adaptive and constructive coping) viz. anticipation or 
proactive coping (anticipating what the problem situation will be like and prepar-
ing the steps to cope with it), social coping (seeking social support), and meaning 
focussed coping (understanding the meaning of stress causing situation), tempo-
rary avoidance of thoughts or circumstances that cause stress and getting back to 
them when calm, relaxation exercises, physical exercises, healthy nutrition and 
adequate sleep, and humor. The adolescent and their parents also receive an under-
standing of how these positive ways of coping help in improving overall function-
ing (Table 15.3).

They are further taught about the negative or maladaptive coping strategies that 
may provide temporary relief from symptoms or problem but may maintain it in 
the long term. Ways of coping negatively include dissociation (the ability of the 
mind to separate and compartmentalize thoughts, memories, and emotions), sen-
sitization (seeking to learn about, rehearse, and/or anticipate fearful events in a 
protective effort to prevent these events from occurring in the first place), safety 
behaviors (relying on something, or someone, as a means of coping with excessive 
anxiety), anxious avoidance (avoiding anxiety-provoking situations by all means), 
and escape (fleeing the situation at the first sign of anxiety).

Table 15.3  Aims: Session 4

Aims

• Addressing adolescent and parental stress
• Assessing current level of (subjective) stress using a visual analog scale
• Addressing coping strategies of adolescents and parents
• Psycho-education about stress and coping
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Thus by the end of this session, the adolescents and parents are able to identify 
the various ways in which they cope with different situations and whether their 
ways of coping help them in overcoming or maintaining their distress.

15.7  Session 5: Stress Management and Coping Training

This session is a continuation of the last session in that it teaches some coping strat-
egies to deal with specific symptoms of ADHD. Relaxation techniques such as deep 
breathing and imagery are taught to adolescents with ADHD. In addition, distraction 
techniques such as writing a diary, talking out to a friend, engaging in a hobby, read-
ing books for pleasure, going out for a walk, praying, yoga, an elastic band around the 
wrist, holding an ice cube in the hand, or stroking a pet while distracting may actu-
ally help the adolescent in bring back his trail of thoughts to the point where he got 
distracted. Some mental strategies such as learning a rhyme, memorizing motivational 
quotes, or tongue twisters such as ‘she sells seashells on the sea shore’ may also chal-
lenge the distracting stimuli and remind the adolescents to divert back their focus to 
the task at hand. Similarly, self-use of memo or flash cards can also help in distracting 
adolescents with positive messages or memories of happy experiences such as holidays 
or personal achievements, reminding you that things will improve again (Table 15.4).

Further, adolescents are taught an important technique in cognitive behav-
ior therapy, i.e., cognitive restructuring which is a set of techniques for becom-
ing more conscious of one’s thoughts and for modifying them whenever they are 
distorted or unrealistic. Adolescents are taught to use cognitive restructuring tech-
nique to use reason and evidence to replace the distorted thought patterns with 
more accurate, believable, and functional ones.

For helping the adolescents identify their thought distortions as well as restruc-
ture them after brief evaluation, the adolescents are introduced to the following 
worksheet (Tables 15.5 and 15.6):

Table 15.4  Aims: Session 5

Aims

To educate parents about

• Relaxation exercises: breathing exercises and imagery
• Distraction techniques
• Cognitive restructuring
• Effective communication
• Problem solving
• Planning and management

Table 15.5  Cognitive restructuring worksheet

Situation Emotions (ratings) Automatic thoughts (rating) Evaluate and modify thoughts

.
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Next, the adolescents are taught the technique called problem solving which 
involves the following steps:

1. Identify and define problem area/issue or problem definition
2. Generate and list all possible solutions/options
3. Evaluate alternatives in terms of their advantages and disadvantages
4. Decide on a plan in terms of action, steps, who, when
5. Implement plan
6. Evaluate the outcome and seek answers for questions such as ‘how effective 

was the plan?’ and ‘does the existing plan need to be revised or would a new 
plan be needed to better address the problem?’

 If you are not pleased with the outcome, return to Step 2 to select a new option 
or revise the existing plan, and repeat Steps 3 to 6.

All these techniques are also taught to the parents to help adolescents (who are 
comfortable involving their parents in the therapy process) understand and imple-
ment these strategies. For those parents whose adolescent children are not comfort-
able in involving them in the therapy process as well as for others, it is advisable to 
implement these strategies to deal with their own day-to-day problems.

The last technique that is taught in this session is planning and management. 
The adolescent is taught to maintain a daily routine such that adequate time is 
allotted to each activity. Each activity must be followed by a small break. The 
important thing is to get to the next task after the break time is over. Planning for 
unexpected events is important to avoid frustration later on.

15.8  Session 6: Working with Adolescents with ADHD (I)

This session begins with teaching adolescents the technique called ABC charting. 
This involves educating them about (Table 15.7):

A = Activating Event

•	 What do you think happened?
•	 What would a camera see?

B = Beliefs about Activating Event

•	 What did you tell yourself?

Table 15.7  Aims: Session 6 Aims

• ABC charting
• Star chart method
• Clarity and brevity of instruction
• Time-out
• Reinforcement
• Consistency
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C = Consequences

•	 How did you act?
•	 How did you feel (Table 15.8)?

Using this technique, the adolescent can make sense of the situations that give rise 
to a certain kind of beliefs in him or her and the negative or positive consequences 
those beliefs lead to.

Understanding such patterns would be crucial to changing ones beliefs and 
therefore one’s reactions in stressful or intimidating situations.

15.9  Session 7: Working with Adolescents with ADHD (II)

Techniques such as token economy may help adolescents in modifying their 
behavior. Parents or significant others may need to be involved in this process 
as per the convenience of the adolescents. Negotiation with the adolescent may 
form the first step before this technique can be implemented. Tokens must be used 
as reinforcers to be effective. A token may be any object or symbol that can be 
exchanged for material reinforcers, services, or privileges such as a bag of chips, 
breakfast in bed, or extra pocket money, whatever way they have been negotiated 
to serve the adolescents. Tokens may be in the form of coins, checkmarks, stars, 
smileys, etc (Table 15.9).

Parents or significant others such as peers or a close relative may model desired 
behavior such as waiting for turn and speaking only when asked to, and the 

Table 15.8  ABC charting

A—Activating event B—Beliefs C—Consequences

My teacher asks me if  
I have completed a piece  
of homework

I think
• ‘ She thinks I am not  

working hard enough’
• ‘She is trying to catch me out’

Actions
I say defensively that I have 
nearly finished the homework, 
although in fact I still have 
some way to go
Emotions
I feel annoyed, angry, and 
resentful

Table 15.9  Aims: Session 7 Aims

Educating about

• Token economy
• Modeling
• Attention strategies
• Study skills training
• Knowledge of feedback
• Consistency (reviewed)
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adolescent with ADHD may imitate that behavior following the demonstration and 
be appropriately rewarded for it.

Attention strategies such as beading, counting, or canceling all ‘p’s on a news-
paper front page or subtracting 4s from 100 and going backwards to zero may help 
adolescents with ADHD in building their attention span. Parents can use various 
strategies such as grain sorting, vegetable sorting, cutting pictures and using them 
as picture completion test, and pattern tracing on sand or with pencil.

For dealing with academic issues, the adolescents are taught studying skills. 
Study skills training helps them in managing large chapters by breaking them into 
smaller, achievable targets and by reinforcing themselves for achieving each small 
target.

The significant others are then taught to provide immediate, clear, precise, and 
short-sentenced feedback about the performance of the adolescent with ADHD.

The importance of being consistent in using these techniques is highlighted 
as using them frequently in similar problem situations may help them in getting 
habituated to these techniques and thereby sustaining their motivation and building 
their confidence in themselves.

15.10  Session 8: Working with Adolescents  
with ADHD (III)

This session also focuses on teaching-specific skills to the adolescent with some 
involvement of the parent or significant other (Table 15.10).

Since adolescents with ADHD face difficulty in managing their time effectively, 
they are taught to set long-term goals. After having set long-term goals, they are 
instructed to envisage the time it would take them to reach that goal. The long-
term goal is then viewed in term of several short-term goals that must be reached 
in stipulated time period to be able to reach the long-term goal in time. They are 
taught to use timelines, set deadlines for themselves for finishing a certain task 
and adequately reinforce themselves (self-reinforcement) for doing so. Further, 
the adolescents are taught self-instructional training (‘stop, look, listen, and think’) 
which includes the following steps: watching a trainer model and talk through a 

Table 15.10  Aims: Session 8

Aim

To impart training about

• Time management
• Self-instructional training
• Self-reinforcement
• Star chart method
• Thought diary
• Dealing with comorbid factors self-esteem issues, drug abuse, defiance, conduct problems, etc.
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task, including planning and talking through possible difficulties (cognitive mode-
ling); carrying out the task, prompted by a trainer; carrying out the task, prompting 
themselves aloud; carrying out the task, prompting themselves by whispering; and 
finally, carrying out the task silently using covert self-instruction/self-talk.

In order to reinforce themselves or for their parents to reinforce them, the ado-
lescents as well as the parents are taught to use the star chart method. A star chart 
is a behavior change program that involves the delivery of a sticker or star to a 
child as a reward for engaging in an appropriate or desired behavior. The sticker 
or star is typically placed on a chart that is visible to the child. The chart com-
monly displays descriptions of the specific behaviors that have been identified for 
improvement. Sticker/star charts are typically designed to increase the frequency 
of desired behaviors by rewarding desired behaviors that do not occur frequently 
enough. For example, behaviors identified for improvement might include doing 
chores, completing homework, remembering to wait for turn, so on and so forth.

Finally, in this session, the adolescents are taught to use a thought diary to keep 
their thought patterns under check for which the following instructions may be 
given (Table 15.11):

Instructions are as follows:

1. In the above diary, keep a note of when you feel any of the following: anxiety, 
fear, hurt, anger, shame, guilt, and depression in the feelings column. Rate how 
strongly you experience the feeling on a scale of 0 % (low) to 10 % (high).

2. Note what you were doing at the time in the situation column.
3. Think about what you were saying to yourself about the situation and identify 

any unhelpful thoughts. Write these into the thoughts column.
4. Try to generate more helpful, realistic, and supportive thoughts in the alterna-

tive thoughts column.
5. Practice thinking these new alternative thoughts next time you are in or enter-

ing a similar situation.
6. Monitor what new feelings you experience and rate these on a scale of 0–10 %. 

More helpful feelings can include annoyance, concern, regret, sadness, and 
remorse.

Finally, the therapist may suggest strategies to deal with associated problems such 
as low self-esteem, defiance, conduct problems, and drug abuse. These may be 
done for specific cases in which these problems are highly intense in nature and 
negatively impact functioning.

Table 15.11  Thought diary

Day Situation Thoughts Feelings Alternative 
thoughts

New 
feelings

What were 
you doing?

Anxious,  
negative, 
pessimistic

0 (low)–10 
(high)

Helpful  
thoughts

0 (low)–10 
(high)

.



324 M. Mongia et al.

15.11  Session 9: Social Skills Training

In this session, the adolescents are taught to identify the deficit social skills such 
as not greeting friends, not making eye-to-eye contact, and using abusive lan-
guage. Then, they are taught to distinguish between difficult in skill acquisition, 
i.e., whether they possess the skill or have difficulty in learning a certain social 
skill such as verbal or non-verbal, and performance deficits wherein they already 
possess the skill but are unable to implement it in the social setting, for example, 
knowing that one must exchange greetings when one meets his or her friends and 
also knowing what to use as a greeting and how to say it but still not doing it 
in the real-life setting. Based on the kind of settings and skill deficit or perfor-
mance deficits, intervention strategies are custom made for each adolescent, e.g., 
different for shy adolescent from that for an abusive or overtalkative adolescent. 
The strategies may include explicitly teaching social skills by using say board 
games about friendships and appropriate behavior, using peer mentors for media-
tion say for social initiation, thoughts, and feelings activities involving recogni-
tion of the other’s feelings and thoughts a different from those of the self-using 
stories and picture cards, facilitating reciprocal interactions, using social stories to 
teach social concepts, and finally, role plays for addressing basic interaction skills. 
The mutually worked out intervention plan is then implemented in real-life set-
tings, and the adolescents’ performance in these setting is adequately and appro-
priately reinforced. Finally, the intervention is evaluated and modified as necessary 
(Table 15.12).

15.12  Session 10

The final CBT session is usually meant for summarizing the training program, 
post-intervention assessment using the same objective measures as in the initial 
sessions to evaluate the change due to intervention as well for obtaining subjective 
perception of the participants regarding the effectiveness of the training sessions. 
A gist of the pertinent information taught is presented to the participants. An open 
discussion about the barriers in implementing the CBT techniques learnt is held 
and issues are clarified.

Table 15.12  Aims: Session 9

Aim

• Identifying social skill deficits
• Distinguishing between skill acquisition and performance deficits
• Selecting intervention strategies
• Implementing intervention
• Assessing and modifying intervention as necessary
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15.13  The CBT Process Addresses More Than  
the Adolescent with ADHD

A number of pertinent issues must be addressed in the therapeutic formulation 
when working with adolescents with ADHD:

15.13.1  The Family

The therapist needs to engage both the parents and the adolescent. The younger 
the adolescent is, higher is the need for the parents to be included in the cognitive 
behavioral model.

Specific instruction in management techniques, such as using positive reinforce-
ment for compliance with a child with a conduct disorder, may help parents deal 
with various ADHD-related issues. Using excerpts from their own settings may 
help them understand their child’s illness in a perspective, and implementing the 
CBT strategies for dealing with their adolescent’s issues may then become easier.

The therapist must be aware of the family’s structure and its belief system, as 
well as the systemic implications of any intervention.

Additionally, crucial information for parents for adolescents with oppositional 
defiant disorder, conduct disorder, specific learning disability, interpersonal issues, 
or drug addiction may be provided.

Parent training enhances problem-solving skills training for adolescents, reduc-
tion in aggressive behavior problems at home and at school, better adjustment, 
and reducing parental anxieties. Parents may feel better sharing their problems 
with similar others and therefore must be introduced to ADHD support groups. 
Information about resources available for ADHD as well as advocacy may also be 
provided.

NICE, 2006, guidelines suggest that parent training may prove to be an effec-
tive intervention for children and adolescents up to 13 years old who have been 
diagnosed with ADHD. For older adolescents, however, considering their high 
need for autonomy and independence, parental involvement may jeopardize 
the process of CBT and therefore, caution must be exercised and adolescent’s 
approval must be sought before involving their parents in therapy. Initial interview 
may therefore be conducted with the adolescent alone.

15.13.2  The School

The adolescent’s school, with due permission from the adolescent as well as the 
parents, may also need to be informed of the disorder as well as the treatment 
that the adolescent is currently undergoing. Reports on historical and current 
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performance and behavior at school may be requested from the school, and periodic 
feedback on performance, post-therapy, may be sought. The adolescent’s assets and 
weaknesses may well be provided by the teachers. Support from teachers as well as 
peers may be invited for facilitating management of the adolescent with ADHD.

15.13.3  The Adolescent

Published materials such as self-help books, workbooks, and manuals may be sup-
plemented by individual tailor-made charts or materials prepared by the therapist 
for the purpose of improving adolescent’s understanding of their symptoms as 
well as the therapeutic process. These materials may also help in practising the 
skills learnt in the CBT sessions in the real-life settings.

The therapist provides a guiding role, teaches various skills to deal with ADHD 
symptoms, provides appropriate and clear feedback to increase the adolescent’s 
motivation, and provides support throughout. The therapist appreciates effort at 
first and gradually focuses on the outcome of those efforts, for example, initially 
a therapist may say: ‘Well done! Even though it was difficult to continue to work 
on the math problem for ten minutes, I can see how hard you’ve tried.’ Later in 
therapy, this may be substituted by ‘You have followed five out of ten steps cor-
rectly to solve your math problem, this is indeed great progress!’ Progress must 
be demonstrated on a visual analog scale, and barriers to implementing strategies 
must be discussed in detail.

For adolescents with ADHD, 13–18 years of age, with moderate impairment, 
tailor-made CBT intervention involving social skills training may work better than 
structured interventions provided in group.

Psychological interventions may additionally help in the holistic management 
of older adolescents with comorbid behavioral problems such as risky sexual 
behaviors, drug addiction, and interpersonal issues. In addition to focusing on 
symptom management and dealing with issues associated with ADHD, these indi-
viduals may be better assisted by training in specific skills in prosocial compe-
tence, emotional control, problem solving, and conflict resolution.

15.14  Barriers to Cognitive Behavioral Treatment  
of Adolescents with ADHD

15.14.1  Developmental Issues

While a highly intelligent and highly motivated adolescent with ADHD may grasp 
the adult CBT principles or programs easily and feel motivated to implement the 
strategies, however, younger adolescents may have difficulty making sense of the 
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adult program, for example, thought diaries and time management strategies; these 
and other complex techniques may need further simplification for them.

It may help if the adolescents are taught to distinguish between feelings, 
thoughts, and behavior at the outset, these concepts being the crux of CBT. Thus, 
practical exercises that help them relate emotions with situations, thoughts, and 
behavior may help, for example, feeling ‘anxious’ in an examination setting while 
thinking ‘I may not pass’ and therefore not attempting a number of difficult ques-
tions due to the fear of failure.

Thus, abstract concepts such as setting up a hypothesis and gathering evi-
dence for and against one may be a difficult proposition for younger adolescents 
to understand but not so much for older adolescents. Since CBT entails forming 
a number of hypotheses about various situations and gathering evidence around 
it, it is imperative that adolescents at a lower cognitive stage of development 
be explained these concepts in sufficient details and with the use of pragmatic 
examples.

15.14.2  Generalization to Real-Life Settings

Issues of transportability (bridging the gap between the research intervention and 
the clinic), adherence to ‘manualized treatments’ (treatments based on manuals) 
and the integrity of the therapy have become more prominent recently and must be 
addressed when doing CBT for adolescents with ADHD.

15.14.3  Therapist Factors

Updating own knowledge base for therapist is important besides being supportive 
and guiding throughout without making the client dependent on himself or herself.

15.14.4  Overall Conclusion

CBT for adolescents with attention-deficit/hyperactivity disorders can be looked 
upon as an efficacious psychosocial treatment approach. CBT may work best 
when used in combination with medication for ADHD, especially for older adoles-
cents as well as those with intense symptoms. CBT strategies such as psycho-edu-
cation, skill-based training in attention strategies, maintaining a thought record, 
cognitive restructuring, planning and management, self-instruction, time and rela-
tionship management, self-reinforcement and consistency, social skills training, 
and working with self-esteem may help improve ADHD symptoms, adherence to 
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treatment, academic performance, interpersonal relationships, and self-esteem in 
adolescents with ADHD. In addition, associated problems such as defiance, con-
duct problems, and drug abuse may also be addressed through CBT in adolescents 
with ADHD (Table 15.13).
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16.1  Introduction

Substance use among adolescents is recognized as a serious public health  problem. 
The hazardous use of chemicals involves both licit and illicit substances. The com-
mon substances abused by adolescents are alcohol, tobacco, marijuana, opioids, 
inhalants, and other stimulants. Alcohol and other drugs have the most  serious 
impact on developing children and youth. Drug use in an early age can have far-
reaching physical, psychological, social, and developing consequences. Youth are 
more vulnerable to threatening situations like accidents and injuries, impulsive 
and risk-taking behaviors, illegal activity, physical complications, and cognitive 
dysfunctions.
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16.2  Types of Drugs Abused by Adolescents

A number of drugs are abused by adolescents that can alter the user’s mood, 
 cognition, and behavior. Drugs are classified under different categories like 
depressants, stimulants, and hallucinogens. WHO has listed substances under the 
following classes:

•	 Alcohol
•	 Opioids
•	 Cannabis
•	 Sedative Hypnotics
•	 Cocaine
•	 Hallucinogens
•	 Volatile solvents
•	 Tobacco

A brief description of common substances is given below:
Alcohol: Alcohol is one of the oldest and most popular psychotropic sub-

stances. Alcoholic drinks are available in various forms like whisky, rum, sura, and 
brandy and are measured in standard units. One standard unit of alcohol is equiva-
lent to 10 ml of absolute alcohol.

Opioids: An opioid is a naturally occurring substance (morphine) or semi-synthetics 
such as heroin. When an opioid is given to an individual for the first time, they produce 
an unpleasant feeling. Heroin which is popularly known as smack or brown sugar is one 
of the common forms to be used. Heroin may be smoked, chased, or injected (IV/IM).

Cannabis: Cannabis is available in various forms: bhang, ganja, charas, or 
hashish. At low dose, cannabis will produce a sense of high and a dreamy state 
followed by a period of drowsiness. At higher doses, confusion and mental/behav-
ioral problems may occur. Bhang is used in various festivals in India and is legal.

Nicotine: Nicotine is the main active chemical in tobacco and is very popular. 
It is a commonly used legal substance in India and is socially accepted also. It is 
used in wide variety of ways including smoking, chewing gutka and sucking.

Sedative/Hypnotics: These are prescribed medicines that reduce anxiety and 
produce sleep. These drugs are also abused by adolescents as they are cheap and 
easily available. Certain medications like diazepam, nitrazepam, and pheniramine 
are widely used.

Hallucinogens: These are also called Psychedelics. These drugs alter a per-
son’s cognitions and will cause auditory and verbal hallucinations.

Inhalants: These are substances that produce a rush and sense of well-being. 
They are mostly petroleum products: glue thinners, petroleum, solvents, etc., on reg-
ular use; they can damage brain and are associated with liver and lung problems.

Injecting Drug Use (IDU): Injectable drugs are commonly used among ado-
lescents specially opioids with or without sedative/hypnotics. It poses serious risk 
for an individual such as skin infection, HIV and thrombosis.

Some of these substances are well known by their street names only (see Table 16.1).
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16.3  Consequences of Drug Use

Substance use is having a number of consequences including physical, social, psy-
chological, familial, occupational, and legal consequences.

Physical Consequences: Physical consequences include health-related prob-
lems like lung disease, heart problems, cancer, viral hepatitis, HIV, skin infections, 
seizures, and psychiatric illnesses.

Social Consequences: Stigma and isolation or rejections from society are the 
common consequences. Apart from this, loss of sober friends and limited interac-
tion with relatives and friends also occur.

Psychological Consequences: Among these guilt feelings, lack of attention 
and concentration, loss of memory, academic difficulties, and forgetfulness are 
common. A person can also have adjustment difficulties along with behavioral 
problems.

Familial Consequences: Substance users are often in conflict with family 
members. The physical fights among family members, neglect, loss of trust, and 
critical attitude by parents are common. These adolescents will have less interac-
tion with family members and sometimes are rejected by them.

Economic Consequences: Apart from the direct economic loss of money, ado-
lescents will have other serious consequences like stealing of money and house-
hold goods, snatching, borrowing money from others, and debts.

Legal Consequences: Substance users are always at conflict with law. They 
will often engage in physical fights, vandalism, and illegal activities like robbing, 
rash driving, and drug paddling (Fig. 16.1).

16.4  Stages of Drug Use

Adolescent substance use is having 4 basic stages of the drug dependence syn-
drome. In each stage, the pattern of use and the progression of signs and symp-
toms resulting from drug use are observable (Fig. 16.2).

Table 16.1  Types of drugs and their street names

Depressants Stimulants Hallucinogens

Alcohol (whisky, rum, brandy, wine, beer, 
sura, tadi, vodka, etc.)

Amphetamine LSD

Cannabis (charas, ganja, bhang) Cocaine Dextromethorphan

Opiods (smack, brown sugar, afeem, 
proxyvon, dodda, maal, morphine,  
norphine, etc.)

Tobacco (bidi, cig, gutka,  
pan masala, khanni, etc.)

Volatile solvents (fluid, solution, iodex, 
petrol)

Caffeine (coffee, codeine)

Sedative hypnotics (diazepam, nitrazepam, 
alprazolam
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Stage 1: Experimentation
During this stage, the initial use often begins with peer group or in social setting. 
This usually occurs at home, at party, school, or hanging out. In this stage, the 
small amount of drug is needed to get high and the person will usually return to a 
normal mood with no problems.

Stage 2: Occasional or Recreational Use
The second stage is occasional or recreational use in which the adolescent uses the 
drugs occasionally like in a party with some friends or on special occasion only.

Stage 3: Regular Use
At this stage, regular use of drugs become common and the person develops tol-
erance. More drugs are used to get the desired effect. Different drugs are tried, 

Fig. 16.1  Consequences of 
drug use

Fig. 16.2  Stages of drug use
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and person will perceive no undesirable consequences. Problems such as missing 
school, low grades, and not performing well in sports are common.

Stage 4: Daily Preoccupation
More regular use results in preoccupation with drugs and their euphoric effects. 
More serious problems develop that may involve stealing, breaking of laws, lying, 
and violence. Physical problems may also develop.

Stage 5: Dependency
The final stage of addiction is dependency. The person becomes  dependent on 
drugs and finds it difficult to remain without drugs. Use gets out of control, and life 
becomes unmanageable in many areas—physical, psychological, social,  family, 
school, and legally. In the absence of drugs, the person develops withdrawal 
 symptoms also.

16.4.1  Stages of Change

16.4.1.1  Overview of the Model

The Trantheoretical Model (TTM; Prochaska et al. 1997) is an integrative, 
biopsychosocial model for behavioral change. One of the key constructs of the 
TTM is the stages of change. The TTM posits that individuals move through six 
stages of change: precontemplation, contemplation, preparation, action, main-
tenance, and termination. Termination was not part of the original model and is 
less often used in application of stages of change for health-related behaviors. 
For each stage of change, different intervention strategies are most effective 
for moving the person to the next stage of change. The stages of change are as 
follows:

Precontemplation: In this stage, people are often unaware that their behav-
ior is problematic or produces negative consequences. They do not intend to take 
action in the foreseeable future (defined as within the next 6 months). People in 
this stage often underestimate the pros of changing behavior and place too much 
emphasis on the cons of changing behavior.

Contemplation: In this stage, people recognize that their behavior may be 
problematic, and a more thoughtful and practical consideration of the pros and 
cons of changing the behavior takes place. People intend to start the healthy 
behavior, but they still feel ambivalent toward changing their behavior.

Preparation (Determination): In this stage, people are ready to take action 
within the next 30 days. People start to take small steps toward changing the 
behavior and believe that changing their behavior can lead to a healthier life.

Action: People have recently changed their behavior (defined as within the last 
6 months) and intend to keep moving forward with that behavior change. People 
may exhibit this by modifying their problem behavior or acquiring new healthy 
behaviors.
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Maintenance: In this stage, people have sustained their behavior change for a 
longer period of time (more than 6 months) and intend to maintain the behavior 
change. They also work to prevent relapse.

Termination: People have no desire to return to their unhealthy behaviors and 
are sure that they will not relapse. Since this is rarely reached, people tend to stay 
in the maintenance stage (Fig. 16.3).

16.4.2  Comorbid Psychiatric Conditions

Among the comorbid psychiatric conditions, disruptive behavior disorder is com-
mon which includes conduct disorder, oppositional defiant disorder, and attention 
deficit hyperactivity disorder (Bukstein et al. 1989). In the MECA study, 32 % ado-
lescent reported current mood and 20 % reported having comorbid anxiety symp-
toms (Kandel et al. 1982). Eating disorders are another type of psychiatric disorder 
often associated with adolescent substance abuse. Studies point to a high incidence 
of substance abuse among bulimic patients as opposed to anorexia nervosa.

16.4.3  Epidemiology

The purpose of epidemiology, broadly stated, is the “study of the distribution and 
determinants of health related states of events in specified populations, and the 
application of this study to control of health problems”. When this definition has 
been applied to drug use and drug use disorders, epidemiology has historically 
served as a foundation for understanding the nature and extent of drug use, abuse, 
and dependence in the population, for informing basic, clinical, treatment, and ser-
vices research, and for developing prevention strategies.

Estimates of “Illicit drug use” reported from NSDUH showed that in 2006, 
an estimated 20.4 million Americans aged 12 or older were current (past month) 

Fig. 16.3  Transtheoretical 
model of change
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illicit drug users. Marijuana was the most commonly used illicit drug (14.8 mil-
lions past month users). In 2006, marijuana was used by 72.8 % of current illicit 
drug users and was the only drug used by 52.8 % of them. An estimated 5.2 mil-
lion persons were current nonmedical users of prescription pain relievers in 2006, 
which is more than the estimated 4.7 million in 2005. There were 2.4 million 
current cocaine users, the same as in 2005 (2.4 millions). The number of current 
heroin users increased from 136,000 in 2005 to 338,000 in 2006, and the corre-
sponding prevalence rate increased from 0.06 to 0.14 %. Hallucinogens were used 
in the past month by 1.0 millions persons (0.4 %) in 2006.

Among youths aged 12 to 17 years of age, 9.8 % were current illicit drug users: 
6.7 % used marijuana, 3.3 % engaged in nonmedical use of prescription-type 
drugs, 1.3 % used inhalants, 0.7 % used hallucinogens, and 0.4 % used cocaine. 
As in prior years, males were more likely than females among persons aged 12 or 
older to be current illicit drug users in 2006 (10.5 vs. 6.2 %, respectively). Among 
youths aged 12–17, the types of drugs used in the past month varied by age group. 
Among 12- or 13-year-olds, 2.0 % used prescription-type drugs nonmedically, 
1.2 % used inhalants, and 0.9 % used marijuana. Among 14- or 15-year-olds, mar-
ijuana was the dominant drug used (5.8 %), followed by prescription-type drugs 
used nonmedically (3.1 %), and then by inhalants (1.7 %).

Prevalence rates among 12- to 17-year-olds were lower in 2006 than in 2002 for 
current use of illicit drugs other than marijuana; nonmedical use of psychotherapeu-
tics, pain relievers, and tranquilizers; and use of hallucinogens, LSD, and ecstasy. 
The rate for illicit drugs other than marijuana declined from 5.7 % in 2002 to 4.9 % 
in 2006, nonmedical use of psychotherapeutic drugs decreased from 4.0 to 3.3 %; 
nonmedical use of pain relievers declined from 3.2 to 2.7 %; and nonmedical use of 
tranquilizers decreased from 0.8 to 0.5 %. Adolescents’ current use of hallucinogens 
declined from 1.0 % in 2002 to 0.7 % in 2006, reflecting decreases in current use of 
ecstasy (from 0.5 to 0.3 %) and LSD (from 0.2 to 0.1 %).

The 32nd Annual Monitoring the Future survey of 50,000 8th, 10th, and 12th 
graders in more than 400 schools nationwide which is the percentage of US ado-
lescents who use illicit drugs or drink alcohol have showed a decade-long drop in 
2006. This year’s survey reveals that a fifth (21 %) of today’s 8th graders, over a 
third (36 %) of 10th graders, and about half (48 %) of all 12th graders have ever 
taken any illicit drug during their lifetime.

The proportion saying they used any illicit drug in the prior 12 months continued 
to decline in 2006, and the rates (15, 29, and 37 % in 8th, 10th, and 12th grades, 
respectively) are now down from recent peak levels in the mid-1990s by about one-
third in 8th grade, one quarter in 10th grade, and one-eighth in 12th grade.

16.4.4  Indian Scenario

The magnitude and dynamics of drug abuse at the national level have not been 
well researched in India. This deficiency of data is contributed by the lack of 
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awareness on the one hand and the sheer vastness of the country on the other. “The 
extent, pattern and trends of drug abuse in India- National Household Survey” 
attempts to minimize the potential error of any single technique and provide a 
comprehensive picture depicting the data obtained from various components of the 
national survey Ray and Mandal (2004).

Information on drug abuse among youth is available from the following: (a) 
National Household Survey (NHS); (b) Rapid Assessment Survey (RAS); and 
(c) Drug Abuse Monitoring System (DAMS). The data from NHS revealed that 
among current alcohol, cannabis, and opiates users, about 21 and 0.1 %, respec-
tively, were below 18 years. The mean age of onset of various drugs was during 
youth, between 21 and 23 years.

Among treatment seekers, there were a few young subjects (below 15 years and 
between 16 and 20 years) being reported from the DAMS component. Overall, 0.4 
and 4.6 % of total treatment seekers in various states belonged to the above age 
groups, respectively. Among users of heroin, cannabis, and propoxyphene, 0.5–
0.8 % were in the group below 15 years. The proportion of opium and alcohol users 
in this age group was considerably low. The proportion of users of various drugs 
belonging to the age group 16–20 years varied between 2.7 and 18.8 %, the per-
centage of users of propoxyphene being the highest. It was noted that young people 
reporting to treatment were more often users of propoxyphene, heroin, and cannabis.

Some information on drug abuse by youth is also available from the data 
obtained from NGO (Children) and NYKs who participated in the DAMS com-
ponent. Profile of drug users shows that alcohol was the commonest drug of abuse 
followed by cannabis and opiates. About 25 % reported use of “other drugs”, i.e., 
mostly tobacco products. The proportion of alcohol users was higher among sub-
jects from NYKs. Most were introduced to drugs at young age (below 15 years). 
Some information on drug abuse by young and very young subjects is available 
from the data from the Rapid Assessment Survey (RAS). A total of 368 out of 
2,831 subjects were below the age of 20 years. It clearly showed that street chil-
dren use a variety of substance including inhalants, cannabis, alcohol, and heroin. 
Some of these children were involved in drug dealing.

16.4.5  Effectiveness of CBT with Adolescent  
Substance Users

The clinical trials for adolescent substance abuse treatment that were reviewed 
provide support for the benefits of cognitive–behavioral interventions. Consistent 
with literature reviews (Catalano et al. 1990–1991; Weinberg et al. 1998), these 
results show that outpatient CBT treatment can be effective in reducing ado-
lescent substance use and related problems. However, some variation in out-
comes was observed. For example, while Liddle et al. (2001) and Waldron et al. 
(2001) both found greater evidence for the immediate benefits of family ther-
apy, they also found marked substance use reductions, although delayed, for the 
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Box 16.1 Evidence-based approaches for adolescent substance users

•	 Family systems approach
•	 Brief motivational interventions
•	 Cognitive–behavioral skills building treatments
•	 Assertive aftercare programs
•	 Community-based treatment models
•	 Guided personal change programs
•	 Pharmacotherapy for psychiatric comorbidity

cognitive–behavioral group interventions. However, Dennis et al. (2004) did not 
find evidence that family-based treatments had superior outcomes. Both group and 
individual CBT outcomes were as favorable as those of the family interventions 
and were significantly more cost-effective. Similarly, Kaminer et al. (1998a, b) 
found consistent evidence for the efficacy of group CBT interventions. Overall, 
the outcomes appear better (Simpson et al. 1987; Hubbard et al. 1985). The empir-
ical support for the efficacy of CBT with adolescents is also similar to evidence 
found for treatment studies for adult drinking and drug use (Woody et al. 1993; 
Graham et al. 1996; Marques and Formigoni 2001). The results of these recent 
clinical trials for adolescents are particularly important because of their enhanced 
design and methodological features that represent significant improvements over 
previous studies.

By contrast, research evaluating CBT for other behavioral problems and dis-
orders associated with adolescent substance abuse, such as conduct problems 
(Kendall et al. 1990; Kazdin 1995), depression (Clarke et al. 1992; Wood et al. 
1996; Birmaher et al. 2000) and anxiety (Barrett et al. 2001) for adult substance 
abuse and dependence, and behavioral approaches for preventing substance use in 
high-risk youths (Botvin and Botvin 1992) is well established. Given the success 
of CBT for other populations, especially for adolescents diagnosed with disorders 
known to co-occur with substance abuse, the newly emerging support for CBT 
with substance-abusing youths represents significant progress in the field.

16.4.6  Evidence-Based Approaches for Adolescent 
Substance Users

At present, several evidence-based, developmentally sensitive approaches 
are emerging for addressing alcohol, nicotine, and other drug use problems 
among adolescents (Wagner and Waldron 2001). These include family systems 
approaches (Liddle and Hogue 2001; Waldron 1997), brief motivational interven-
tions, guided personal change programs, cognitive–behavioral skill-building treat-
ments, and assertive aftercare programs (see Box-16.1). Moreover, there has been 
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increasing attention devoted to community-based treatment models (e.g., treatment 
provided in neighborhood clinics, schools, and/or the home), which have greater 
ecological validity and impact, and fewer barriers to treatment access than more 
traditional treatment models for adolescent substance abuse. Finally, given the 
high rates of psychiatric comorbidity among adolescents with alcohol or other 
drug problems, an effective treatment “package” for substance-abusing teenag-
ers may include medication. Group therapy and 12-step programs are commonly 
used with adolescents, but recent reports suggest that these interventions should be 
approached with caution.

16.5  Assessment

The clinical assessment of substance use and substance-related disorders are an 
important part of treatment process. The rate of substance use, abuse, and depend-
ence varies among individuals and may depend on the sociodemographic factors 
like age, social class, gender, and type of family. A detailed assessment is required 
to determine the level or intensity of care required and the need for the specific 
treatment.

16.5.1  Eliciting the History

History taking is an important part of assessment procedure. The patients with 
substance use disorders may not easily give a reliable report about their substance 
use. It should not be surprising that these patients will attempt to protect their abil-
ity to continue to use by minimizing, denying, or even lying about the extent of 
use and the problems resulting from it. While eliciting the history, the clinician 
should be alert to these characteristic defenses and should have a nonjudgmental 
attitude toward the patient. The patients should be encouraged to share the infor-
mation without any hesitation. Sometimes, the patient’s reluctance to disclose 
sensitive information can be lessened by a frank discussion about how this infor-
mation will be used and assuring about the confidentiality.

16.5.1.1  Case Vignette

Master x a 13-year-old boy was brought to the National Drug Dependence 
Treatment Centre by his parents for the treatment of substance abuse. He is an 
inhalant user and is abusing drugs from the last 2 years. Patient is a student of 
7th class and coming from a lower middle-class urban Hindu family. The patient 
started using inhalants while was 10 years old and was introduced to this by his 
school friends. Initially, he was using gutka only and then started taking white 
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fluid with his friends. Initially, he used it intermittently, once in 4–5 days with 
his friends only, and after some time (2 months), he started taking it regularly. He 
used to inhale 2 bottles in a day, and frequency increased to 7–8 times in a day.

The patient reported having a pleasant feeling after taking it. In case he will 
not take it for few hours, then he will start having irritability, uneasiness, and 
an intense desire to take it. Gradually, he started missing his classes and used to 
spend most of his time away from family. There were complaints from school 
regarding his studies, and the performance fell down. He started stealing money 
from his home to purchase the substance and sometimes will borrow money from 
his friends and neighbors too. He will often lie to his parents and remained tired 
most of the time. He stopped playing with his sober friends and will take less 
interest in other household responsibilities.

When parents came to know about his condition, he was brought to the treat-
ment Centre. The patient when brought to the Centre was unaware of the harmful 
consequences of inhalant use. Patient’s general physical examination was within 
normal limits. The mental status examination revealed no significant psychopa-
thology except memory problems and difficulty in attention and concentration.

The patient fulfilled the ICD-10 criteria for Inhalant Dependence in the form of 
persistent desire and inability to stop the substance, spending most of the time in sub-
stance use only and social and other activities being given up. The patient was man-
aged on outpatient basis and was on regular follow-up over a period of two months.

(For detailed management, see session wise treatment process)
After this general overview, a parallel chronology of the patient’s use of alco-

hol and drugs can be obtained and specific questions can be asked about the drug 
use behavior. As part of the assessment, the patients should be asked about their 
lifetime use, recent or current use, age of onset, progression, frequency, length and 
pattern of use, and mode of ingestion. Specific questions should be asked about 
the pattern of use, tolerance, and withdrawal and treatment history.

Finally, attention needs to be directed to any medical, psychological, emotional, 
social, and legal complications of use and any family history of substance or other 
psychiatric disorders.

16.5.2  Physical and Mental Status Examination

A detailed physical and mental status examination is required. Physical examina-
tion is essential because of the wide range of medical disorders associated with 
tobacco, alcohol, or other drug use. The clinician should refer the patient to pri-
mary care or internal medicine physicians for a complete physical examination.

A detailed mental status examination, including assessment of cognitive func-
tioning, is required for the accurate diagnosis of substance dependence, comorbid 
psychiatric disorders, and cognitive dysfunction. Assessment of cognitive function 
should include evaluation of attention and concentration, recent and remote mem-
ory, perception, abstract reasoning, and problem-solving ability.
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16.5.3  Screening Instruments and Structured Interviews

The objective assessment can be grouped in 3 main categories: (1) self-report 
measures/structured semi-structured interviews, (2) direct behavioral observation, 
and (3) physiological measures.

Self-Reports Self-report measure or self-monitoring is one of the most universal 
methods of addictive behavior assessment. The use of structured or semi-struc-
tured interviews can yield an accurate, realistic understanding of the teenager and 
the problems he is experiencing.

Although self-reports are practical and easy to obtain, their reliability and 
validity must be assessed. This is usually done by obtaining reports from friends, 
family members, and relatives. There are numerous well-researched, self-report-
based screening and comprehensive assessment tools available to clinicians. For a 
detailed description of assessment instruments, see Table 16.1.

Direct Behavioral Observations While direct behavioral observation of drug 
use is not as practical as self-reports, they provide detailed information on con-
sumption and pattern that is highly reliable. Direct observations are obtained either 
through simulated analog system or in the natural environment. Observation of 
drug-consuming behavior in a naturalistic setting would probably add greater to 
our knowledge regarding the relationships among these habit patterns.

Physiological Monitoring Techniques to assess physiological correlates of sub-
stance abuse have greatly enhanced the objectivity of assessment. Urine screening 
for drugs has proven to be a practical, reliable, and inexpensive assessment tool. 
Urine specimens are collected and analyzed either on a daily basis or randomly. 
Analysis of blood/alcohol concentration via breath tests has also been found to be 
a useful measure for alcoholism (Table 16.2).

Table 16.2  Adolescent screening and assessment instruments

Instrument Description Developer

Adolescent drug involvement 
scale (ADIS)

12-item research and evalua-
tion tool, adaptation of Mayer 
& Filstead’s adolescent alcohol 
involvement scale (AAIS)

D. Paul Moberg

Drug and alcohol problem 
(DAP) quick screen

30-item test with 4 key items Richard H. Schwartz, M.D.

Drug use screening  inventory—
revised (DUSI-R)

159-item instrument Ralph E. Tarter

Personal experience screening 
questionnaire (PESQ)

40-item questionnaire Ken Winters

Problem-oriented screen-
ing instrument for teenagers 
(POSIT)

139-item questionnaire National institute on drug 
abuse (NIDA)
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16.5.4  Treatment Approaches

A number of evidence-based, developmentally sensitive treatment approaches are 
available for adolescent substance users including the following:

•	 Family system approaches
•	 Brief motivational interventions
•	 Cognitive–behavioral skills building
•	 Assertive aftercare programs
•	 Community-based treatment models
•	 Guided personal change programs
•	 Pharmacological agents

Among these family-based treatments is the most thoroughly studied treatment 
modality for adolescent substance misuse. An integrative cognitive–behavioral 
therapy and family therapy model (Waldron et al. 2001), a family empowerment 
intervention, and multidimensional family therapy (Liddle 2001) have been devel-
oped, tested, and yielded promising findings.

Instrument Description Developer

Teen addiction severity index 
(T-ASI)

Interview instrument covering 7 
dimensions

The adolescent drug abuse and 
psychiatric treatment program 
editor: Kaminer Y., Bukstin O. 
& Tarter, R.

Adolescent drug abuse diagno-
sis (ADAD)

150-item instrument, provides  
a 10-point severity rating for 
each of the 9 life problems

Alfred S. Friedman & Arlene 
Terras

Adolescent diagnostic inter-
view (ADI)

Provides diagnostic and level 
of functioning information for 
adolescents suspected of drug 
use and to screen for mental/
behavioral problems

Ken Winters & George Henly

Adolescent self-assessment 
profile (ASAP)

225-item self-report instrument 
comprising 20 basic scales and 
15 supplemental scales

Kenneth Wanberg

The American drug and alcohol 
survey (ADAS)

Self-report inventory of drug 
use and related behaviors. 
Two versions: The Children’s 
Form (4th–6th grade) and the 
Adolescent Form (6th–12th 
grade) are available

E.R. Oetting, Ruth W. 
Edwards, & Fred Beauvais

Personal experience inventory 
(PEI)

PEI consists of two parts—the 
chemical involvement problem 
severity section (CIPS) and the 
psychosocial section (PS)

Ken Winters

Table 16.2  (continued)
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16.5.5  Motivation Enhancement Therapy and Psycho 
Education

Motivational enhancement therapy is a therapeutic approach based on the prem-
ise that patients will best be able to achieve change when motivation comes from 
within themselves rather than being imposed by therapist. Motivational inter-
viewing, the primary element of MET, was developed by Miller and Rollnick. 
Prochaska and DiClemente described five stages of change in modifying prob-
lem. The primary goals of this treatment are to enhance participants’ motivation 
to change their substance use and to develop basic skills needed to achieve absti-
nence or gain control over substance use. Psycho education about the harmful 
consequences of use is given, and the therapist explores the participant’s reasons 
for seeking treatment, prior treatment attempts, readiness for treatment, problems 
associated with substance use, and patient’s perception toward their life.

16.5.6  Cognitive–Behavioral Therapy

Cognitive–behavioral therapy (CBT) is designed to help participants coping with 
relapse and to remediate deficits due to substance use. The goal of this interven-
tion is to provide some basic alternative skills to cope with situations that might 
otherwise lead to substance use. Skill deficits are viewed as central to the relapse 
process; therefore, the major focus of the technique will be on identifying cues 
that signal high-risk situations, development of effective coping skills, and 
rehearsal of these newly learned skills in day-to-day life.

Cognitive–behavioral treatment for substance abuse requires the active partic-
ipation, as well as patient’s assumption of responsibility for using the new self-
control skill to prevent future abuse. CBT is generally effective because it helps 
patients recognize the situations in which they are likely to use substances and 
cope more effectively with the variety of situations, feelings, and behavior related 
to drug use. Active practice with positive, corrective feedback is the most effective 
way to modify self-efficacy and create long-lasting behavior change.

16.5.7  Family Counseling

Family-based treatment is the most thoroughly studied treatment modality for 
adolescent substance misuse. A number of family-based interventions have been 
developed, tested, and shown promise in treating substance-misusing teens. The 
parental involvement during treatment process increases the chances of bet-
ter recovery and long-term abstinence. Reviews of formal clinical trials of fam-
ily-based treatments have consistently found that more drug-abusing adolescents 
enter, engage in, and remain in family therapy than in other treatments and that 
family therapy produces significant reductions in substance use (Waldron 1997).
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16.5.8  Overview of Treatment Module

16.5.8.1  Treatment Goals and Objectives

The goal of the treatment is abstinence and preventing relapse. With this perspec-
tive, the treatment module is administered while keeping in view the following 
objectives:

•	 To identify the high-risk situations associated with drug use
•	 To teach adolescents about the signs and symptoms of cravings and how to 

challenge the thoughts, cravings, and urges associated with substance use
•	 To teach adolescents a broad spectrum of coping strategies to deal with problem 

behavior
•	 To teach adolescents social skills for helping them deal with poor decision mak-

ing and teaching them effective problem solving.

The overall goal of abstinence are to teach adolescents, first to abstain from sub-
stances and then to maintain the abstinence for a longer period of time. During the 
treatment, the subject’s ambivalence about the possibility of stopping the drug use 
is considered normal. The therapist is encouraged to normalize ambivalence and 
concerns about quitting the drugs.

16.5.8.2  Target Population

The treatment module is designed for the treatment of adolescents between ages 
11 and 19 who are exhibiting problems related to substance use as indicated by 
one of the following:

•	 Meeting criteria for substance abuse or dependence
•	 Experiencing problems (including emotional, physical, legal, social, economic, 

and academic problems) associated with substance use
•	 Having comorbid conditions like conduct disorder and anxiety etc.

Contradictions for the treatment are the following:

•	 Mental retardation
•	 Severe psychological problems like psychosis, bipolar disorder, seizures, and 

neurological problems

16.5.9  Need for the Treatment

Adolescent users differ from adults in many ways. Their substance use often stems 
from different causes and has different consequences. In treatment, adolescents 
must be approached differently than adults because of their unique developmental 
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issues; differences in their values and belief systems; and environmental consid-
erations (e.g., strong peer influences). Treatment programs for adolescents should 
make every effort to involve the adolescent patient’s family to change the youth’s 
environment.

Adolescent substance use occurs with varying degrees of severity. The 
degree of substance involvement is an important determinant of treatment. 
Apart from this, the family, peer environment, and the individual’s stage of 
mental and emotional development should also be considered in planning 
appropriate treatment. A session wise description of adolescent substance users 
is given below:

16.5.10  Session 1: Motivation Enhancement and Psycho 
Education

Objectives of the session

•	 Take history and build rapport with the patient
•	 Begin the process of assessing and building the patient’s motivation to address 

his or her substance problem
•	 Introduce functional analysis
•	 Provide a rational for extra-session tasks

16.5.11  Strategies of Motivational Enhancement Therapy

Miller and Rollnick have described five main strategies that are used in applying 
motivation enhancement. For effective sessions, therapist should have good lis-
tening skills and an empathetic attitude toward patients. Therapist should avoid 
behaviors like lecturing, criticizing, labeling, ordering, and judging. Therapist 
should give unconditional acceptance to the patient, and any kind of analytical 
judgment should also be avoided at this moment.

16.5.12  MET Strategies

16.5.12.1  Express Empathy

Therapist needs to express empathy in order to convey acceptance of the patient’s 
current situation. It acknowledges that changing behavior is difficult and involves 
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feelings of ambivalence. Respectful listening and reflection of feelings are two 
key communication skills for this task. Therapist should use paraphrasing here for 
reflecting. For example:

Th: Tell me something about your substance use
P:  I started it in 12th class. I wanted to experiment. I wanted to see what it is all about. 

Moreover I was tensed at that time. Actually my result was about to come. So I was 
tensed and I had it for the first time.

Th:  So you want to say that you started because of curiosity and because you were under 
stress. Am I right?

P: Yes

16.5.12.2  Identify Discrepancy

This is accomplished by identifying and amplifying incongruities between 
the patient’s present behavior and his stated personal goals. Therapist should 
show the patient the apparent discrepancy between his present situation and his 
future goals and should suggest the ways through which patients could reach 
their goals.

16.5.12.3  Avoid Arguments

Therapist should avoid arguments with a patient. Arguing with a patient tends 
to evoke resistance. As a result, both the therapist and the patient are likely to 
come away feeling dissatisfied. While motivational counseling is confronta-
tional in its goals, it is not confrontational in style. Therapist should roll with 
resistance.

16.5.12.4  Clarify Free Choice

Therapist should clarify to patient that it is his choice whether he wants to quit or 
not. There is nothing I or anyone else can do to make you stop using drugs, what 
you do is really up to you. You can decide to take this now or wait until another 
time.

16.5.12.5  Review Consequences of Action and Inaction

Patient should be suggested to always review the consequences of using drugs or 
always think about pros and cons of using. For example:

What do you see happening if you don’t stop using drugs?
What do you think will happen if you don’t use it?
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16.5.12.6  Support Self-efficacy

This is the only possible path to change. Therapist should encourage the patient to 
believe in him and supports the idea that patient can change himself. Patients are 
suggested to make use of positive self-verbalization for change. For example:

I would not take it. I have left it earlier also and I will make it again. This time I will quit forever.

16.5.13  Other Techniques

16.5.13.1  Use Positive Incentives to Reinforce Treatment Participation

One of the most powerful strategies to increase treatment involvement and estab-
lish treatment engagement is to use incentives and other tangible positive reinforc-
ers to reward progress in treatment. The specific reinforcers include appreciation 
and any materialistic thing like money.

16.5.13.2  Call No Shows

Therapist should routinely telephone patients who fail to show up for scheduled 
clinic visits.

16.5.13.3  Establish Daily Schedule

Time planning and scheduling should be promoted as an important way to engage a 
patient or to avoid spending lot of time alone. Patients should be vigorously encour-
aged to schedule and plan each day, especially during this early phase of treatment.

16.5.13.4  Address Secondary Substance Use

Most adolescents also use some other substances, such as bidi, cig, and gutka. 
They often do not perceive their use of a secondary substance as problematic. 
Patients need help to identify the connections between the use of other substances 
and their primary drug of use. Patients should learn that using another substance 
increases the likelihood of relapse to primary drug use.

16.5.14  Psycho Education

Psycho education means educating a patient about the nature of problem and giv-
ing information about lapse/relapse, duration of medicines, and effects of drug use 
and negative consequences resulting from it. Patients with substance use disorders 
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do not understand many of the things that they have experienced as a result of their 
drug use, such as impulsive behaviors, anger and hostility, and cognitive deficits. 
They require education to help them understand the learning and conditioning fac-
tors associated with drug use. Similarly, they need information about the impact of 
drugs on the brain and behavior, such as cognitive impairment and forgetfulness.

16.5.15  Relapse Prevention

Relapse prevention is a cognitive–behavioral treatment that combines cogni-
tive intervention techniques with behavioral skill training procedures to assist 
individuals in maintaining desired behavioral changes. RP uses a self-manage-
ment approach to substance abuse and helps patients in developing new coping 
responses. It helps to modify maladaptive beliefs and expectancies regarding sub-
stance use and helps in changing faulty patterns of behavior and lifestyles. Next 
three sessions are a part of RP.

16.5.16  Session 2: Identification of High-risk Situations

Objectives of the session
1. Identify common warning signs and high-risk situations/factors associated 

with relapse
2. Help patient anticipate dangerous situations by identifying his personal 

relapse risk factors

We assume that the individual will have a perceived sense of control while main-
taining abstinence. This perceived sense of control will continue until the individ-
ual encounters a high-risk situation which will pose a threat to individuals’ sense 
of control and increases the risk of potential relapse. According to Marlatt and 
Gorden (1985), almost 75 % of all the relapses are associated with three primary 
high-risk situations:

1. Negative Emotional States (35 % of all relapses in the sample): situations in 
which the individual is experiencing a negative or unpleasant emotional state, 
mood, or feeling such as frustration, anger, anxiety, depression, or boredom 
prior to or occurring simultaneously with the first lapse.

2. Interpersonal Conflict (16 % of the relapses): Interpersonal conflicts arise in 
the form of arguments and confrontations between friends, family members, 
employer, and employee. These conflicts seriously affect the interpersonal rela-
tionship and work as risky situations for relapse.

3. Social Pressure (20 % of the relapses): Social pressure in the form of peer 
pressure or the influence of another individual or group of individuals who 
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exert pressure on the individual to engage in the proscribed behavior play an 
important role in the relapse process. Social pressure may be either direct (e.g., 
verbal persuasion from others) or indirect (e.g., watching others using the 
drugs, even though no direct pressure is involved).

Other high-risk situations include positive emotional states (party mood), nega-
tive physical states (withdrawal), testing personal control, and responsivity to sub-
stance cues (craving, urges). An individual who copes successfully with high-risk 
situations will develop a sense of mastery or perceived self-control. A detailed 
account of techniques is given in the next session which will describe the manage-
ment of high-risk situations with adolescent substance users (Fig. 16.4).

16.5.17  Strategies

16.5.17.1  Anticipate/Identify High-risk Situations

The first step in the prevention of relapse is to teach the patient to recognize and identify 
the high-risk situations that may precipitate or trigger a relapse. Therapists should ask 
patients to think what might be the possible stressors that might arise over the next few 
months, or what might be the possible high-risk situations which might lead to relapse. 
For each of these situations or circumstances, therapist and patient should develop con-
crete coping plans. This can be achieved using the following techniques:

1. Self-Monitoring Procedures: Keeping a record of strong urges or cravings 
along with situations can provide useful data.

2. Reviewing list of relapse risk factors: Reviewing lists of common relapse risk 
factors to identify personal potential relapse precipitants is another useful way 
to assess the patient’s perceptions of high-risk situations.

Therapist should point out that although patient will find it helpful to recognize, 
avoid, and cope with high-risk situations, life is unpredictable, and not all high-
risk situations can be anticipated. Crises, negative stressors, and even positive 
events can result in high-risk situations.

Fig. 16.4  Important high-
risk situations for relapse
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16.5.18  Session 3: Craving Management

Substance use becomes strongly associated with certain people, places, objects, 
activities, behaviors, and feelings. Because patients with substance use disor-
ders may have engaged in drug use hundreds or thousands of times, their daily 
life is filled with numerous reminders or cues that can trigger substance craving 
and substance use. Accordingly, it is important for therapists to help patients to 
acknowledge and identify the cluster of cues unique to their lives. In this sec-
tion, we will discuss the strategies designed to manage the cravings that may 
precipitate a lapse and to modify the cognitions and other reactions to prevent a 
full-blown relapse.

Objectives of the Session:
1. Teach how conditioning factors can elicit drug cravings.
2. Develop action plans for cravings
3. Identify strategies to cope with social pressures and cravings to use 

substances

16.5.19  Teach Basic Conditioning

Patients should be taught about the conditioning nature of drug cravings and urges. 
They should be taught that these cravings and urges are conditioning in nature and 
is a natural part of early abstinence (see Table 16.3).

16.5.20  Develop Action Plans for Cravings

Stopping substance use requires specific plans of action that can decrease the like-
lihood of encountering reminders of substance use. Because there are numerous 
reminders of substance use in the environment, the chances of experiencing drug 

Table 16.3  Conditioning factors in substance use

Craving occurs as a result of long-term substance use and typically continues long after the 
substance use is stopped
Cravings can be triggered by people, places, situations, things, and feelings that were previously 
associated with substance use
Cravings and urges are always temporary and tend to disappear quickly
Cravings are typically strong in the beginning of abstinence period and become less frequent 
and severe over time
Specific techniques and actions must be taken to counteract cravings and urges whenever they 
occur
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thoughts, triggers, and cravings are common. It is essential to take specific steps to 
avoid them. The following steps can be taken to reduce the drug craving:

1. Getting rid of drugs and paraphernalia

•	 Get rid of all the drugs, paraphernalia, objects, or things which were used 
when taking drugs. Collect and throw all these objects away.

2. Stopping contact with drug users

•	 Stop contact with people with whom you were having substances and from 
where used to obtain substances.

3. Avoiding high-risk areas

•	 Avoid all those settings, neighborhoods, streets, houses, or other locations 
that are specially associated with obtaining or using substances? What are 
your specific plans to avoid them?

4. Teach Functional Analysis of drug Use

Functional analysis probes the situations surrounding the patient’s substance 
abuse. Specifically, it examines the relationship between stimuli that trigger use 
and consequences that follow. The core components of a functional analysis are as 
follows:

1. Teaching patients to examine the types of circumstances, situations, thoughts, 
and feelings that increase the likelihood that they will use substances,

2. Counseling patients to examine the positive, immediate, but short-term conse-
quences of their substance use, and

3. Encouraging patients to review the negative and often delayed consequences of 
their substance use.

•	 Ask the patient to identify strategies that he has used in the past or could 
use in the future to manage drug craving or resist social pressures to use 
substances.

In case of the example given in the beginning of this chapter, functional analysis 
can proceed as follows.

Functional analysis allows you to identify the immediate causes of your inhalant use. You 
might have noticed that in certain situations you will inhale fluid while in other situations 
you do not. The situation around us can powerfully control substance use. Particularly if 
we are unaware of its influence. Some of the situations that can influence inhalant use are:

•	 The people you are with.
•	 The place you happen to be
•	 The hour of the day.
•	 How much money you have
•	 How much fluid you have consumed
•	 What you are doing beside inhaling fluid
•	 How are you feeling
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The first step in understanding your inhalant use is to identify the types of situations in 
which you are likely to inhale fluid. Your first assignment will be to identify these situa-
tions and what made you to use substance. These are called triggers.

You will also need to identify the consequences of your use. There are two kinds of 
consequences: the immediate and often the positive consequences such as sense of high, 
or having fun and the delayed often negative consequences, such as spending all money 
on it only.

As you identify triggers and consequences, you will discover that there are certain pat-
terns to your use. These patterns will become important for your intervention.

16.5.21  Cognitive and Behavioral Strategies for Managing 
Craving

Some of the cognitive and behavioral strategies for managing craving are given 
(see Figs. 16.5 and 16.6).

16.5.22  Session 4: Coping Skills

Patients should learn ways to cope with high-risk situations, persons, and feelings. 
The strategies or techniques used by patients to deal with high-risk situations are 
known as coping strategies.

Fig. 16.5  Behavioral strategies
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Objectives of the Session
1. Review of progress
2. Help patient to develop coping strategies to manage his high-risk situations 

to reduce the chances of relapse

Activities to reduce the chances of drug use These are some of the activities a 
patient should indulge in when trying to stay away from drug use:

•	 Staying away from drug-using friends
•	 Leaving money at home, carrying very little money with oneself
•	 Telling yourself of the consequences of drug use
•	 Handling feelings of anger and frustration directly
•	 Talking to parents
•	 Being in company of sober friends
•	 Going for a walk
•	 Not keeping drugs at home
•	 Keeping oneself busy
•	 Distraction
•	 Having a positive attitude
•	 Regular follow-up
•	 Change of place

When patients are most stressed, they may feel vulnerable and be more likely to 
use old, familiar coping strategies than to use the healthier strategies they have 
practiced during sessions. It is important to try to develop a generic, foolproof 
coping strategy that can be used in the event of any major crisis. This should 
include, at minimum, the following:

•	 A set of emergency phone numbers of supportive others who can be relied on
•	 Recall of negative consequences of returning to use
•	 A set of positive thoughts that can be substituted for high-risk drug thoughts

Fig. 16.6  Cognitive 
strategies
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•	 A set of reliable distracters
•	 Positive self-verbalization

16.5.22.1  Counteract Euphoric Recall and the Desire to Test Control

Euphoric recall is the act of remembering only the pleasure associated with sub-
stance use and not the adverse consequences. Euphoric recall is a potent relapse 
risk factor because it minimizes clients’ perceptions of substance danger, promot-
ing ambivalence about quitting. Patients should be taught that urges to test their 
control over substance use are a powerful relapse warning sign.

16.5.22.2  Enhance Self-efficacy Regarding High-risk Situations

Once patients learn to identify, manage, and avoid high-risk situations, the thera-
pist and patient should try to determine whether the patient is confident in his 
ability to use those skills in the real world. CBT posits that low levels of self-
efficacy are related to substance use and an increased likelihood of relapse after 
having achieved abstinence (Marlatt and Gordon 1985). A model of relapse 
that is based on the role of self-efficacy and coping is depicted in Fig. 16.5 
(Fig. 16.7).

16.5.22.3  Decision Matrix

A decision matrix allows patients to examine both the immediate and the delayed 
consequences of substance use, which may help counter the tendency of patients 
to think about only the pleasant short-term effects.

16.5.22.4  Relapse Rehearsal Methods

In this procedure, the patient is allowed to imagine as being involved in an actual 
high-risk situation and using a more adaptive coping skill. The patient is thus 
encouraged to visualize that he or she is successfully handling the difficult situa-
tion through effective coping skill (Fig. 16.8).

Fig. 16.7  A model of relapse that is based on the role of self-efficacy
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16.5.23  Session 5: Social Skills Training

16.5.23.1  Remedial Skill Training

Remedial skill training is necessitated by identification of coping skill defi-
cits and is an important part of treatment program. Going beyond that, we also 
need to modify the patient’s lifestyle and give them skill training. The con-
tent of skill training program is variable and will depend on the needs of the 
individual. Possible content areas include assertiveness (see box 16.2), stress 
management, relaxation training, problem solving, decision making, and com-
munication skills.

Practitioners working in the area typically prefer to develop a tailor-made pro-
gram of techniques for each patient. We recommend the individualized approach 
for implementation of RP with most patient problems. Particular techniques 
should be selected on the basis of careful examination and assessment. A need-
based approach is encouraged based on the patient’s substance abuse problem and 
general lifestyle pattern.

Fig. 16.8  Cognitive–
behavioral model of the 
relapse process
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Box 16.2

Assertiveness Training
The patient is encouraged to express and disclose his emotions and needs, 
to stand up for his rights, to do what is best for him, and to express negative 
emotions constructively. As a person becomes more assertive, he will be bet-
ter able to refuse the offer and control his impulses as well as environmental 
factors that may lead to relapse.

Stress Management
The patient must be taught about the ways that will help him to reduce 
stress, including relaxation techniques, distraction planning in advance for a 
potentially stressful situation, and cognitive strategies.

16.5.23.2  Changing Lifestyle

As a part of treatment process, a global lifestyle change is also required to 
improve the patient’s overall capacity to cope with more pervasive stress fac-
tors that are antecedents to high-risk situations. Marlatt and Gordon (1985) posit 
that one source of possible relapse risk has to do with the degree of stress or 
daily hassles that the patient experiences. They suggest that when the demands 
and obligations a patient feels (should) outweigh the pleasures the individual 
can engage in (wants), his life is out of balance. This often results in feelings of 
resentment, and the person begins making decisions that gradually lead toward 
possible relapse. The goal is to find a better balance, increasing involvement in 
pleasant and rewarding activities while reducing the level and sources of stress. 
Therapist should emphasize upon the lifestyle changes in social and recreational 
areas.

For example master x in the beginning of this chapter is suggested that Social and recrea-
tional activities are important in most people’s lives. They provide

•	 A source of enjoyment
•	 A way to reduce boredom when you have free time
•	 A way to feel physically fit/healthy
•	 Increase your confidence/self esteem
•	 Provide you a chance to be with people you like to develop friendship

These activities are important for you to maintain abstinence. When you give up 
drugs, you have to do something else during that time you were using. If you don’t do 
anything pleasurable, you will sit around and feel lonely and bored which can further 
cause relapse.
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16.5.24  Drug Refusal Skills

Here, the patient has to learn the drug refusal skills. He has to learn to say no 
to the offer made by other drug-using friends. In the earlier example, the refusal 
skills can be taught to the patient by giving the following instructions:

Remember that those persons who offer you the fluid are not thinking of your good inter-
est they may be your friends but once you have decided to quit, it is important for you to 
discourage them politely, but firmly. Saying NO is the first thing. When refusing you have 
to take care of the following things:

•	 No should be the first thing you say.
•	 Tell the person not to ask you now or in the future.
•	 Use appropriate body language:
•	 Make good eye contact. Look directly in the eyes of the person
•	 Your expression and tone should clearly indicate that you are serious
•	 	Offer an alternative (if you want to do something with that person) that is incom-

patible with inhalant use.
•	 Change the subject or lave the setting.

16.5.25  Session 6: Family Counseling

A family counseling session with parents aims to decrease parental distress and 
anxiety and maximize parental involvement in treatment. It is expected that par-
ents of these drug-using adolescents are having a lot of expectations from patients 
and are concerned about their drug use, behavioral aspects, social aspects, and 
work area. Helping the family members solve problems together in the therapeutic 
setting enables them to learn strategies that can be applied with the adolescent in 
the home. Such maneuvers in therapy decrease family conflicts and improve the 
effectiveness of communication.

While counseling parents, they should be given an opportunity to share their 
anxieties and doubts with therapist (catharsis). Parents should be taught how to 
provide age-appropriate monitoring of their teenager (e.g., to know their friends, 
to know how they spend their time), set limits, rebuild emotional attachments, and 
take part in activities with the adolescent inside and outside the home.

A detailed family session is required in which parents are trained or given 
advice about how to deal with their children to keep their youth drug free. Here 
are few suggestions for parents to follow:

16.5.25.1  Get Involved in Your Child’s Life

Young people are much less likely to use drugs when they have positive activities 
to do and when caring adults are involved in their lives. Parents are suggested to 
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Box 16.3

•	 Going for a walk
•	 Playing cards, board games, or video games
•	 Searching on the Internet to learn about each other’s interest
•	 Going on a special outing, such as the park, playground, or ice cream 

stand
•	 Recognize good behavior consistently and immediately. Praise him for 

things you might ordinarily take for granted, such as getting up on time, 
helping to set the table, or finishing his homework without being asked. 
Give regular positive reinforcements in the form of praise or something 
else.

get involved in their child’s life by participating in his activities and praising his 
accomplishments. Following suggestions are given to parents:

•	 Spend at least 15 min a day in a child’s activity. It is expected that doing some-
thing with child for at least 15 min a day is essential to build a strong parent–
child relationship. Examples include the following:

•	 Identify at least one opportunity each week for you and your child to do some-
thing special together. Some possibilities are given in box: 16.3

16.5.25.2  Handling Peer Pressure

•	 Explain to the family that peer pressure is an important risk factor in relapse
•	 Parents must be informed about their role in keeping their children away from 

drug-using friends and keeping them busy and distracted.

Examples

•	 Discussing a general topic
•	 Having dinner together
•	 Watching T.V. together
•	 Discuss about activities in school
•	 Ask for his viewpoint in home decisions
 Discuss the family matters

Handling Craving Explain to the family that parental role is important in helping 
their adolescents manage the craving. The family members can help by

•	 Encouraging the individual to express the craving and talking it through
•	 Teaching adolescents that the process is temporary
•	 Distracting them or engaging them in some pleasurable activities



360 R. Sharma et al.

16.5.25.3  Be a Positive Role Model

Children like to imitate adults. A parent or caregiver using alcohol, tobacco, or illegal 
drugs may increase a child’s chances of using and becoming dependent on a substance.

16.5.26  Barriers to Treatment

A number of factors serve as barriers to treatment and affect the overall treatment 
outcome. Barriers to treatment include following:

Denial Even after being presented with a diagnosis, some individuals do not 
believe that they have a problem. Denial runs deep which is an important barrier 
to treatment.

Stigma Substance abuse is having a stigma attached to it. During intake proce-
dures, which involve many personal questions, clients may react defensively, due 
to feelings of vulnerability.

Fear Fear is closely associated with substance abuse treatment. Fear is exhibited in 
many ways. Fear of being found out. Fear of facing the truth. Fear of what others 
will think. Fear of losing one’s employment. And the list goes on.

Lack of Support Lack of social supports is another barrier to treatment. It has 
been shown that having a viable support system, addicts are better able to maintain 
abstintnce, whether it is in the form of family support, formal counseling, school 
counseling, or any other kind of social support.
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17.1  Introduction

With the advancement of technologies, the Internet has revolutionized how we 
communicate and its flow has enabled and opened up entirely new forms of social 
interaction, activities, and organization, with its widespread usability and access. 
The emergence of social networking websites, such as Facebook®, Twitter®, and 
Orkut®, has not only made it possible to find existing acquaintances via net and 
renew communication but also has created newer patterns of socialization and 
interaction in the virtual world. Thus, the metaphor “global village” is often used 
to describe how the Internet has shortened distances between people and facili-
tated the flow of information. Researchers have associated Internet addiction to 
addictive syndromes similar to impulse-control disorders on the Axis I scale in the 
DSM, and pathological gambling was viewed as most akin to this phenomenon.

The term Internet addiction has generally being used to describe a variety of 
behaviors regarding computer use that are dysfunctional in nature; or in other words, 
it is characterized by excessive or poorly controlled preoccupations, urges, or behav-
iors regarding computer use and Internet access that leads to impairment or distress.

When Internet addiction was first conceptualized as a separate psychiatric dis-
order in 1996 by Kimberly Young, it sparked a controversial debate among both 
clinicians and academicians. While some researchers have conceptualized it as 
an “Addiction” and classified it along with alcohol, drug, and other substance 
abuse (Griffiths 1999), others have modeled it on obsessive-compulsive disorder 
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or impulse-control disorders. The first formal attempt to develop the identifying 
symptoms for Internet addiction was proposed by Young (1996) who modified the 
pathological gambling criteria from DSM-IV to develop an eight-item question-
naire, to screen for Internet addition, which she diagnosed on the basis of at least 5 
of the 8 characteristic symptoms present in the preceding 6 months.

Young’s eight item Diagnostic Questionnaire of Internet Addiction

1. Do you feel preoccupied with the Internet (think about previous online activity  
or anticipation of next online session)?

2. Do you feel the need to use the Internet with increasing amounts of time in order to 
achieve satisfaction?

3. Have you repeatedly made unsuccessful efforts to control, cut back, or stop Internet use?

4. Do you feel restless, moody, depressed, or irritable when attempting to cut down or stop 
Internet use?

5. Do you stay online longer than originally intended?

6. Have you jeopardized or risked the loss of a significant relationship, job, educational or 
career opportunity because of the Internet?

7. Have you lied to family members, therapist, or others to conceal the extent of involvement 
with the Internet?

8. Do you use the Internet as a way of escaping from problems or of relieving a
dysphoric mood (e.g., feelings of helplessness, guilt, anxiety, depression)?

Young’s criteria have been criticized by Beard and Wolf (2001) on the grounds 
that they are weighted too heavily on self-report and the characteristic symptoms 
appear to be more consistent with an impulse-control disorder rather than a true 
addiction. At least one of the last three criteria is required for diagnosis, as these 
criteria impact the person’s ability to cope and function. Criteria for identifying 
Internet addiction (Beard and Wolf 2001) are as follows

1. Is preoccupied with the Internet (think about previous online activity or antici-
pate next online session).

2. Needs to use the Internet with increased amounts of time in order to achieve 
satisfaction.

3. Has made unsuccessful efforts to control, cut back, or stop Internet use.
4. Is restless, moody, depressed, or irritable when attempting to cut down or stop 

Internet use.
5. Has stayed online longer than originally intended.

17.2  Clinical Features

Internet addiction is not recognized as a formal mental health disorder. However, 
mental health professionals who have written about the subject note symptoms or 
behaviors that, when present in sufficient numbers, may indicate problematic use. 
These include the following:

Preoccupation with the Internet: User often thinks about the Internet while 
he or she is offline.
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Loss of control: Addicted users feel unable or unwilling to get up from the 
computer and walk away. They sit down to check e-mail or look up a bit of infor-
mation, and end up staying online for hours.

Inexplicable sadness or moodiness when not online: Like any other sub-
stance, there occur mood altering side effects when the addicted user is refrained 
from using the Internet.

Distraction (Using the Internet as an antidepressant): One common symptom 
of many Internet addicts is the compulsion to cheer oneself up by surfing the Web.

Dishonesty in regard to Internet use: Addicts may end up lying to employers 
or family members about the amount of time they spend online, or find other ways 
to conceal the depth of their involvement with the Internet.

Loss of boundaries or inhibitions: While this often pertains to romantic or 
sexual boundaries, such as sharing sexual fantasies online or participating in cyber 
sex, inhibitions can also be financial or social.

Creation of virtual intimate relationships with other Internet users: Web-
based relationships often cause those involved to spend excessive amounts of time 
online, attempting to make connections, and dating via the Net.

Loss of a significant relationship due to Internet use: When users spend too 
much time on the Web, they often neglect their personal relationships. Over time, 
such relationships may fail as partners simply refuse to be treated badly and break 
off from relations with the addicted individual.

17.3  Types of Internet Addiction

Researchers have attempted to identify subtypes or sub-categories of Internet 
addiction, and various such proposals have been given till date, but they are yet to 
reach some common consensus. One of the first such attempts was made by Young 
(1999), who categorized it into five specific subtypes:

Cyber-sexual addiction: Compulsive use of Internet pornography, adult chat 
rooms, or adult fantasy role-play sites impacting negatively on real-life intimate 
relationships.

Cyber-relationship addiction: Addiction to social networking, chat rooms, 
and messaging to the point where virtual, online friends become more important 
than real-life relationships with family and friends.

Net compulsions: Net compulsions encompass a broad category of behaviors 
including obsessive online gambling, shopping, or stock-trading behaviors.

Information overload: Compulsive web surfing or database searching, leading 
to lower work productivity and less social interaction with family and friends.

Computer addiction: Obsessive playing of offline computer games, such as 
Solitaire or Minesweeper, or obsessive computer programming.

A brief description of the widely used and commonly observed types in the 
context of Internet addiction is as follows:

Cyber-sexual addiction: Internet sex addiction typically involves viewing, 
downloading, and trading online pornography.
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17.4  Psychiatric Comorbidities with Internet Addiction

Liu and Potenza (2007) studied and suggested that Internet addiction is frequently 
associated with DSM-IV Axis I and Axis II disorders. Several cross-sectional 
studies show that comorbidities are norm rather than exception in case of Internet 
addiction. Block (2008) had noted that nearly 86 % of the individuals with Internet 
addiction have at least one comorbid psychiatric condition, in some cases with 
multiple comorbidities.

The most common psychiatric comorbidities that are found are mood disorders, 
anxiety disorders, attention deficit/hyperactivity disorder, impulse-control disor-
ders, and substance dependence.

Shapira et al. (2000) reported DSM-IV Axis I diagnosis in all 20 problematic 
Internet users they assessed. In all, 70 % met the criteria for a current bipolar dis-
order and the figure jumped to 80 % when a lifetime diagnosis was considered. It 
was also noted that 35 % met the criteria for an impulse-control disorder, includ-
ing intermittent explosive disorder (10 %), kleptomania (5 %), pathological gam-
bling (5 %), and compulsive buying (20 %).

Bernardi and Pallanti (2009) found ADHD (14 %), hypomania (7 %), gener-
alized anxiety disorder (15 %), social anxiety disorder (15 %), dysthymia (7 %), 
obsessive-compulsive personality disorder (7 %), borderline personality disorder 
(14 %), and avoidant personality disorder (7 %) to be associated with comorbidi-
ties. The same study also found that Internet addicts had higher mean score on the 
Dissociative Experience Scale, suggesting that dissociative symptoms were related 
to the severity and impact of Internet addiction.

Yen et al. (2009) noted an association between Internet addiction and harmful 
alcohol use. Comorbidity with other psychiatric conditions is also common among 
addictive disorders clouding the actual awareness that a client may suffer from a 
computer-related problem. While self-referrals for Internet addiction are becom-
ing more common, often the client does not present with complaints of computer 
addiction. The client initially may present with signs of clinical depression, bipo-
lar disorder, anxiety, or obsessive-compulsive tendencies, only for treating pro-
fessional to later discover signs of Internet abuse upon further examination. Even 
when confronted by the therapist, a client may actively minimize the addictive 
behavior justifying his or her need to be online.

17.5  Tools Used for Assessment

Multiple assessment instruments have been developed by researchers from the west 
and the east. They are derived from different theoretical underpinnings and do not 
agree on the underlying dimensions that constitute problematic Internet use (Beard 
2005). The most widely used instruments are the Diagnostic Questionnaire (DQ) 
(Young 1996) and the Internet Addiction Test (IAT) (Young 1998). Caplan (2002) 
has described the Generalized Problematic Internet Use Scale (GPIUS), which was 



36717 Intervention for Internet Use: Current Understanding and Perspective

reliable and valid in a preliminary study. Davis et al. (2002) described the Online 
Cognition Scale (OCS), a 36-item questionnaire they recommended for clinical 
assessment and pre-employment screening. Other instruments include Brenner’s 
Internet-Related Addictive Behaviour Inventory (IRABI) (Brenner 1997) and the 
Pathological Internet Use Scale (PIUS) (Morahan-Martin and Schumacher 2000).

17.5.1  Psychotherapy

When it comes to psychotherapeutic interventions for Internet addiction, no par-
ticular form of psychological intervention can be suggested as being the gold 
standard for its treatment. Treatment includes a variety of inventions and a mix 
of psychotherapy theories to not only treat the behavior but to address underlying 
psychosocial issues that often coexistent with this addiction (e.g., social phobia, 
mood disorders, sleep disorders, marital dissatisfaction, job burnout). However, 
the most frequently investigated approaches had been cognitive behavioral therapy 
(CBT) and motivational interview (Wieland 2005; Young 1999).

The psychotherapeutic intervention can also be done under two contexts—total 
abstinence and controlled use. Given the Internet’s numerous advantages and positive 
uses in day-to-day life, it is impractical to try the total abstinence model (as in treat-
ment of substance addictions), even in those who are addicted to the Internet. The 
guiding principle should primarily be “moderate and controlled use.” In the absti-
nence model, the individual abstains from a particular Internet application (e.g., using 
chat rooms or playing games) and uses other applications in moderation. This model 
of abstinence is recommended for those who have tried and failed to limit their use of 
a particular application (Murali and George 2007). The intervention starts with col-
lecting information about the initiating factor as well as the maintaining factors:

17.5.2  Case Vignette

Ms 16-year-old female, educated up to 11th std presented with the complaints of 
increase use of social networking sites for the last four years. Temperamentally, 
easy-going child and extrovert. Personal history revealed normal developmental 
milestones, average in studies and attained puberty at the age of 12 and absence of 
high-risk behaviors presented with the complaints of increase use of social network-
ing sites for the last four years. She spent on an average 6–7 h per day on social 
networking sites and started neglecting other works and academic works. Initially, it 
was used at home, subsequently on objections of family members, she started surfing 
at cyber café. Stealing and lying in form of excuse present to support her habit. The 
content shared on the social networking sites was to have chat with friend. She had 
currently 350 online friends. She attributed the usages to feeling of enjoyment, free 
time and boredom. She met some of these online friends. She disliked sexual com-
ments/gesture during offline meeting/cheating happen due to fake status.
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Behavioral analysis allows us to collect the information on following 
domains: “On what days do you typically get connected to the Internet? What 
time of the day do you usually sign into the Internet? How long do you usually 
stay connected in a typical login? Where do you usually use the computer?”. 
Whether the users are dependent on a specific function of the Internet, because 
constant and frequent use of a particular function may trigger Internet addic-
tion and it can also serve as an indication for the interventions (Is it a specific 
Internet addiction or a general one?). To do this, the answers to the following 
questions are evaluated: “What functions of the Internet/social networking sites 
are you using? How many hours on average do you allocate for each function 
in a week? Can you list the functions you use from the most important one to 
the least important one? What aspect of each function do you like the most?” 
(Young 1999).

Other useful questions for eliciting for usages includes
Reason for Initiation: How did your social networking sites start and con-

tinue? (may have started after a loss) and What are the others factors affecting the 
continuity of usages of social networking sites.

Perception of Problems: What do you think your problem exactly is, how do 
you interpret it? ; What are the effects of social networking sites on your living 
environments?;

Motivation for Treatment: Why did you come for treatment at this moment? 
(at his/her own will, directed by his/her relatives, changed social roles, coinci-
dence) ; How long can you keep away from getting connected to the social net-
working sites when you feel the desire/urge to get connected to it? (how long he/
she can tolerate boredom).

Assessment: Readiness to change questionnaire can be used to assess the moti-
vation to change the current behaviors (Heather et al. 1999).

Motivation Enhancement: A general term for any part of the hypothetical psy-
chological process which involves the experiencing of needs and drives and the 
behavior that leads to the goal which satisfies them. Before recovery is possible, 
clients must be motivated to enter treatment. Often, a loved one, a friend, a spouse, 
or a parent has pushed the individual into seeking help. The client may feel resent-
ful and deny the extent that use of the Internet is a problem.

Like substance use disorders, motivational enhancement therapy (MET) is a 
systematic intervention approach for evoking change in Internet addicts. It is based 
on principles of motivational psychology and is designed to produce rapid, inter-
nally motivated change. This treatment strategy does not attempt to guide and train 
the client, step by step, through recovery, but instead employs motivational strate-
gies to mobilize the client’s own change resources.

Motivational interviewing is assisted by motivational balance exercise. To help 
a person make the decision of change, it would be a useful exercise to encour-
age him/her to consider the advantages and disadvantages of changing and con-
tinuing to use of Internet. This will help him/her understand the need for change 
after weighing the costs and benefit. To facilitate change from using to not using 
the Internet, you have to tip the balance so that the positives of quitting outweigh 
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the negatives of continuing Internet use. This could, in turn, enhance the person’s 
commitment to change

The process of change

1. Healthy does not happen in one step—people progress through five stages on 
the way to successful change.

2. Movement through the stages occurs as people utilize distinct (virtually univer-
sal) processes of change.

3. Progress through the early stages is dependent on particular shifts in the per-
son’s decisional balance, i.e., how they see the pros and cons of quitting.

4. Initiating and maintaining healthy use requires a sufficient sense of confi-
dence—self-efficacy—in one’s ability to actually carry out the actions required 
to change. People change as they progress through five stages.

5. There are five stages of change:

•	 Precontemplation: Not thinking about healthy use in the foreseeable future
•	 Contemplation: Thinking about changing but not ready to change
•	 Preparation: Committed to and getting ready to change
•	 Action: healthy use of technology
•	 Maintenance: maintaining healthy use (Miller 1991)

Session Objectives:
Helping People to change Internet use
It involves changing their excessive use of Internet as well as enhancing their 

motivation to maintain them.

Why people do not change Internet use:

There are usually four forces which govern change:
Explore the forces keeping a person in his/her current behavior:

•	 What I like about my current behavior: (enjoyment associated with meeting new 
people)

•	 What I fear about the new behavior (online friend give fake information)

Explores forces encouraging change to a new behavior:

•	 What I dislike about my current behavior (sexual gesture/comments—online/offline)
•	 What I imagine the advantages of the new behavior would be (controlled use 

lead to save time/development of lifestyle and can avoid mishappening)

When the sum of the two forces discouraging change is greater than the sum of the 
two forces encouraging change, people are encouraged to maintain the status quo. 
Ignorance about consequences of excessive use or inability to avoid the pleasure 
associated with it are the major factors that discourage change.

When people change
When the sum of the two forces encouraging change is greater than the sum of 

the two forces discouraging change, a person is likely to start thinking seriously 
about changing.
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The desire to change is a dynamic phenomenon. Various psychosocial factors 
influence the maintenance of desire for change.

The health professional’s goal is to help the person to maintain the change and 
develop various coping behaviors.

Follow up sessions can be planned once to twice per week in the first 3 months, 
subsequently, it can be planned at once in 15 days.

17.5.3  Cognitive-Based Therapy

Objective: Assessment

Those who have asserted that Internet addiction is primarily maintained cogni-
tively believe that cognitive behavioral therapy may be a possible solution (Davis 
2001). Davis (2001) stated that this addiction is formed once the patients feel they 
have no social and family support, thereby developing the so-called maladaptive 
cognitions (which are the mental evaluations or screeners of interpretation) about 
themselves and the world. It includes two components: functional analysis and 
skill training.

Functional analysis includes triggers/reason for use (e.g., boredom) that lead 
to a subject’s maladaptive behaviors and the immediate beneficial consequences 
(e.g., feeling good) that maintained the maladaptive behaviors as well as the struc-
tured assessment on Internet addiction test, whereas skill training includes devel-
opment of coping style and dealing with various triggers.

17.5.4  Technique

Cognitive restructuring: The Internet users generally believe that the virtual  
world treats them (i.e., get more pleasure) well in comparison with real world. It 
manifest in form of all-or-nothing maladaptive cognition such as “ I am respected 
more in the virtual world” “Nobody care for likes and dislikes” “I always have 
to restrain myself or obey my parent/brother in the real world whereas in virtual 
world I can do anything”; these types of belief can be challenged in a therapeu-
tic settings by dysfunctional method of fulfilling the unfulfilled need using virtual 
field as well as by imparting the skill training to develop alternative pleasurable 
activities in the real world. It can be done by helping the client to shift from virtual 
to reality: By understanding one’s virtual social link/world and the needs it ful-
filled, it can provide insights and facilitate the process of enriching the real lives 
and reduce their indulgence in the virtual world.

Coping strategies: It has been seen that excessive Internet users use avoid-
ant coping/less problem-solving styles (Huanhuan 2009). Client can be helped 
to develop coping strategy based on their strength and resources, and it will help 
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them to expand their offline activities. The client has been counsel to work on 
developing alternative pleasurable activities, i.e., she was interested in pottery/
yoga to make herself relaxed. She joined pottery classes and showed interest to 
persist them and acknowledge the lesser need to go to social networking sites.

Follow up sessions can be planned once to twice per week in the first 3 months, 
subsequently, it can be planned at once in 15 days.

17.5.5  Other Approaches

Young approach toward Internet management:
Young (1999) suggests eight therapeutic techniques:

1. Practice the opposite: Discover clients’ patterns of Internet use and disrupt 
these patterns by suggesting new schedules. For example, if the patient goes 
online as soon as he or she arrives home from work and remains online until it 
is time to go to bed, the clinician may suggest that he or she takes a break for 
dinner, watches the news, and only then goes back to the computer.

2. External stoppers: Clients can use real events or activities to prompt them-
selves to log off of the Internet. For example, the use of an alarm clock to func-
tion as a warning for the patient that it is time to turn off the computer and 
carry out some other offline activity, such as going to work or school.

3. Setting goals: Help clients to come up with specific, achievable goals with 
regard to the amount of time spent online. For example, if the patient remains 
online all day long on Saturdays and Sundays, a schedule with brief sessions of 
use followed by brief, although frequent, discontinuations could be designed.

4. Abstinence from certain applications: Encourage abstinence to only those 
applications that the client is unable to control. This means that patients should 
stop navigating particular Web sites or even certain applications (e.g., MSN, 
Facebook, online games) that are most attractive for them, discontinuing the 
use from time to time, shifting to alternative forms such as sending and receiv-
ing e-mails, news search, bibliographical sources for their school works.

5. Reminder cards: Use visible cues that remind the clients of the costs of their 
Internet addiction and the benefits of breaking the addiction. For example, a 
card containing the five major problems caused by Internet addiction, as well 
as the five major benefits from reducing the use (or ultimately refraining from 
using a given application) should be listed.

6. Personal inventory: Help the clients to recognize the benefits of breaking their 
habit by showing them all the activities that they used to engage in or cannot 
find the time for because of Internet addiction.

7. Support groups: These are useful because many Internet addicts are said to 
use the Internet to compensate for a lack of social support.

8. Family therapy: Family interventions are necessary to address relational prob-
lems that may have contributed to or resulted from Internet addiction.
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Family-oriented therapies: Evidence suggest the efficacy of family-based treat-
ment in decreasing the Internet use (Doug 2012). The multidimensional family 
therapy (MDFT) targets three domains: adolescent, the parents (other family mem-
bers), and the interaction of adolescents and the parents.

Objectives: To enhance the understanding of negative consequences of exces-
sive Internet use, coping skills, increasing prosocial peer behaviors, and enhancing 
parenting practices.

Sessions: Individual sessions with adolescent focus on facilitating the engag-
ing in treatment and enhancing motivation for alternative behaviors in coping 
with high-risk situations. Individual sessions with parents focus on enhancing 
the healthy use of Internet; increasing the parenting practices observing the child 
Internet use and other behaviors, explaining the rationale for developing healthy 
use of technology, and setting rule in relation to Internet use.

The joint session can focus on parental commitment to the adolescent as well 
as developing a positive parent–child relationship. It is an essential prerequisite for 
effective parental monitoring of child Internet use.

Barrier to treatment: The main barriers manifest in the form educating the cli-
ents about the healthy use; inability to see the problematic usages of available 
technology and to seek help in the formal mental health facility.

These can be overcome by raising awareness about the excessive use of tech-
nology (Internet/social networking, etc.) through mass media/educational material 
or individual contact/referral for help to community mental service to help to over-
come stigma, and even telephone counseling or email contact can be facilitated to 
retain the person in the treatment.

17.6  Conclusion

We live in such an era where there is a consistent engagement with technology—
culminating into our gradual dependence on it. There are times when it is necessary 
to use technology in ways that are meaningful and productive, but this dependence 
often blurs the line between necessity and addiction. Internet is a medium that has 
so radically changed our lives, by creating newer possibilities in the dimensions of 
information and communication. Yet too much dependence on Internet also has cre-
ated new social problems of people becoming socially withdrawn, avoiding work-
ing in collaborative teams, fearing face-to-face contact, and preferring only online 
communication. Also, deserving of exploration are the more subtle psychological 
changes that occur in the virtual world, such as online disinhibition and increased 
risk-taking. Thus, owing to these negative consequences, the concept of Internet 
addiction as a psychiatric disorder has taken shape, though it is still in an infancy 
stage. One of the primary reasons for this is the lack of any standardized diagnostic 
or assessment tools. Exploratory research studies are required to help us in having a 
better understanding about the etiological factors and prevalence rates, thereby pro-
viding a better platform to carry out proper treatment interventions.
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18.1  Introduction

Most of our parents and grandparents used to perceive a fat child as a healthy 
child, but unlike the past, today obesity is considered as a major health-risk con-
dition. The greater concern is that the risks of overweight during childhood will 
persist into adolescence and adulthood (Shah et al. 2008). In the past two decades, 
the prevalence of adolescent obesity has risen greatly worldwide and this exces-
sive fatness has become a major health problem in both developed and develop-
ing countries including India (Ebbeling et al. 2002). There is a shift in nutrition 
and lifestyle in terms of increased popularity of fast foods, soft drinks, sedentary 
lifestyle, physical inactivity, increased television viewing and computer use are 
the common trends adopted by adolescents today. These can be seen as the causal 
or maintaining factors of childhood obesity (Kumari et al. 2011). Fifty to eighty 
percentage of obese adolescents grow up as obese adults and fall into risk group 
of diabetes, coronary heart disease, hypertension, asthma, sleep apnoea and many 
more obesity-related diseases (Styne 2001; Sinha et al. 2002; Belamarich et al. 
2000; Chan et al. 2004). Once established, obesity acquires a decisive influence on 
the adolescent’s mental health as well. Obese adolescents are more likely to suffer 
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from peer problems, high level of anxiety, depression, negative self-esteem and 
body dissatisfaction in comparison with their normal weight peers (Isnard et al. 
2003; Goldfried et al. 2010).

18.1.1  Definition of Obesity

The WHO Consultation on Obesity (1998) provides a simple definition of obe-
sity as “a condition of abnormal or excessive fat accumulation in adipose tissue to 
the extent that health may be impaired”. Body mass index (BMI) is considered to 
be the most suitable adiposity index for adolescents as supported by the European 
Childhood Obesity Group, the National Centre for Health Statistics (NCHS) and 
WHO. BMI is defined as body weight in kilogram divided by height, in metres 
squared. Operationally, the criteria for overweight or obesity are levels of adipos-
ity exceeding some pre-specified BMI cut-off. Across the world, different BMI 
classification systems have developed, which has given rise to various definitions 
arising from the use of different cut-off points for different reference populations.

18.2  Prevalence of Adolescent Obesity in India

Obesity is one of the most prevalent nutritional diseases of adolescents in many 
developed and developing countries (WHO 1998). The World Health Organization 
(2002) declared overweight as one of the top ten health risks in the world. India is 
adapting to globalization, western culture and lifestyle changes rapidly and follow-
ing a trend of other countries that are steadily becoming obese. Adolescent obesity 
and overweight is emerging problem in India (as indicated by recent prevalence 
studies of obesity in India). Number of school-based studies conducted in the 
last decade reported that approximately 3–10 % of Indian adolescents are obese. 
Obesity was found to be more prevalent in boys and adolescent belonging to urban 
background (Mohan et al. 2004; Rao et al. 2006; Sharma et al. 2007; Jain et al. 
2010; Kotian et al. 2010; Saraswathi et al. 2011)

18.3  Causes of Adolescent Obesity

Obesity develops as a result of various factors such as genetics, environment, psy-
chosocial, eating habits and lifestyle. Generally, obesity occurs when a person’s 
energy intake is more than the energy expenditure. Genetic factors and heritabil-
ity plays an important role in the development of obesity in adolescents. Genetic 
factors interact with the obesogenic environment and put the child on higher risk 
of being obese. There are some medical conditions (such as Cushing’s syndrome, 
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hypothyroidism and Prader-Willi syndrome) which can cause obesity. The com-
mon causes of obesity in adolescents are poor eating habits, physical inactivity, 
overeating or binging, peer problems, family history of obesity, sedentary lifestyle 
adopted by parents and family, depression, emotional problems and stressful life 
events such as divorce of parents or death of beloved one.

18.4  Cognitive Behavioural Therapy

Cognitive behavioural therapy (CBT) is a psychological treatment based on the 
assumption that obesity is maintained by certain dysfunctional cognitions and 
beliefs. Thus, CBT uses behavioural techniques to change behaviours by chang-
ing antecedents and consequences and combines these with cognitive techniques 
designed to identify, challenge and restructure dysfunctional cognitions.

18.5  Background and Theoretical Basis of CBT

The behavioural approach to weight management originated in the 1960s from 
the application of learning theory to the problem of weight loss (Stuart 1967). 
Behaviourists started working on weight loss treatments based on the assumption that 
the behaviours that cause overweight were learned and could, therefore, be unlearned 
and replaced with more adaptive behaviours. Behavioural approach applies principles 
of classical and operant conditioning to the regulation of body weight.

Classical conditioning paradigm posits that eating behaviours are associated 
with different activities and become conditioned to occur together, e.g. when a 
child eats chips/junk food while watching the evening cartoon show. If these two 
behaviours are paired repeatedly, they develop strong association with one another 
that even turning on the TV alone triggers a craving for chips.

Operant conditioning approach emphasizes the importance of reinforcement 
and consequences to change the behaviour. An adolescent who uses food as a 
reward or to temporarily relieve stress will associate food with a more pleasurable 
state, which further increases the likelihood of the occurrence of that behaviour 
again and again.

Initially, behavioural approach views obesity as the result of maladaptive 
eating and exercise habits and thus emphasizes on the development of healthy 
eating and exercise behaviour. However, later on, behaviour therapist encounter 
with other important issues such as body dissatisfaction, low self-esteem, anxi-
ety and stress that affect the outcome of behavioural intervention of obesity. 
Cognition affects emotions and behaviour thus becomes important to target for 
behaviour change. Then, the combination of cognitive therapy and behaviour 
therapy came into the existence. In the last decade, CBT has become an impor-
tant part of obesity management.
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18.6  Rationale of CBT for Adolescent Obesity

Till date, most of the intervention studies of adolescent obesity have recom-
mended the use of comprehensive interventions that include behavioural therapy 
along with changes in diet and physical activity is the most successful approaches 
to improving long-term weight and health status (Jelalian et al. 1999). American 
Dietetic Association (2006) and the Expert Committee on the treatment of child 
and adolescent overweight and obesity (2007) also recommended cognitive behav-
ioural intervention as an essential component of treatment. Considerable empirical 
support exists for programmes that incorporate some combination of techniques 
such as stimulus control, self-monitoring, goal setting, problem-solving, cognitive 
restructuring, parent skills training and relapse prevention in the treatment of ado-
lescent obesity (Spear et al. 2007; Johnston et al. 2008; Stewart et al. 2008).

Recent literature also supports and recommends the use of CBT for adolescent 
obesity. Cochrane review of 54 randomized clinical trials on lifestyle interventions 
with the aim to ascertain the most effective intervention in the treatment of childhood 
obesity found that a behavioural lifestyle intervention with parental involvement is 
preferred over standard care or self-help (Oude Luttikhuis et al. 2009). Kirschenbaum 
and Kristen (2013) reviewed five recent expert recommendations on the treatment 
of adolescent obesity and found that all of the expert committees support the use of 
intensive dietary intervention, physical activity and cognitive behavioural counselling.

CBT has been found to be effective treatment of adolescent obesity as clearly 
evident in the literature. With the increasing prevalence and the recognition of the 
potential physical and psychosocial consequences of obesity, the need for evi-
dence-based treatment has become an important issue for health care professionals 
in India. Adolescents become important target for early intervention and preven-
tion because adolescence is a time when habits (eating and exercise) develops and 
it is easy to modify behaviour of adolescent in comparison with an adult. With 
this rationale, the present chapter has tried to target most of the obesity-related 
issues found in obese adolescents with the help of different evidence-based cogni-
tive behavioural techniques.

18.7  Approaching Obese Adolescent for CBT

Specific age-related difficulties are associated with weight management in adoles-
cents. Discussing weight could be very sensitive issue for them. The normal con-
cerns of adolescence are independence from family and conformity with one’s peer 
group and have positive self-esteem and satisfaction with body image. Adolescents 
are extremely dependent on peers for social support, identity and self-esteem. 
However, Overweight adolescents are more likely to be socially isolated than nor-
mal weight adolescents (Strauss and Pollack 2003). Similarly, Eisenberg et al. (2003) 
also reported that weight-based teasing was common by peers and family members, 
and these adolescent often suffered from low self-esteem, low body satisfaction and 
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high depressive symptoms. These sensitive issues need to be handled with care while 
approaching obese adolescent for treatment. A non-threatening approach should be 
adopted by posing questions to the adolescents and encourage them to come with a 
best possible answer. It is important to ask right type of questions, e.g.

“Who was the first to bring to your notice that you are gaining weight? When did 
that happened? What did you do when you noticed this? What happened then?”

The above question reflects the therapist curiosity to know about the history of the 
problem, previous weight loss attempts and reason for relapse.

Another type of questions could be those that start with if, e.g.

Therapist: Do you want to lose weight?
Child: No
Therapist: if it were easy to lose weight then would you like to do something about it?

The second question framing would allow the child to think about it rather than 
simply refusing.

These small issues would help the therapist in rapport formation and allow the 
adolescent to open up and at the same time to maintain their need for independ-
ence and autonomy.

18.8  Assessment of an Obese Adolescent

There are some important factors to include in the comprehensive assessment of 
obese adolescents. It can be divided into two parts: first could be related to general 
history-taking approach and second could be related the behavioural and psycho-
social factors associated with the obesity that needs to be targeted in the psycho-
logical intervention (Fig. 18.1; Table 18.1).

Based upon the assessment of these important aspects, therapist psycho-educate 
the family and adolescent about the important findings of the detailed interview 
and plan out the intervention.

Case Example of Assessment Findings in Obese Adolescent Girl

The mother of a 12-year-old girl came for consultation for her daughter’s weight 
concerns and comments that the girl is concerned about her weight and is being 
teased about this at school and in the family. There is a family history of obesity in 
parents and grandparents. During the assessment it was found that the girl’s main 
interests are sedentary activities like watching T.V., internet use and playing video 
games. Physical activity is limited, ‘screen time’ is 4–5 h a day and dietary habits 
put her at risk of weight gain (skipping breakfast, frequent snacking, consuming 
soft drinks, and high preference of junk food). The girl has not attained menarche 
and has a BMI above the 95th percentile on the US-CDC growth chart and normal 
lipid profile, liver function test, glucose and insulin levels. On psychosocial assess-
ment, she was found to be anxious and depressed due to her increasing weight, 
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body image concerns and previous failed attempts of weight loss. She lost her con-
fidence and has low self-esteem. She indulged in emotional eating as well to over-
come her stress. She has fewer friends as most of the people tease her about her 
weight. So she prefers to stay alone

Fig. 18.1  History taking

Table 18.1  Behavioural and psychosocial assessment of obese adolescent

Behavioural assessment Psychosocial assessment

Behavioural Analysis (ABC Charting)
•  Antecedent (what happened just before the 

behaviour)
•  Behaviour (detailed description of the 

behaviour)
•  Consequences (what happened after the 

behaviour)

•  Psychopathology (Child Behaviour Checklist 
by Thomas M Achenbach 1991)

•  Anxiety (Depression anxiety stress scale 
(DASS) by Lovibond and Lovibond 1995)

•  Stress (Stressful life event scale for Indian 
children by Malhotra 1993)

•  Body image (Body shape questionnaire  
by Cooper et al. 1986.)

•  Self-esteem (Rosenberg self-esteem scale  
by Rosenberg 1965)

•  Disordered eating pattern (Dutch eating 
behaviour questionnaire by Van Strein 1986, 
Children eating behaviour questionnaire by 
Wardle et al. 2001)

•  Isolation, Teasing, bullying, Social Support, 
Level of concern, motivation and stage of 
readiness for behavioural change  
(Semi-structured interview schedule)

Eating behaviour (Food logs)
• Foods and beverages consumed/per day
•  Pattern of food intake (meals, fast food, 

snacks) including interval between eating
• Dieting, meal skipping, night time eating
Exercise behaviour (Physical 
activity/inactivity logs)
•  Hours per day of sedentary activities  

(e.g. TV and video games, computer use, 
reading, listening to music, sleeping)

•  Exercise type, intensity, frequency and 
duration

•  Physically active daily routines (e.g. walking 
home from school, stairs climbing at home 
or school)
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Impression Obese with high risk of further weight gain and psychosocial problems.

18.9  Components and Structure of Cognitive Behavioural 
Therapy

There is enough evidence to support the effectiveness of comprehensive behavioural 
intervention programme that includes dietary modification and exercise routine as 
treatment of choice for the management of adolescent obesity. Nowadays, behav-
ioural treatments are delivered as a package or module that includes multiple com-
ponents such as psycho-education, goal setting, self-monitoring, stimulus control, 
diet modification, lifestyle intervention, cognitive restructuring, problem-solving, 
slowing the rate of eating and relapse prevention. Cognitive behavioural treatment 
done in group format along with individualized counselling is considered to be 
more efficient and less expensive to administer. Most outpatient-based behavioural 
interventions included 8–16 initial weekly group sessions lasting 45–90 min along 
with the follow-up sessions for a total duration of 4–12 months (Spear et al. 2007).

The current behavioural treatment module includes 12 weekly sessions last-
ing for 45–60 min followed by monthly booster sessions for a total duration of 
4–12 months. It can be delivered in the group format as well as individual format 
as per the need of the target group. Table 18.2 presents an overview of the pro-
gramme that includes the brief description of each sessions and techniques used.

Detailed description of the module is given below:

18.9.1  Session 1: Psycho-education and Self-Monitoring

Objective of the session

•	 To form a rapport with the adolescent
•	 Psycho-education of the adolescent and family
•	 To give brief orientation of the therapy process
•	 Teaching self-monitoring

Content of the session

Initial session is basically devoted to the rapport formation along with the psy-
cho-education of obese adolescents and their parents. They are informed about the 
findings of the detailed assessment. A brief orientation to therapy process is also 
provided by specifying the number and frequency of the session. Therapist empha-
sizes the collaborative approach of CBT and encourages the active participation of 
adolescents and parents. Parents are also informed about their important role in the 
treatment process and how their involvement can affect the treatment outcome in a 
positive manner. They should be informed about the long-term aspect of treatment, 
weight loss and weight maintenance phase of the therapy. It is also important for 
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the therapist to ensure that the adolescent and parents understand the rationale of 
different CBT techniques to target the specific behaviour change.

Psycho-education for obese adolescents and family does not mean that thera-
pist is educating them about their weight and associated risks; however, therapist 
assumes that they know about their weight problems. With this assumption in 
mind, therapist can simply explain the BMI status of the child and ask them in 
a very non-judgemental manner “what do you think about it”, and this approach 
allows the adolescent to open up about the problem and get more involved in 
the process of behaviour change. After listening to the adolescent’s perspective, 
therapist educates the adolescent and parents about the need for healthy lifestyle 
changes and weight control.

Table 18.2  Cognitive behaviour therapy module for childhood obesity (an overview)

Session no. Session description Techniques

Session 1–2 Psycho-education of the adolescent  
and family, goal setting, monitoring  
of food intake and physical  
activity/inactivity, weight

Psycho-education, goal setting, 
self-monitoring (food and  
activity logs)

Session 3 Reviewing the food and activity logs Lifestyle intervention (targeting 
eating and exercise behaviour 
by including parent as an active 
agent for change)

Session 4 Homework reviewing, assessing  
problems and barriers

Stimulus control (environmental 
restructuring)

Session 5 Reviewing progress and discussing 
problems

Rewards, reinforcement,  
behavioural contract  
(encouragement and feedback)

Session 6 Review progress and discuss issues such 
as comorbid anxiety, depression and stress

Relaxation training  
(breathing exercises)

Session 7–8 Review progress and discuss problems  
and specific issues such as body  
dissatisfaction, low self-esteem and teasing

Cognitive restructuring

Session 9–10 Homework review and Feedback Problem-solving and cognitive 
restructuring continued,

Session 11 Reviewing the change (eating and exercise 
behaviour), therapist also reviews the 
self-monitoring logs and gives positive 
feedback for change observed and  
encouragement for consistent efforts

Positive feedback, rewards, 
problem-solving

Session 12 Review progress, identification of high-risk 
situations, discuss weight maintenance and 
relapse prevention, review all the skills 
learned during the programme

Positive feedback,  
problem-solving, behavioural 
rehearsal, goal setting,  
self-monitoring for follow-up

4–12 months 
follow-up

Follow-up (reviewing the progress  
and barriers)

Booster sessions
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The first session also incorporates the rationale and importance of self- 
monitoring. By using this technique, therapist asks the adolescent to record one’s 
own eating and exercise behaviour. Adolescents are asked to keep a detailed 
record of their food intake, physical activity/inactivity and weight throughout 
the treatment. They are asked to maintain food logs that incorporate information 
regarding the type and amount of food eaten per day, calories taken in each food 
and frequency of specific foods and other eating-related factors such as eating 
situation, mood, food preferences and availability of food. Similarly, types and 
amounts of physical activity/inactivity are also recorded in physical activity logs. 
Activity logs records the structured physical activity (games, exercise routine), 
unstructured physical activity (walking, climbing stairs, etc.) and physical inac-
tivity in terms sleep duration, number of hours spent on watching television and 
computer-related activities. They are instructed to record their behaviour daily 
and bring their self-monitoring logs to the sessions, providing an opportunity for 
feedback from therapist as well as self.

18.9.2  Session 2: Goal Setting

Objectives of the session

•	 Review the food and activity logs
•	 To set short-term and long-term goal of the therapy

Content of the session
After reviewing the food and activity logs, therapist encourage the adolescent 

and family to set specific, measurable, achievable, recordable and timed (SMART) 
goals. Adolescents are encouraged to set clearly defined behavioural goals for the 
target behaviour identified during assessment. Therapist helps the adolescents and 
parents to understand that the goal setting is a continuous process and will be con-
tinued throughout the treatment.

Goals can be divided into long-term (weight maintenance) and short-term 
goals. Short terms goals include relatively modest behaviour changes because 
long-term goals of weight management can take months or years to achieve. 
Therapist asks the child to set small and specific short-term goals with progres-
sive changes in behaviour (e.g. adding 2 serving of fruit and vegetable in a day 
and reducing 1 serving of high calorie food/beverages, 15 min of physical activ-
ity per day and increase it up to 30 min in a week’s time by adding 5 min each 
day, reduce television viewing from 4 to 3 h/day then 2 h/day). Setting and achiev-
ing these small goals will enhance the feelings of self efficacy in adolescent and 
increase their motivation for consistent efforts.
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18.9.3  Session 3: Lifestyle Interventions

Objectives of the sessions

•	 To introduce lifestyle intervention.
•	 To involve parents as an agents of behaviour change.

Content of the session

The main objective of behaviour treatment of obesity is lifelong change of 
unhealthy behaviour. Therefore, behaviour therapist encourages the child to take 
low calorie food of his/her preference that they can continue to eat for rest of their 
life and ask them to engage in simple exercise in the form of walking that can be a 
part of their daily routine. Session 3 focuses upon the lifestyle intervention for the 
family as a whole. In lifestyle intervention, therapist targets the eating and exercise 
behaviour of adolescents. With the help of self-monitoring, therapist first identify 
eating behaviours that lead to weight gain in adolescent and then target them one 
by one in the process. Eating behaviours that are generally identified in obese ado-
lescents are skipping breakfast/meal, frequent snacking, eating out, eating fast, 
preferences for junk food and binge eating in response to negative emotional state.

It is well known that eating habits of adolescents are largely a family affair 
especially in India. Thus, therapist involves parents as active agents to bring a 
change in their children’s eating behaviour by establishing a healthy lifestyle for 
the family as a whole. Therapist educates parents about their role in behavioural 
change and asks them to use following tips to help adolescents in achieving their 
goals. Parents are asked to keep the handout of the following tips with them and 
paste it in their most frequent used room.

18.9.4  Session 4: Stimulus Control

Objective of the session

•	 To help the adolescent and parents in restructuring environment for promoting 
healthy eating and exercise behaviour

Content of the session

Session 4 focuses upon the environmental restructuring by using the technique of 
stimulus control. It involves controlling stimuli or cues that encourage or main-
tain the unhealthy behaviour (overeating, eating in absence of hunger and physical 
inactivity) and at the same time, providing cues that promote necessary lifestyle 
changes. Adolescents are asked to control stimuli by avoiding high-risk situations 
such as fast-food restaurants, buffets food, sweets shop and convenience stores. It 
is assumed that reducing exposure to such situations and problem foods is likely 
to reduce their consumption. Parents are also involved in the process by asking 
them to avoid buying and bringing into the home high sugary/high fat snacks, 
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keep tempting items out of sight and serving small portions, as it may help to 
reduce overeating. Stimulus control is also used to increase physical activity of 
the adolescents by asking them to keep walking shoes and exercise clothes readily 
available. Stimulus control is basically based on the problems identified in self-
monitoring logs. Therapist helps the adolescent to restructure the environment in 
such a way that leads to less chances of overeating, e.g. if an adolescent reports 
that he has a habit of eating a packet of chips/high fat snacks while sitting in front 
of TV in the evening, then by repeated pairing, this high fat snacks consumption 
has become associated with watching television. In this case, therapist suggests 
restricting eating behaviour only on the dining table.

18.9.5  Session 5: Reinforcing the Positive Behaviour

Objectives of the session

•	 To establish behavioural contract indicating specific rewards for specific behav-
ioural change

•	 Motivate adolescent using rewards and reinforcement

Content of the session

It is well known that reinforcement/rewards work well while working with chil-
dren and adolescents. It becomes easy to change children’s behaviour by using 
reinforcement or rewards. For obese children, rewards received in terms of social 
acceptance, wearing smaller size clothes, decreased health risks, compliments 
from others can be very reinforcing in the early stages of weight loss, but the dif-
ficulty of maintaining weight loss suggests that additional positive reinforcement 
is needed. This module incorporates specific homework assignments with positive 
reinforcement contingent on successful behavioural change for motivating chil-
dren. Parents are instructed not to use food as rewards for obese adolescents rather 
than involving them in pleasant activities such as an evening out, watching movie 
with friends, a weekend outing, or time spent on a favourite hobby or giving mate-
rialistic things such as new clothes and watch can be rewarding for them. Rewards 
can be decided by adolescent and parents together and should be related to some-
thing that encourages positive behaviour, e.g. sporting equipment such as cricket 
bat, badminton racket and football.

In this session, therapist also establish behavioural contract with the child, in 
which adolescent sign a written statement with therapist indicating specific reward 
for specific behaviour change. Contracts are used to help the adolescent in keeping 
their focus on the goal. Parents and adolescent are taught to keep the goal realistic 
and identify appropriate rewards. Parents are also taught the importance of provid-
ing rewards soon after they are earned. The signing of a “behavioural contract” 
enhances the child’s commitment towards his goals within the predefined allotted 
time period.
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18.9.6  Session 6: Addressing Comorbid Conditions

Objectives of the session

•	 Assessing and understanding the mental state of the adolescent.
•	 Targeting comorbid issues such as anxiety, stress and depression.

Content of the session

Session 6 focus upon the specific issues related to comorbid depression, stress or 
anxiety. Therapist reviews the homework and praise the child for his/her consistent 
efforts. At the same time, therapist tried to explore the mental state of the child by 
discussing the child’s feelings in general and specific to the treatment process, e.g.

Therapist: So how are you feeling now days?
Child: ok.
Therapist: tell me your experience about therapy?
Child: It’s ok but I feel it’s taking too long. It is not easy to keep records of every-

thing and control myself everywhere. Sometimes I feel frustrating.
Therapist empathize with the child by saying that “I know weight loss is a long 

term, difficult and frustrating process”
Child: “Yes, you know, I am doing everything to lose weight but still have not lost 

much. What is the use of putting so much effort? Sometimes I am worried that 
nothing is going to change in me”

The above statement clearly reflects the child’s anxiety, stress and feelings of 
hopelessness. Therapist tries to help the child to be realistic about his/her expecta-
tion of weight loss. Therapist also teaches deep breathing relaxation exercises to 
the child and asks to practise them three times in a day and stay relaxed. Before 
closing the session, therapist asks the child to note down all the negative thoughts 
or feelings in their self-mooring logs and bring them to the next session.

18.9.7  Session 7: Restructuring Negative Cognitions

Objectives of the session

•	 To target negative cognitions
•	 Teaching adolescent to identify negative thoughts, challenge and correct them 

with the alternative thought

Content of the session

Session 7 focus upon the negative cognitions that generally undermine the weight 
control efforts. Adolescents are taught to identify their negative thoughts (through 
self-monitoring) and then challenge and correct them with more rational thoughts. 
These negative thoughts are known as cognitive errors and can take several forms, 
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such as dichotomous thinking (e.g. “If I can’t exercise for 30 min, I should not do 
it at all”) and rationalization (e.g. “I’ve had a stressful day; I deserve my favour-
ite ice cream”). With this technique, therapist helps adolescent to understand the 
relationship between their thoughts and behaviour. As part of cognitive restruc-
turing, adolescent develops more positive self-statements to assist in behaviour 
change. Cognitive restructuring also targets the negative thoughts associated with 
previous failed attempts of weight loss and discrepancy between the expected and 
real weight loss. While entering into the treatment setting, most of the adolescents 
expect fast and a highest level of weight loss; however, when they encounter with 
the opposite then disappointment come in place. These disappointments affect the 
process and motivation of weight loss.

These disappointments also lead to excuses such as
“Everyone in my family is overweight, I am born with this so can’t change” 

counter argument for this negative thought is “that makes weight loss harder for 
me; not impossible; I have faith that my efforts will get succeeded.”

“It’s taking too long to lose the weight” counter argument is “but more impor-
tant is that I am losing it”

18.9.8  Session 8: Addressing Body Image Concerns  
and Low Self-esteem

Objectives of the session

•	 To discuss specific issues such as teasing, body image disturbances and low 
self-esteem.

•	 To improve self-esteem and body satisfaction.

Content of the session

In this session, therapist discusses the issues such as teasing faced by obese ado-
lescents, body image disturbances leading to low self-esteem and try to enhance 
their self-esteem by using cognitive restructuring. In adolescents, self-esteem and 
self confidence is largely dependent on their own physical appearance and how 
other people perceive them. Most of the time obese adolescents are perceived as 
lazy, stupid and not good looking even by their friends and relative. Sometimes 
parents or siblings may also get involved in teasing overweight adolescents. 
These perceptions and comments strongly affect child’s self-esteem. Therapist 
discusses all these issues with the adolescent and parents by involving them in 
a simple exercise. Therapist asks adolescent to write down their positive charac-
teristics other than their physical appearance. Similarly parents are also asked to 
write down the positive aspects of their child’s nature other than their appearance. 
After this exercise, parents are encouraged to focus on the positive traits of the 
child other than the physical appearance and praise their children for academic 
successes, good sense of humour, caring and responsible nature. Therapist also 
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encouraged adolescent to accept their body and positive look of themselves and 
motivate them to engage in the process of weight management.

18.9.9  Session 9: Problem-Solving Skills Training

Objectives of the session

•	 Teaching effective problem-solving skills to adolescents and parents

Content of the session

Session 9 focus upon the discussion of the day to day problems encountered by the 
adolescents and parents. These problems make the process more difficult and frus-
trating for the adolescent and family. So problem-solving skill training becomes 
an important part of the module. Therapist asks adolescent about the problems that 
they have faced in the past week and problems that they anticipate in the coming 
weeks. Adolescents and parents are encouraged to devise solutions to their prob-
lems, asking them how they have solved similar problems in the past, or how they 
might advise a close friend to solve the same kind of problem.

This problem-solving skill training also involves the teaching effective prob-
lem-solving steps to adolescents as well as parents that they can practise to solve 
their day to day problems. These steps are given below:

1. Identify and define the problem
2. Identify several potential solutions
3. Evaluate each alternative
4. Choose a solution
5. Implement the solution
6. Evaluate results

Therapist demonstrates the use of all these steps by taking an example of a recent 
problem identified by the child and encourages the child to apply this effective 
problem-solving approach to future difficulties.

18.9.10  Session 10: Cognitive Restructuring  
and Problem-Solving

Objectives of the session

•	 Review progress and continue cognitive restructuring.

Content of the session

Therapist reviews child’s attempts of effective problem-solving and suggests 
improvement if needed. Cognitive restructuring continued targeting negative 
 cognitions and issues related to body dissatisfaction and self-esteem.
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18.9.11  Session 11: Review Change

Objectives of the session

•	 To assess change in eating, exercise, weight and cognitions

Content of the session

Therapist reviews the self-monitoring logs (change in eating and exercise behav-
iour, cognitions, weight) and gives positive feedback for change observed and 
encouragement for consistent efforts. In this session, therapist also prepares the 
adolescent and parents for termination of the therapy and asks the child to antici-
pate and note down the future high-risk situations and discuss in the next session.

18.9.12  Session 12: Weight Maintenance  
and Relapse Prevention

Objectives of the session

•	 To discuss high-risk situation.
•	 Teaching adolescent how to handle such situations.

Content of the session

Session 12 emphasize on weight maintenance and relapse prevention before termi-
nating the therapy. It is well known that weight maintenance is often a challenge for 
obese adolescents. Weight regain after completion of treatment is very common. To 
handle this situation, therapist teaches adolescents to anticipate problematic or high-
risk situations such as birthday parties, family functions and holidays that might result 
in overeating and develop specific strategies for overcoming these lapses. Therapist 
asks the adolescent to imagine such situation and practise how to cope in such situ-
ations by using role play or behavioural rehearsal at the end of the treatment. Self 
control and self regulation skills along with problem-solving is used to find out the 
best solutions (e.g. to avoid the situation, distract yourself by doing something else, 
participate in the situation with less eating, have some healthy snacks at home then 
go out for party, participate with a plan to do some extra exercise afterwards, etc.) 
of the problems anticipated by adolescents. Adolescents are encouraged to have a 
plan in advance so that one overeating slip or lapse does not develop into a full-blown 
relapse. Parents are also suggested to encourage adolescents for doing daily self-mon-
itoring of their eating and exercise behaviour and establish new goals and contracts.

18.9.13  Follow-up

Booster sessions are a very important component of the cognitive behavioural 
treatment of adolescent obesity in order to review the progress and barriers after 
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the intensive phase of the treatment. Therapist plans booster session on a monthly 
basis for a total duration of 12 months and explains the rationale and importance 
of the same to parents and adolescents. Booster session usually includes the 
assessment of the weight status and problems faced in the last month along with 
the revision of the previously learned techniques.

18.10  Barriers to Treatment

There are number of barriers to treatment that make the initial process difficult and 
also hinder the weight maintenance. Here is the list along with the possible ways 
to overcome these barriers:

1. Adolescent’s lower level of readiness/motivation to change (can be handled by 
motivating the child within the therapy process)

2. Parental attitude that fat child is a healthy child. (parental attitude can be 
changed by psycho-educating them about the risks associated with obesity)

3. Obesogenic environment (can be handled using environmental restructuring or 
stimulus control)

4. Lack of social support and encouragement from family and friends (social sup-
port can be enhanced by educating the significant others about their role in the 
treatment)

5. Previous failed attempts (can be handled by cognitive restructuring)

All of these barriers need to be dealt within the therapy process in the intensive 
phase of the weight loss and in the booster sessions of weight maintenance phase.

18.11  Conclusion

CBT as a treatment of choice for adolescent obesity has been well established in 
the literature. Although it is difficult to assess the effectiveness of specific CBT 
technique, overall it has been found that CBT produce positive behavioural 
changes in obese adolescents. Some of the CBT techniques have been evaluated 
and proven to have a positive effect in adolescent populations—such as self-mon-
itoring (Kirschenbaum et al. 2005), stimulus control (Golan et al. 1998) and prob-
lem-solving (Graves et al. 1988). Behavioural programmes for childhood obesity 
integrate most of these CBT techniques as it can be seen in the above description 
that most of the techniques are useful throughout the process be it a self-moni-
toring, goal setting, cognitive restructuring or problem-solving. All of the tech-
niques have their significance in bringing up behaviour change at different stages 
of therapy.
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Appendix-I: Handout for Parents

 1. Be a good example or role model for the child
  Your involvement is important for your child to learn healthy eating habits. Be 

a role model for your child by eating fruits, vegetables and other healthy food/
snacks, so it becomes easier for the child to adopt such habits.

 2. Provide a variety of healthy snacks to your child at home, e.g. fruit salad, 
sprouts, cheese and corn salad , so that craving for eating unhealthy snacks 
available in the market decreases. Try to change the long-term preferences 
of food in terms of avoiding junk food and develop a taste for fruits and 
vegetables

 3. Fix up regular family meal time and avoid frequent snacking in between.
 4. Eat only when hungry.
 5. Encourage your child to eat slowly and without distractions such as 

watching T.V or reading while eating
  Obese adolescents have been observed to eat very rapidly so that large quanti-

ties of food are consumed in very brief periods. By slowing down the process 
of eating, the child is instructed to put a small amount of food in his mouth 
and to be more aware of each bite. This process also helps the child to derive 
more enjoyment from his food so that he can replace quantity with quality in 
his eating.

 6. Increase physical activity
  Help the child in increasing his or her physical activity to at least one hour 

per day. Adolescents are encouraged to involve structured physical activity in 
terms of participating in sports or regular exercise (swimming, jogging, aer-
obics, etc.) More emphasis is given to increase lifestyle activity in terms of 
walking to school, cycling to market, use of stairs than lifts, etc., so that these 
habits becomes an important part of their daily routine and help them in long-
term weight loss.

 7. Take a break
  Encourage adolescent to “take a break” or a “timeout” from a situation where 

they are feeling angry or upset.
 8. Develop realistic goals and reward the child for each achievement
  Developing specific and realistic goals that can be easily measured (e.g. walking/

running for 40 min, five times per week). Give them rewards for achieving goals.
 9. Don’t use food as reward.
 10. Limit sedentary behaviour
  Limiting television/computer/video game time gradually from 3 to 2 h/day, 

finally to 1 h/day (most of the time the strategy of reducing children’s sed-
entary behaviour can be more effective than a strategy of promoting physical 
activity).
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 11. Teach self-monitoring to the child
  Give responsibility to monitor his/her eating behaviour and physical activ-

ity by maintaining logbooks/diaries. Verbally praise the child for taking 
responsibility.

 12. Enhance open communication with the child
  Let the child be comfortable in sharing his/her feelings with you because 

many a times child would resort to food to overcome these negative emotions/
feelings.
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19.1  Introduction

Adolescence is the most crucial and challenging period of life where a child goes 
through significant transition from childhood to adulthood. Sometimes children 
and adolescents struggle to cope with these changes. As a consequence, they 
develop emotional disorders, such as anxiety, depression, and obsessions (Laufer 
1997; Meltzer et al. 2003) and become functionally impaired (Friedman et al. 
1996). Thus, the need of effective treatment for emotional problems of children 
and adolescents is urgent. It has been found that this population faces various 
limitations in metacognition and difficulty in labelling their feelings along with 
major deficits in social skills or interpersonal problem-solving. Therefore, cog-
nitive behavioural therapy (CBT) has proven well its effectiveness form mental 
disorders in children and adolescents. In recent times, there has been an increas-
ing trend among mental health professionals towards application of CBT in the 
treatment of emotional and behavioural disorders in children and adolescent popu-
lation. In addition, there have been numerous studies from the west, which have 
tried to see efficacy and feasibility of CBT for adolescents with different disor-
ders (depression, anxiety disorders, phobias, OCD, PTSD, obesity, substance use 
disorders, etc.). It is important to mention that there are very few studies in this  
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field from India. Hence, most of the international studies have been discussed in 
this chapter. Along with this, the effectiveness of CBT of different disorders men-
tioned in this book is also reviewed in this chapter.

19.2  Specific Application and Efficacy Evaluation

In comparison with CBT for adults, there have been limited studies on CBT for 
children and adolescents. However, existing studies about CBT with children 
and adolescents have demonstrated its effectiveness in those experiencing the 
 problems in Fig. 19.1.

19.2.1  Anger

Aggressive behaviours often co-occur with emotional, behavioural, academic, 
and social relationship problems (Özabacı 2011). Children and adolescents with 
aggression often exhibit increased rates of school dropout, depression, delinquent 
behaviour, substance abuse, and poor peer relationships. CBT is one of the most 
extensively researched form of psychotherapy for aggressive children and adoles-
cents (Sukhodolsky et al. 2004; Blake and Hamrin 2007; Özabacı 2011).

Specifically, cognitive behavioural interventions do not involve a single therapeutic 
technique, but rather consist of multiple intervention components: (1) problem-solving 
and social skills education, (2) coping models, (3) role playing, (4) in vivo experiences 
and assignments, (5) affective education, (6) homework assignments, and (7) operant 
conditioning, most typically response cost (Kendall and Braswell 1993; Kendall 2006). 
In addition, therapeutic interventions include self-awareness training, relaxation tech-
niques, cognitive therapy, and conflict management skill training (Deffenbacher 1999).

Cognitive Behaviour 
Therapy

Anger

Anxiety

Depression 

OCDADHD

Obesity

Substance Abuse Somatoform Disorder 

Headache

Fig. 19.1  Specific application of CBT in different disorders
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A meta-analysis was done by Sukhodolsky et al. (2004) on the treatment out-
come studies of CBT for anger-related problems in children and adolescents. In 
this study, they included 21 published and 19 unpublished reports. They found 
medium range of mean effect size (Cohen’s d = 0.67) of CBT and it is consist-
ent with the effects of psychotherapy with children in general. The CBT treatment 
for anger includes skills training, problem-solving, affective education, and mul-
timodal interventions (differential effects d = 0.79, 0.67, 0.36, and 0.74, respec-
tively). For reduction in aggressive behaviour and improvement in social skills, 
the skills training and multimodal treatments were more effective. However, for 
reduction in subjective anger experiences, problem-solving treatments were more 
effective. In addition, Blake and Hamrin (2007) found that cognitive behavioural 
and skills-based approaches are the most widely studied and empirically validated 
treatments for anger and aggression in youth.

Özabacı (2011) has reviewed the literature on the use of CBT for treating chil-
dren and adolescents who demonstrate high levels of violence. Six studies were 
identified, and all of them indicated beneficial results of using CBT.

19.2.2  Anxiety Disorders

CBT has been shown to be highly effective in treating children and adolescent 
with anxiety disorders (Santacruz et al. 2002; James et al. 2005; Butler et al. 2006; 
Ishikawa et al. 2007). Many studies report that between 50 and 85 % of youth, 
who receive CBT, no longer met criteria for their primary anxiety diagnosis at the 
end of treatment (Kendall 1994; Barrett et al. 1996; Kendall et al. 1997) and its 
effectiveness maintained over time (Kendall and Southam-Gerow 1996; Barrett 
et al. 2001; Kendall et al. 2004; Craske et al. 2006; Garcia-Lopez et al. 2006; 
Saavedra et al. 2010).

CBT for children with separation anxiety disorder, generalized anxiety disor-
der, and social phobia is evidenced as effective as short-term treatment (Walkup 
et al. 2008). In addition, computer-based CBT has demonstrated positive outcomes 
in case studies of spider phobia (Nelissen et al. 1995) and selective mutism (Fung 
2002), in randomized controlled trial of the treatment of spider phobia in children 
(Dewis et al. 2001) and in anxiety disorders (Calear et al. 2009; Cuijpers et al. 
2009; Andrews et al. 2010; Spence et al. 2011).

In his study, Spence et al. (2006) also found positive outcomes for a CBT interven-
tion, in which half of the sessions were presented over internet and half in the clinic. 
This study revealed that combined internet and clinic-based treatment produced sig-
nificant reduction in anxiety symptoms as compared to non-intervention programme 
and there were only minimal differences between partial internet intervention and the 
entirely clinic-based intervention. March et al. (2009) reported that the participants 
in internet-based CBT group demonstrated small but significantly greater improve-
ments in anxiety compared to the participants in the wait list. These improvements 
were enhanced to near about 75 % during the 6-month follow-up period.
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Gearing et al. (2013) have studied the effects of booster sessions of CBT for 
children and adolescents with mood or anxiety disorders in case–control studies. 
They examined booster sessions using effect sizes (ES): pre–post and pre–follow-
up (6 months). They found pre–post studies with booster sessions had a larger 
effect size (r = 0.58) than those without booster sessions (r = 0.45). Similarly, 
pre–follow-up studies with booster sessions showed a larger effect size (r = 0.64) 
than those without booster sessions (r = 0.48).

For post-traumatic stress disorder, American Academy of Child and Adolescent 
Psychiatry (AACAP) practise guidelines recommended TF-CBT as a first-line 
treatment for child trauma (Cohen et al. 2010). The published randomized con-
trolled trials (RCTs) of TF-CBT have supported its effectiveness in reducing PTS 
symptoms and PTSD, emotional problems, shame, and trauma-related and general 
behaviour problems, in comparison with non-CBT interventions, e.g. supportive 
or client-centred therapies, waitlist control, and usual care (Cohen and Mannarino 
1996, 1998, 2008; Cohen et al. 2004; Deblinger et al. 1996, 2001; King et al. 
2000; Silverman et al. 2008).

The results of recent meta-analyses by Kowalik et al. (2011) and Cary and 
McMillan (2012) showed significant differences between TF-CBT and highly 
similar CBT treatments, compared with non-CBT therapies or treatment as usual, 
in reducing symptoms of PTSD, depression, and internalizing behaviours across 
18 studies (n = 24–229). In addition, TF-CBT has also demonstrated efficacy for 
children experiencing other traumas, including community violence/terrorism 
(Hoagwood et al. 2006), childhood traumatic grief (Cohen et al. 2004, 2006), mul-
tiple traumas resulting in foster care placement (Weiner et al. 2009), and domestic 
or interpersonal violence (Cohen et al. 2011; Puccia et al. 2012).

Follow-up studies have also shown the positive treatment gains and evidence 
of sustained benefit at 6-months, 1-year, and 2-year post-treatment (Cohen and 
Mannarino 1997; Deblinger et al. 1999, 2006; Cohen et al. 2005).

19.2.3  Depression

There are a number of studies that show the effectiveness of CBT for adolescents 
with clinical depression (Lewinsohn et al. 1990; Kroll et al. 1996; Weisz et al. 
1997; Harrington et al. 1998). Brent et al. (2002) did a meta-analytic review of 
15 articles, on the efficacy of CBT with depressed adolescents. They found that 
CBT reliably outperforms the control conditions, such as wait list and placebo, 
with medium to large ES (1.27, Lewinsohn and Clarke 1999; 1.06, Reinecke et al. 
1998). Butler et al. (2006) did a meta-analytic review on treatment outcomes of 
CBT for a wide range of psychiatric disorders. They found large ES of CBT for 
adolescent depression (ES = 0.84) and anxiety disorders (ES = 0.74) and moder-
ate effect size (M = 0.62, SD = 0.11) for CBT of childhood somatic disorders. 
A study by Wood and Moore in 2006 included fifty-three children and adoles-
cents with depressive disorders who were randomly allocated to brief CBT or to a 
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control treatment, relaxation training. Results of this study showed a clear advan-
tage of CBT over relaxation on measures of both depression and overall outcome. 
Klien et al. (2007) have also demonstrated the effectiveness of CBT in the treat-
ment of adolescent depression (ES = 0.53). In addition, follow-up studies also 
reported that CBT for depression was strong, but still in the medium effect size 
range across meta-analyses (Santacruz et al. 2002).

Computerized CBT for adolescent depressive disorders via internet has the 
capacity to provide effective, acceptable, and practical health care for adolescents 
(Calear et al. 2009; Andrews et al. 2010).

19.2.4  Obsessive Compulsive Disorder

CBT is known to produce larger ES and greater rates of clinically significant 
improvement compared to medication in OCD (Abramowitz et al. 2005). CBT, 
in particular, exposure and response prevention (ERP), has been reviewed and 
studied in children and adolescents (March 1995) and is considered the first-line 
treatment approach for children and adolescents with OCD (Expert Consensus 
Guidelines; March et al. 1997).

Several published narrative reviews of the paediatric OCD treatment are avail-
able (e.g. Grados et al. 1999; Rapoport and Inoff-Germain 2000). These reviews 
are informative but they do not quantify the effects of treatment across studies. In 
contrast, meta-analyses (Abramowitz 1997) do quantitatively determine the mag-
nitude of treatment effectiveness but are limited in respect to paediatric OCD.

First meta-analysis of the paediatric OCD treatment was done by Abramowitz 
in 1997. Results of this study indicate that SSRIs and ERP are effective in reduc-
ing paediatric OCD symptoms. Specifically, ERP was more effective and associ-
ated with larger ES on OCD measures and fewer residual symptoms than SSRIs, 
which were more effective than placebo (p s_0.01). Thus, this meta-analytic 
finding, in general, supports the clinical recommendations of the OCD expert 
consensus.

19.2.5  Somatoform Disorder

Though, a number of studies related to intervention (pharmacotherapy and psy-
chotherapy) for somatoform disorders in adults have showed the efficacy of CBT 
across several types of somatoform disorders. However, there is a lack of evi-
dence-based treatment of somatoform disorders in children and adolescents. In 
children and adolescents, persistent somatoform pain disorder (recurrent abdomi-
nal pain, joints pain, and other aches and pain) and undifferentiated somatoform 
disorder (multiple medical unexplained symptoms) are the most common type 
among all variants of somatoform disorder. CBT has been found to be effective in 
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the treatment of functional paediatric recurrent abdominal pain. It includes activity 
scheduling, self-monitoring of symptoms, relaxation training, distraction, coping 
skills, problem-solving, and cognitive restructuring etc. (Sanders et al. 1989, 1994; 
Janicke and Finney 1999; Robins 2005; Warner et al. 2011; Van der Veek et al. 
2013).

Warner et al. (2011) studied the feasibility and efficacy of CBT (treatment of 
anxiety and physical symptoms—TAPS) for children experiencing somatic com-
plaints along with anxiety disorder and found TAPS to be acceptable and superior 
to the waiting list in the reduction of somatic and anxiety symptoms.

19.2.6  Headache

Non-pharmacological treatments for headache in children and adolescents are 
adopted from treatment of headache in adults (Nicholson 2010; Nicholson et al. 
2011) and from treatment of other forms of pain experienced by children and ado-
lescents. Among the existing treatments, CBT focuses on both, headache experi-
enced by children and adolescents and other mental health problems associated 
with headache (e.g. anxiety, depression, substance abuse, etc.). Thus, CBT has 
been successfully used for the treatment of paediatric headaches (Palermo et al. 
2009, 2010).

Eccleston et al. (2012) have reported in their meta-analysis that CBT including 
cognitive pain coping skills training and relaxation training (with or without bio-
feedback assistance) for the management of chronic and recurrent pain in children 
and adolescents has shown an approximately threefold greater likelihood of clini-
cally significant improvement in headache as compare to control conditions.

Powers et al. (2013) conducted an RCT and found superior outcomes in head-
ache and migraine-related pain and disability, when CBT was used in conjunction 
with a prophylactic medication (amitriptyline) as compared to use of headache 
education plus amitriptyline.

19.2.7  Attention Deficit and Hyperactivity Disorder (ADHD)

In the context of ADHD, two treatments and their combination have been empiri-
cally known to be effective for ADHD: stimulant treatment (methylphenidate, 
etc.), psychosocial treatment (behavioural or CBT), and the combination of both 
(Richters et al. 1995; Kutcher et al. 2004). The existing literature reports that CBT 
may be more efficacious for adults with ADHD (Safren et al. 2005) as compared 
to those with adolescents. However, few focal studies on CBT for adolescent 
ADHD have been conducted, and the results are variable.

Some studies have not found CBT as beneficial for children with ADHD 
(Abikoff and Gittelman 1985; Dush et al. 1989; Baer and Nietzel 1991; 
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Bloomquist et al. 1991; DuPaul and Eckert 1997). However, in a meta-analysis, 
Van der Oord et al. (2008) found some efficacy of CBT, though it was not superior 
enough as compared to medications in the treatment of adolescent ADHD.

Antshel et al. (2012) did a study to see the efficacy of manualized CBT for 
managing adolescent ADHD and concluded that an empirically validated adult 
ADHD CBT protocol can be beneficial for some adolescents with ADHD.

19.2.8  Substance Use Disorders (SUDs)

SUDs among adolescents have been a public health concern for decades. 
Adolescents with substance use disorders differ from adults in several ways. For 
instance, adolescents may be more susceptible to peer influences, be more vul-
nerable to adverse effects from substances and have smaller body size and lower 
tolerance levels and experience long-term cognitive and emotional damage from 
substance abuse (Brown et al. 2000; Tapert et al. 2004). Thus, they may have dif-
ferent treatment needs. The number of studies focusing specifically on the effec-
tiveness of psychosocial interventions for adolescent substance abuse have grown 
over the last decade (Dennis et al. 2004; Waldron and Turner 2008; Williams and 
Chang 2000), with a significant rise in both the quantity and the quality of the 
treatment outcome studies.

The most prevalent treatment types are family therapy (Liddle and Dakof 
1995; Stanton and Shadish 1997; Waldron 1997), motivational interviewing 
(MET) (Colby et al. 1998; Tevyaw and Monti 2004; Walker et al. 2006), and CBT 
(Kaminer and Burleson 1999; Waldron and Kaminer 2004).

In the context of adolescent substance use, CBT shows promise in treating ado-
lescent substance use (Latimer et al. 2003). It includes functional analyses (iden-
tify stimulus cues–antecedents and consequences), self-regulation, coping skills 
(use various strategies to avoid situations that may trigger the desire to use), com-
munication skills, and problem-solving.

A study was carried out on 32 adolescents (age range: 13–18 years) with dual 
diagnosis (AOD abuse and other psychiatric disorders, such as disruptive disorders 
(e.g. conduct disorder or attention deficit/hyperactivity disorder) or internalizing dis-
orders (e.g. depression or an anxiety disorder). CBT or interactional group therapy 
was given for 12 week in an outpatient setting. The CBT sessions included didactic 
presentations, modelling, role playing, and homework exercises. CBT group showed 
significant reduction in severity of substance use (Kaminer et al. 1998).

In Kaminer et al. 2002, carried out a study again and compared CBT with psy-
cho-educational therapy in treating adolescents with substance use disorders with 
dual diagnosis. The participants (n-88, aged-13–18) were randomly assigned to 
8 weeks of either CBT or psycho-educational group therapy, for 75–90 min/week. 
Adolescents of CBT group exhibited better treatment retention and better out-
comes at follow-up. However, both groups had similar relapse rates at the 9-month 
follow-up.
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In addition, one study (Liddle et al. 2008) conducted to examine the efficacy 
of two adolescent drug abuse treatments: individual CBT and multidimensional 
family therapy (MDFT), with 12–17.5-year-old adolescents (n-224). In compari-
son with other randomized controlled trials testing CBT, both treatments showed 
approximately equivalent or larger reductions of cannabis consumption and 
slightly significant reduction in alcohol, both during treatment and at the 6-month 
follow-up (Waldron et al. 2001).

19.2.9  Obesity

In recent years, CBT has received an increasing amount of attention in the man-
agement of obesity. It is similar to the treatment of substance use disorders 
involving teaching children and families to monitor for triggers. Inspite of this, 
researches on efficacy of CBT to treat obesity in adolescent population have pro-
vided mixed results (Mellin et al. 1987; Duffy and Spence 1993; Braet and Van 
Winckel 2001; Warschburger 2001; Jelalian 2006). The review studies reported 
that outpatient CBT often produces positive effects (Stice et al. 2006). A meta-
analysis has also documented decrease in per cent overweight at follow-up by 
8.9 % for outpatient CBT programmes (Wilfley et al. 2007).

Brennan et al. (2006) have found 6 % reduction in body fat relative to the con-
trol group that sustained for 12 months after the delivery of 12-week CBT pro-
gramme (CHOOSE HEALTH; L Brennan, Melbourne, Australia) in adolescents. 
Further, Tsiros et al. (2008) examined the effectiveness of shorter version of 
this same CBT programme (CHOOSE HEALTH) for improving body composi-
tion, diet, and physical activity in overweight and obese adolescents. He found 
improvement in body composition (BMI, weight, body fat, and abdominal fat) 
more in CBT group as compared to controls.

Immersion CBT has also produced promising results. Kelly and Kirschenbaum 
(2011) did the first comprehensive review of this research (involving 22 outcome 
studies). They concluded that compared to results of outpatient treatments, these 
immersion programmes produced an average of 197 % greater reductions in 
per cent overweight at post-treatment and 130 % greater reduction at follow-up. 
Further, follow-up evaluations showed decreased per cent overweight at follow-
up by an average of 30 % for CBT immersion programmes versus 9 % for pro-
grammes without CBT.

Kirschenbaum and Kristen (2013) reviewed five recent expert recommenda-
tions on the treatment of childhood and adolescent obesity and found that all of the 
expert committees support and advised the use of intensive dietary intervention, 
physical activity, and cognitive behavioural counselling.
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19.3  Efficacy of Different Approaches of CBT

Before looking at some of the subtle differences between various approaches of 
CBT in child and adolescent problems, it is necessary to get some view of the 
existing approaches of CBT. Followings are the various approaches of CBT:

•	 Individual CBT
•	 Group CBT
•	 Self-help

– Computerized
– ICBT
– Manual

•	 Telephonic CBT

A traditional CBT is conducted in the form of face-to-face individual CBT in 
which sessions are held between the patient and the therapist. It consists of 6–18 
weekly sessions of around an hour each. The therapist would write a session plan 
with the help of patient to ensure that everything that is important will be covered 
in a structured way. On the other hand, group CBT is extended form of individual 
CBT, in which sessions are held between a group of patients and a therapist.

Self-help CBT is given through computer, internet, or a manual. Computerized 
cognitive behavioural therapy (cCBT) is implemented through a computer, not a 
human, in which a computer programme is used to deliver some of basic explana-
tions and planning of CBT. In other words, cCBT is a generic term for deliver-
ing CBT via an interactive computer interface delivered by a personal computer, 
internet, or interactive voice response system, instead of face-to-face with a human 
therapist.

In manualized approach, the patient receives a standardized treatment method 
with which he can help himself without major help from the therapist. It includes 
workbooks, and leaflets.

Another version of CBT, telephonic CBT, has recently been developed to over-
come some of the practical barriers involved in conducting face-to-face psycho-
therapy, for example physical impairments interfering with attending regularly 
scheduled appointments, transportation problems, lack of available, and appro-
priate services in the patient’s geographic area (Hollon et al. 2002). In telephonic 
CBT, therapist caters to the rising needs of the patients through telephonic conver-
sation to target the depressogenic thoughts and behaviours.

Many studies have been conducted to see efficacy and feasibility of different 
approaches to assess efficiency of CBT (Face-to-face individual or group CBT, 
computerized CBT, telephonic CBT, reading self-help approach) in different disor-
ders (depression, anxiety disorders, phobias, OCD, PTSD, obesity, substance use 
disorders, etc.). However, results of these studies are variable.
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Computer-assisted/internet-based therapies have great potential to make psy-
chological assessment and treatment more cost-effective than other approaches of 
assessment and treatment. These forms of therapies are also very feasible and effi-
cacious with respect to anxiety and depressive disorders and can reduce the stigma 
of visiting a therapist.

March et al. (2009) found that children with anxiety disorders in internet-
based CBT (NET) condition showed small but significantly greater reduction in 
anxiety symptoms and increases in functioning than waitlist (WL) participants. 
These improvements were enhanced during the 6-month follow-up period, and 
75 % of NET children were free of their primary diagnosis. In addition, a meta-
analysis of 23 randomized controlled studies (RCTs) performed by Cuijpers et al. 
(2009) in which they compared computerized psychotherapy (CP) with non-com-
puterized psychotherapy (non-CP) in anxiety disorders (phobias (n = 10), panic 
disorder/agoraphobia (n = 9), PTSD (n = 3), and obsessive–compulsive dis-
order (n = 1). The author founds large effect size of CP compared with non-CP 
approach (ES = 1.08, 95 % confidence interval: 0.84–1.32) and no significant dif-
ference between CP and face-to-face psychotherapy (13 comparisons, d = −0.06). 
Further, a small difference between online therapy interventions and self-help 
accessed from static information was found in a study in the context of depression 
(Clarke et al. 2009).

Cornelius et al. (2011) also found long-term (2 years) efficacy of manual-based 
cognitive behavioural therapy/motivation enhancement therapy (CBT/MET) (in 
addition to the SSRI medication fluoxetine or placebo) compared to naturalis-
tic care among comorbid MDD/AUD youth (15 and 20 years). They found that 
patients receiving CBT/MET demonstrated superior outcomes compared to those 
who had not received protocol CBT/MET therapy (41 vs. 17 %, chi-square = 5.3, 
p = 0.021).

Many studies comparing computerized CBT with traditional face-to-face CBT 
have found both modes to be equally beneficial with maintenance of gains after 
follow-up and good patient adherence (Andrews et al. 2010). However, CBT was 
found highly efficacious and feasible when minimal therapist support or therapist-
guided sessions after or during the use of the web-based CBT or manual–guided 
or sequential self-care was incorporated (Spence et al. 2011). This is also true for 
other approaches of CBT. Hence, these approaches of CBT are suitable for only 
some individuals, having mild to moderate severity of symptoms.

19.4  Efficacy of CBT as Compared to Other Therapies

A number of studies have confirmed that CBT is superior to medication and other 
therapies (e.g. wait list, pill–placebo, relaxation therapy, supportive therapy, family 
therapy, interpersonal psychotherapy, psychoanalytic therapy, etc.).

When a line of comparison was drawn with medication, in some disorders (e.g. 
depression, anxiety, OCD, PTSD, etc.), CBT proved to be superior to serotonin 
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reuptake inhibitors (clomipramine and fluvoxamine) due to reduced chance of side 
effects and greater cost-effectiveness (Phillips 2003; Haby et al. 2004; Guggisberg 
2005; Wilson et al. 2005). In addition, in comparison with other forms of psycho-
therapy, CBT has proven to be more effective treatment, especially in internalizing 
disorders. For example,

•	 In depression and anxiety, CT/CBT is superior to wait list, relaxation ther-
apy (Reinecke et al. 1998), supportive therapy (Brent et al. 1997; Reinecke 
et al.1998), family therapy (Brent et al. 1997), equivalent efficacy to pill–pla-
cebo (Treatment for Adolescents With Depression Study (TADS) Team, USA 
2004), and interpersonal psychotherapy (Rosselló and Bernal 1999; Brent et al. 
2002).

•	 In OCD, CBT has significantly better outcomes as compared to alternative 
approaches (no treatment, other psychosocial treatments, and medications) 
(Phillips 2003; Guggisberg 2005).

•	 In the context of PTSD, TF-CBT has greater effectiveness in comparison with 
non-CBT interventions e.g. supportive or client-centred therapies, waitlist con-
trol, and usual care (Cohen and Mannarino 1996, 1998, 2008; Cohen et al. 
2004; Deblinger et al. 1996, 2001; King et al. 2000; Silverman et al. 2008).

Though, CBT has established effectiveness for the management of internalizing 
disorders. However, CBT has limited effectiveness than other form of therapy in 
some disorders. For example:

•	 In the field of ADHD, disruptive classroom behaviours and aggressive/anti-
social behaviours, CBT has not been superior to pharmacological approaches 
(Löseland Beelmann 2003; Van der Oord et al. 2008).

•	 CBT was reported less effective than multidimensional family therapy in the 
treatment of substance use disorders.

•	 CBT has performed outstandingly when combined with medication and 
involvement of family (Walkup et al. 2008) (Table 19.1).

Table 19.1  The six content 
areas showing the efficacy 
of CBT in various disorders 
of child and adolescent 
population

Note ++ indicates stronger positive evidence, + indicates 
positive evidence

Disorders Therapy approaches Efficacy

Anger CBT +
Anxiety CT/CBT ++
Depression CT/CBT ++
OCD CBT/ERP ++
Somatoform disorders CBT +
Headache CBT +
Substance use disorders CBT/MET +
ADHD CBT +
Obesity CBT/immersion CBT +
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19.5  Training and Supervision in CBT

The question is who can deliver CBT? Is training essential before applying CBT? 
CBT primarily addresses dysfunctional emotions, maladaptive behaviours, and cog-
nitive processes where therapists examine the thoughts, feelings, and behaviours 
related to situations, including reactions to the therapist, and relevant childhood expe-
riences to understand the underlying core beliefs and conditional assumptions for 
each client. However, CBT has been tailored many folds to meet the symptom-based 
needs of each patients. As a result, different forms and approaches of CBT have been 
developed. Thus, understanding the concept and updating knowledge of therapy 
is prerequisite for a therapist, which requires an extensive training. Here, Pretorius 
(2006) also noted that supervised practice is an essential part of psychotherapy train-
ing because it cannot be learned through lectures or independent study only.

Pretorius (2006) concluded in his review that training and supervision in ther-
apy always enhances the following skills of the trainees:

•	 Helping the therapist to adopt the philosophy of CBT (basic approach of chang-
ing clients’ cognitions, emotions, and behaviour) facilitates the improvement or 
recovery

•	 Teaching the therapist specific skills or techniques (understand cognitions 
and emotions of patients, to develop case conceptualization, to consider treat-
ment options and techniques, and to discuss goals as well as stumbling blocks 
towards them), improves the therapeutic competency

•	 Offers an opportunity to acknowledge, explore, challenge, and modify the cog-
nitions and emotions of the therapist within the setting of therapy as well as dur-
ing supervision

•	 Enable trainees in using their level of experience in different situations

However, often it has been found that many trainees rely completely on their 
theoretical orientation and personal experience in practising the therapy and fails 
to get appropriately trained under close supervision. Such patterns of learning 
rather impede the growth of trainees as therapists. As a result, same techniques 
are applied in multiple ways by different therapists, resulting in inappropriate and 
ineffective therapeutic outcome. Moreover, this also violates the basic ethics of 
therapy where only a trained clinician is supposed to practise the evidence-based 
therapies on patients. Overall, this pattern of learning fails to provide effective 
treatment to the patients. Hence, this is the need of the hour for the therapist to get 
appropriately trained and profess the therapy with utmost efficiency.

19.6  Conclusion

Although the evidence summarized above, highlights the treatment effectiveness 
of CBT for adolescents,  these studies are limited by small sample sizes, small to 
moderate ES, and few follow-up assessments. Hence, there are important research 
questions which still need to be answered, such as replication and extension of 
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more such studies to establish efficiency, issues concerning the applicability of 
methods in different settings, and with different populations, most importantly 
with members of different ethnic groups and with females as well as males.

The major conclusion that can be drawn from the existing literature is that CBT 
is effective treatment method for the management of internalizing and external-
izing disorders of adolescents. CBT efficacy is rather enhanced many folds when 
it acts in combination with pharmacological treatment and involvement of fam-
ily. Moreover, it is quite easily accessible and affordable to most of the patients. 
However, training and supervision is one of the prerequisites for teaching the ther-
apy to ensure therapists’ credibility and better therapeutic outcomes.
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•	 Assessment
•	 Intervention Tools

Assessment Tools

(Ia) ABC Charting

The Antecedent, Behaviour and Consequence chart is a simple form for  observation 
and reporting of maladaptive behaviours. The ABC chart can be maintained by 
 parents, teachers or the adolescent. It helps to record information about contributing 
as well as maintaining factors of maladaptive behaviours. The ABC chart is a useful 
method that can guide the therapist about the intervention. Following is a template  
of an ABC chart (Table A.1):

Appendix
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(Ib) Self-monitoring Form

See Table A.2.

Table A.1  .

Date/Time date/time when the behaviour occurred
Situation what was going on when the behaviour occurred? What was the adolescent doing? 
What were others doing at that time?
Antecedent what happened just before the behaviour that may have triggered the behaviour? 
What was the adolescent thinking or doing just before the behaviour occurred?
Behaviour description of the behaviour in detail. The actual behaviour and its duration is to be 
described
Consequence what happened following the behaviour, or as a result of the behaviour? Did it 
increase or decrease the behaviour? For example, how did others respond to the behaviour?

Date/Time Situation Antecedent (A) Behaviour (B) Consequence (C)

10:45 a.m. Father was 
reading 
 newspaper  
and M was 
watching a 
cricket match. 
Mother was  
in kitchen  
and sister was 
drawing in her 
book

Father asked for  
a glass of water 
and M said it is  
a very crucial  
point in the  
match; he  
refused to fetch 
water at that 
moment. Father 
shouted at M

M threw the 
remote control 
and kicked the 
cushion from 
the sofa

Father raised his 
hand and M started  
to argue with  
father. His mother 
interrupted and M 
pushed the mother 
away. After that M 
became shocked  
and silently left the 
room

Table A.2  .

Day/Time Situation Emotions Thoughts Behaviour

What were you 
doing? Whom 
were you with? 
What exactly 
happened?

What was the 
emotion you 
experienced? 
How did you 
feel? Rate your 
feelings on a 
scale of 0–10, 
where 10 is 
the maximum 
intensity

What were you 
thinking just 
before? Rate  
how much you 
believe in these 
thoughts on a 
scale of 0–10, 
where 10 is 
the maximum 
strength of  
belief

What did you 
do? What 
happened after 
that?
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Intervention Tools

(IIa) Activity Scheduling

The goal of an activity schedule is to increase the adolescent’s engagement in 
mood elevating tasks. An activity schedule is usually preceded by self-monitoring 
where the adolescent may be asked to record his/her activity through the day. He/
she rates each task on a scale of 0–10 on level of ‘pleasure’ (enjoyment, happiness, 
positive mood) and on mastery (sense of achievement, gained after completing a 
task). Following this, the therapist, in collaboration with adolescent and parents, 
develops a schedule of daily activities. The activities are chosen to maximize the 
feelings of happiness and increase a sense of mastery in the adolescents. This tech-
nique also helps to reduce procrastination or postponement, lack of motivation and 
inactivity arising out of poor decision-making or cognitive distortions. The activi-
ties however, may be graded in difficulty and broken into parts. The activity sched-
ule may be revised periodically by the parents and adolescent, based on the need. 
The adolescent may be encouraged to rate his/her mood along with carrying out 
these activities. Following is an example of an activity schedule (Table A.3):

Activity schedule* for ________________________ (name of adolescent)
Monday/24.03.2014 

Table A.3  .

Time Activity Rating

8:00–8:30 a.m. Get up, use toilet, brush your teeth P 
(Pleasure)
M 
(Mastery)

8:30–9:00 a.m. Have breakfast

9:00–10:00 a.m. Water the plants, take the pet for a walk

10:00–11:00 a.m. Take a bath, get ready for tuition

11:00 a.m.–1:00 
p.m.

Tuition class

1:30–2:00 p.m. Eat lunch

2:00–2:30 p.m. Watch friends on star world

2:30–3:00 p.m. Lie down on bed and relax

3:00–4:00 p.m. Tuitions/homework

4:00–5:00 p.m. Leisure activities

5:00–6:30 p.m. Going to the park and chat with friends

6:30–7:00 p.m. Have evening snacks and relax

7:00–8:00 p.m. Study mathematics

8:00–8:15 p.m. Take a break, eat a fruit/drink something cold

(continued)



Appendix418418

(IIb) Star Chart

Adolescents are attempting a change in their behaviour, for which they may need 
encouragement. Some adolescents suffering from depression, who have anhedonia, 
require reinforcement for trying out new behaviours and to persist with change. 
Rewarding positive behaviours indicates that you are attentive to the adolescent’s 
progress. If given consistently, rewarding can go a along way in building desirable 
behaviours in the adolescents. It is also useful for self-reinforcement.

The star chart is most appropriate for use with children up to 12 years of age, 
 however, it may be used with adolescents with some modifications. A more creatively 
designed chart can be used in a developmentally appropriate way. The chart can be 
pinned at a place where it is accessible and visible to the adolescents like cupboard, 
mirror, door, etc. The star chart technique is based on the principle of reinforcement.

There are creative ways of preparing a star chart. One such example is the use of 
snakes and ladders game. The ladders indicate sustained improvement and snake may 
indicate performance of a maladaptive behaviour. The star chart can be used along 
with the snakes and ladder where there may be built in reward for reaching significant 
levels like 25, 50, 75 and at 100 a big reward may be given. Smiley faces as stars for 
positive behaviour and sad face for maladaptive behaviours can also be used.

After the adaptive behaviour is firmly established, response cost may be 
employed to decrease the frequency of maladaptive behaviours by reducing the 
number of stars gained by adolescent for any maladaptive behaviour shown based 
on a pre-decided and mutually agreed upon ratio.

How to Use a Star Chart

•	 Choose one behaviour that you would like to change in the adolescent. Goals 
need to be identified and set as a collaborative activity between adolescent, 
 parent and practitioner. An example could be: Setting the Table A.4

•	 On a chart such as the one drawn, give the adolescent a star for each day he/she 
performs the task. These credits can be given by parent or adolescents

•	 When he/she has earned a predetermined number of stars, he/she may be 
rewarded with a small token, that has been pre-decided by both parents and 
 adolescents together. e.g. a favourite meal, an extra hour on the Internet, etc.

Time Activity Rating

8:15–9:15 p.m. Read a story book/magazine

9:15–10:00 p.m. Have dinner, talk with parents, help mother clean-up 
kitchen

10:00 p.m. Bedtime
aThis appendix is only to be used as an example; activities may vary depending on the need of the 
adolescent and in collaboration with the practitioner and parents

Table A.3  (continued)
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Illustration

Star Chart with smiley face for completed activity each day (Table A.5).
Star Chart with Response Cost smiley face for completed activity each day and 

tick mark for presence of maladaptive behaviour each day.

Table A.4  .

Activities Monday Tuesday Wednesday Thursday Friday Saturday Sunday

Arranging cupboard

Filling water bottles

Studying

Cutting vegetables for 
salad

Total stars earned 20

Table A.5  .

Activities Monday Tuesday Wednesday Thursday Friday Saturday Sunday

Arranging cupboard

Filling water bottles

Studying

Cutting vegetables for 
salad

Hitting sister
√ √

Total stars earned (No. of  
smileys–No. of tick marks)

24 − 2 = 22

(IIc) Relaxation Techniques

During anxiety, our body is in a state of hyperarousal. Both mind and body need to 
relax so that the arousal may come down to an optimum level. Relaxation can be used 
in conditions like anxiety, headache, sleep difficultie, etc. To begin with, the adolescents 
need to understand the rationale for relaxation. Examples can be given to help gain an 
understanding of what is relaxation, why it is needed and how it works after this, the 
adolescent is demonstrated relaxation technique in session. He/she is asked to  practise 
it once if it is diaphragmatic breathing; if, however, Jacobson Progressive Muscle 
Relaxation is taught, then a minimum of six supervised sessions need to be held in 
 session before the adolescent is allowed to practise alone at home. There are various 
kinds of relaxation techniques; a few of them have been included here:
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Diaphragmatic Breathing Exercise

Sit comfortably with your back straight. Let your limbs be loose. Stretch your legs 
out, relax your arms on the chair. Close your eyes and breathe in through your nose. 
Then, without holding your breath, exhale through your mouth. Make your breathing 
slow and effortless.

Continue to breathe in through your nose and exhale through your mouth. While, 
breathing focus on your breath, if however, you have any thoughts running through 
your mind, try not to stop them. Let the thought come and let them pass away. 
Return your focus to your breathing.

If you find it difficult breathing from your abdomen while sitting up, try lying 
on the floor and carry out this exercise.

Jacobson Progressive Relaxation Exercise

JPMR is a relaxation technique used for both adolescents and adult population. To 
administer this technique one needs supervised training. The instructions for this 
relaxation exercise are therefore not included as a part of this book.

Imagery/Visualizations

Imagery or visualization is a relaxation technique which involves imagining a 
scene and experience a sense of touch, taste, smell and sound. The rationale for the 
 imagery is explained to the adolescent. It is best to assess the adolescent on the abil-
ity to imagine or visualize. This can be done by asking the adolescent in session to 
describe an object as vividly as possible in the session. He is asked to rate the ability 
to visualize it on a scale of 0–10. If the teen is not able to imagine the scene vividly, 
other therapist directed imagery techniques can be employed or a more structured 
 relaxation exercise may be carried out like JPMR.

In identifying a stimulus for imagery, the adolescent is asked to recall any  
personal event, pleasant memory, a recent experience or any other scene of choice. 
The adolescent is asked to rate these in order of most to the least pleasant. The  
adolescent may be asked a few questions regarding the sounds heard, the color, the 
smell, etc. The adolescent is asked to relax by the use of diaphragmatic breathing or 
JPMR. Then the adolescent is asked to visualize the scene as vividly as possible at a 
slow pace, focusing on each detail, attending to sound, touch, smell and taste.

This is a technique in which the scenes may be created in the context of anxiety 
provoking situation like reading a book chapter aloud in a class of English. The 
scene is created and the adolescent is asked to visualize it. Homework assignments 
are given and adaptive coping statements may be taught to the adolescent to use 
sublingually while imaging a scene.
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Mindfulness Meditation

Instructions for Body Scan Meditation

“In the next few minutes we will allow your attention to dwell completely within 
your body, without any other place to go, without any other thing to do. But  simply 
to be present in this moment as it is… taking this time to settle yourself in a  posture 
of some comfort- it might be lying down on the floor or mat or cushion. You can 
also do the body scan sitting up or even standing. Take a few minutes to settle  
in, if you are lying down, notice the points of contact between your body and the 
supporting surface, notice where the surface is supporting you, where it may not 
even be touching. Just begin to have a sense of the body as it is. Become aware 
of any activity in the mind, any sensations in the body, any lingering effects of the 
moments leading up to this one. Just take a note of them. No need to push anything 
away, thoughts of here and simply noticing that they are here and choosing to be 
aware of the body itself.

Become ready to allow the beam of attention to become narrow, to become a 
spot light, a very narrow beam that moves down your body, down your left leg, 
down to your left foot, into your left big toe… bringing attention to just this one 
small area of the body and taking note of what you find here… you are aware of 
sensations, the touch of clothing, warmth, coolness, numbness, tingling, lack of 
sensation… just noticing that. And to whatever degree you may notice other things, 
other sensations of the body, passing sounds in the environment, simply bringing 
your attention back to just this one point in the body, taking in what you are aware 
of… just here, just now. Not having to strain to become aware of anything in par-
ticular but taking a note of what is here. And now you are ready to move that beam 
of attention to the rest of the toes of your left foot, moving toe by toe… aware of 
whatever arises here, aware of tension, relaxation, lack of sensation… See if you 
can actually be playfully aware of the points between the toe, where one toe ends 
and the other begins, being curious about what you can find, without meaning to 
find anything in particular… simply being aware of these toes in this moment in 
this body.

And beginning to move your attention to encompass the rest of the left 
foot, the paw of the foot, the sole, the arch, the heel, the top, sides, even the 
bones and  tissue that is inside the left foot. If you find yourself straining to feel  
something, or  focussing diligently on any particular part, see if you can just soften 
your  awareness… to allow whatever arises to arise… aware perhaps of the com-
plexity of this part of your body to which you rarely paid much attention unless it 
has given you some difficulty and challenge.

Perhaps aware of the point of contact between your foot and the surface on 
which you are lying or sitting, noticing where the foot ends and where the mat 
begins.

In each time you notice your attention wandered to some passing sound or 
thought or feeling simply but firmly bring the attention back, in this case, to the 
left foot… not having to push away whatever you begin to become attached to but 
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simply choosing to feature your left foot in the centre of your awareness, in the beam  
of that spotlight of attention…

Taking the time now to move that attention to the left ankle, leaving behind  
the toe, the paws and the foot, featuring the left ankle, another part of the body that 
you may not have attended to unless it gave you some pain or discomfort, difficulty… 
being curious about what you find here…

And as you are ready move the attention to the lower leg, the calf, the muscles 
and bone and tissue inside the left lower leg, just holding this part of the awareness 
just as it is. You may notice a sense of touch where this part of the body touches 
the surface upon which you are lying, you may notice tension or relaxation. You 
do not have to do anything about what you are noticing. Simply take a note of 
what you are experiencing as it is.

Allow your attention to move to the left knee. Take a note of whatever you  
discover here. It may be a slight twist or no sensation at all. See if you can encounter 
whatever you are observing with a sense of a playful curiosity and willingness to be 
present with it just as it is in that moment.

Whenever you find yourself attending to anything else, re-focus your attention.
Now move that beam of attention to your left thigh. Acknowledge your experi-

ence and simply observe your sensations. Simply notice where you feel what you 
feel, what is here and just now. Let go of any feeling of wanting it to be different 
from what it is. You may be aware of a variety of different sensations, one part 
may feel warmer than another, one may feel tenser than another. Simply take it 
into your awareness. Allow the experience to be what it is and let go of any feeling 
of changing or improving it.

Gather the attention and move it now to the right leg, all the way down to the 
right foot and to the right toe. Observe the toe just as it is, simply tune to the  
experience in this toe at the present moment… even if you feel no sensation at all. 
Now slowly move your attention to the rest of the toes one by one, simply noticing 
them, simply noticing the experience.

Now move your attention to the rest of the right foot- the paw, the heels, the 
arch, the sides, the top, taking in the right foot as a whole, including the muscles 
and bones inside. Allow the attention to move to the ankle. Notice the curve. 
Observe it just as it is.

Slowly move the attention to the lower leg, the calf, just hold it in awareness 
and notice what you are observing. If any emotion appears, then adopt the same 
awareness, the willingness to only observe things just as they are, acknowledge the 
presence of whatever comes.

Now move your attention to the right knee and simply notice what you are 
observing.

Now move your attention to the right thigh. Just explore. Become aware of the 
back of the thigh, the front, the outer and inner thigh. Simply be curious about 
what you find here. Simply observe. Let go of any tension, if you feel.

You may also have become aware of the effects of breathing on body. You may 
observe the subtle and gentle way in which parts of your body are moving forward 
and back.
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If you find yourself thinking about other things, simply choose to come back 
here.

Now move your attention from the right thigh to the lower back. This is an area 
where many of us feel some discomfort. Whether you experience discomfort or 
tightness or relaxation or no particular sensation at all, just choose to attend here. 
Feel the movement of your breath. Notice whether this part of your body is in con-
tact with the mat below, feeling the touch.

Now move your attention to your stomach. Observe the organs inside and the 
movements of the breath… the gentle moving out and in and its coinciding with the 
breath. If you feel the need to breathe in any particular way, let go of this feeling. 
Just be aware of your breath in this area.

Now move that spot light of attention to your chest and upper back. Become 
aware of the heart and lungs and the movement or sensation you feel associated 
with it. Simply be aware of the subtle changes happening in this area as you inhale 
and exhale. Observe the subtle effects of the heart beating and the blood moving 
from this area to the rest of the body. Do not strain yourself to be aware of any of 
these sensations. Just take a note of what you are aware of… your awareness of 
your upper body.

Now allow your attention to fall on your shoulders. Simply be aware of the 
experience and sensations coming from this part of the body. If you notice any 
tension, let go of it, and bring to your awareness your letting go of this tension. If 
your attention wanders, gently but firmly bring it back.

Now shift your attention down to your left arm, your left elbow and your left 
hand. Focus your attention slowly on each of the fingers, the palm and back of the 
hand, any points of contact between the hand and any surface upon which it rests. 
Allow your attention to move to the left wrist… a part of the body we rarely attend 
to, unless it gives us some difficulty… move your attention to your left forearm 
and notice what you find here, even if you find no sensation.

Move your attention to the left elbow and the left upper arm. Notice all muscles 
in this area, the inside, outside, the feel of the air if any, simply being aware of it.

Now move that beam of attention up the left shoulder and across to the right 
shoulder, down to the elbow and the right hand and fingers. Observe what you find 
in the right arm just now. Become aware of each finger, playfully, any sensation, 
the tips of each of your finger, the joint, the palm.

Now move your attention to the right wrist and forearm. You find that your 
attention wanders, bring it back to the right arm. If you notice any thoughts or  
sensations coming to your mind, simply allow them to be present in the back-
ground, behind the beam of your attention. Bring your attention to the right elbow 
and the right upper arm. Just notice what is here.

Move your attention to your neck. Simply observe what you find here. Bring 
to your awareness the flow of the breath in this area or the muscles or bones and 
tissues. Any tension, discomfort, or relaxation, whatever arises in this area, simply 
allowing it to arise and simply observing it.

Move your attention to your chin, jaws, teeth, lips, tongue. Just observe these areas. 
Become aware of the cheeks, the nose, the area around the eyes, the eyes, the forehead. 
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Notice the sensation of any facial expression that you may be holding. Simply notice it 
without having any urge to change it.

Move your attention to the sides of your head, your ears, the back of your head, 
the point of contact with the surface. Now bring your awareness to the top of your 
head.

Now as you are aware, allow that narrow beam of attention to widen and soften 
and spread back into a floodlight of attention that slowly spreads across the rest of 
the head, the neck, the shoulders, the arms, the body, the thighs, the lower legs and 
the feet. Become aware of this entire body, lying here, the whole body breathing. 
Take this opportunity to be present with yourself, with no other agenda, but simply 
to be present.”

(IId) List of Positive Self-affirmation Statements

•	 I think I can do good work.
•	 I have very good friends.
•	 I have good control over my thoughts and feelings.
•	 I can find a solution for my problems.
•	 I have the capacity to successfully live through my adversities.
•	 I can take care of myself even when things are bad.

(IIe) Distraction

Distraction techniques can be helpful in the management of anxiety/pain symptoms. 
They are based on the premise that distraction involves defocusing attention from one 
stimuli to another. In case of anxiety, it involves redirecting attention to  something 
other than what is thought to be anxiety provoking. Some common distraction  
techniques include:

•	 Focus on object
	 The adolescent may be trained in a session to focus on an object of choice.  

The object chosen must be of the adolescent’s preference and he/she is asked 
to describe it. Cue questions may be asked like, “What is its colour? How big 
is it? Where is it kept?” After sufficient practice in session, the adolescent may 
 practice it at home to distract from negative thoughts.

•	 Sensory awareness
	 The adolescent may be taught to focus on his/her surrounding. The focus may 

shift from outside to oneself. The cue questions may be, “What can you see in 
the surroundings? What can you hear? What else? Can you feel your clothes? 
Can you feel your hair?”
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•	 Mental exercises
	 These include some activities such as counting backwards, imagining a relaxing 

scene.

•	 Pleasant memories
	 The adolescent may be directed to recall a pleasant memory and visualize it as 

vividly as possible. In the session, he/she may be asked to rate the vividness on 
a scale of 0–10 and may then be facilitated to imagine more clearly by the use 
of cue questions.

•	 Absorbing activities
	 The adolescent may be asked to select activities that may be mentally occupying 

like:

– Solving crossword, puzzles, sudoku
– Reading a novel/book
– Creating own scrap book
– Surfing Internet
– Doing something creative, such as drawing a picture or build a model
– Playing music

(IIf) Postponement of Worry

When you notice that you are worried, say to yourself, “stop, this is only a thought, 
I am not going to engage in it right now, I’ll leave it here and worry about it later”. 
Next, allocate a particular time of the day, when you will allow yourself 15 min to 
worry. When that time comes, you can engage in your worry for as much as you 
want. However, you do not have to necessarily use this time period in  worrying 
about what was bothering you during the day. If you still decide for using this 
period, please make a note for why you decided to use it.

(IIg) Problem Solving

The goal of problem solving is to train the adolescent in developing confidence in 
their own ability to help themselves meet challenges of daily lives. Before  teaching 
the skill, the therapist emphasizes that problems are a part of everyday life and the 
adolescent needs to learn how to face them rather than avoiding them. Problem 
 solving helps the adolescent become adept at generating alternatives in what may at 
first seem to be difficult situations. The adolescent can be taught the technique using 
examples from his/her daily life and then as a homework assignment. Later, they 
can be asked to pick another problem bothering them and look for a solution to it. 
Following are the stages of solving problems effectively:
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Step 1—Defining the problem. The adolescent is encouraged to define and oper-
ationalize the problem so that it appears a ‘workable’ problem rather than 
something that is impossible to solve. Some ways to describe the problem are:

(1) Stating the situation as clearly and specifically in terms of what is happening, 
what was the other person saying or doing?

(2) Using an objective stance and avoiding blaming and stating the situation in a 
matter of fact way.

Step 2—Generating alternatives. Through use of brainstorming, all possible solu-
tions, no matter how outlandish they may seem, are generated. The therapist needs to 
enable the adolescent to come with as many solutions as possible even if they do not 
seem viable. The therapist can model good brainstorming skills by generating both 
pragmatic and improbable alternatives, and encouraging the adolescent to follow.
Step 3—Evaluating alternatives. The adolescent is asked to evaluate each  
alternative for its viability as well as positive and negative consequences.
Step 4—Choosing the best solution and implementing it. After weighing all  
possible solutions, the adolescent puts into action the best possible solution.
Step 5—Re-evaluating. The last stage involves evaluating the merits of the  
chosen action. In case the solution does not seem to work, one has to go back to 
the pool of alternatives and look for another suitable solution again.

(IIh) Common Cognitive Distortions

See Table A.6.

Table A.6  .

Type Description Example

All or none  
thinking

Splitting things into black-and-white 
categories with no shades of grey in- 
between

“It’s all going totally against 
me”

Jumping to 
conclusions

Guessing what people are thinking,  
with no facts to support our  
assumption

“She hates me, so much for  
her friendship”

Should statements Rigid forms of thinking can lead to  
feelings of guilt and anger

“I must never forget the way  
he insulted me”

(continued)
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Type Description Example

Blaming Holding ourselves or others responsible 
for something that happened that was  
out of our control

“I got angry because they 
messed up today”

Labelling Very quickly giving ourselves or others  
a negative label

“He is irritating”

Overgeneralization Seeing a single event as part of a  regular 
pattern

“That’s it, I’m always unlucky”

Magnification/ 
Catastrophization

Exaggerating the importance of a  
problem

“How terrible, I’ve got no 
clothes to wear for the evening 
party, this is the end!”

Emotional  
reasoning

Taking emotion as evidence for the truth “I feel angry, that proves that 
my friend must have treated  
me badly”

Personalization The adolescent tends to see himself/
herself as the cause of some negative 
external event which he/she may not be 
actually responsible for

“My parents are unhappy 
because I am no good at 
academics”

Disqualifying the 
positives

Rejecting the positive qualities/experi-
ences by insisting that they “don’t  
count” for some reason or other

“I cleared the entrance exam as 
I was lucky”

Mental filter To pick out a single negative detail and 
dwell on it exclusively discounting the 
actual situation

“The trip was all a waste as 
we could not spot a tiger at the 
tiger reserve”

Mind reading Believing that one surely knows how 
someone else is feeling or what they are 
thinking without any evidence

“I know everybody is now 
thinking how poor my sense of 
dressing is”

Fortune telling Believing that one can predict a  
future outcome, while ignoring other  
alternatives

“I know I will never succeed 
in life”

(IIi) Assertiveness Training

In stressful situations that involve others, using effective communication skills can 
decrease demands (e.g. you are able to politely, but firmly, tell someone who is 
asking for your time that you are unable to help, which results in less to do) or 
it can increase your resources (e.g. you can effectively ask for someone’s help to 
do a task, which means it can get done faster). The goal of assertive communica-
tion is to honestly communicate your thoughts and needs in a respectful manner. 
Assertiveness skills include the following:

Using “I” statements
It is one of the most effective assertive communication strategies. Here you speak 

about things from your perspective. You are not blaming or accusing another per-
son, you are simply stating things the way you see them. Using “I” statement can be 

Table A.6  (continued)



Appendix428428

effective in expressing your needs, especially when you wish for another person to 
change their behaviour. Here you can use the format “When (you)… , I feel…. What 
I need is…”. For example, “When you constantly interrupt me, I feel like you have 
no interest in what I have to say. What I need is for you to listen to what I am saying 
without interrupting”.

Be clear and direct
Use short and simple statements. Speak only about what is important and avoid 

going off the topic. Take a few seconds to think about what you are going to say 
and how you are going to say it before you actually speak. Avoid giving a mixed 
message.

Use assertive non-verbal communication
We communicate with words as well as through non-verbal elements such as 

body language. When nonverbal elements are inconsistent with our words, people 
tend to believe the non-verbal message more. For example, if you tell someone 
“That’s a great idea” yet you roll your eyes, the other will probably think that you 
didn’t really mean what you said. Assertive communication includes verbal and 
non-verbal messages that are consistent. Non-verbal assertive communications 
include the following:

•	 Maintain eye contact
•	 Smile, where appropriate
•	 Keep a relaxed, comfortable posture
•	 Speak in a clear, steady voice
•	 Use appropriate gestures

Practice/rehearse
Changing to an assertive communication style and being effective with it 

requires effort. Think through what you will say and even practice it out loud 
before you actually have a discussion with someone. This way, when the time 
comes you will likely be prepared to approach it in an assertive way.

Learn to say no
For some people, stress arises from a difficulty in saying “no” to the requests 

of others. As a result, extra tasks, projects or responsibilities pile up. Eventually 
stress can result as there isn’t enough time in the day to do it all. Some points to 
consider when saying “no”:

•	 You have the right to say “no”: Your time is just as precious as anyone else’s. 
You are not obliged to take on everything you are asked to do. Saying “no” is 
not selfish. It means that you are aware of your limits and that you want to hon-
our the commitments you have already made.

•	 Focus on what is important: Before deciding to say “yes” to a request, think 
about how it fits with what is important to you. If it is important to you and you 
have the time to take it on, go ahead and say “yes”.

•	 Be brief: It is acceptable to provide a reason for denying a request. However, 
don’t go on-and-on about it. Provide a brief explanation—if you choose to do 
so.
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•	 Use the broken record technique: Some people don’t take “no” for an answer. 
When someone is persistent, repeat your wishes without adding anything more. 
You can start with “As I just said…”. If they continue tell them “I don’t think 
you are hearing me, I am saying…” and then end the discussion.

•	 When caught off guard: If someone surprises you with a request and you don’t 
know what to say try “I have to think about it” or “I’ll get back to you”.
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