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Abstract While a plethora of cognitive behavioral

empirically supported treatments (ESTs) are available for

treating child and adolescent anxiety and depressive dis-

orders, research has shown that these are not as effective

when implemented in routine practice settings. Research is

now indicating that is partly due to ineffective EST training

methods, resulting in a lack of therapist competence.

However, at present, the specific competencies that are

required for the effective implementation of ESTs for this

population are unknown, making the development of more

effective EST training difficult. This study therefore aimed

to develop a model of therapist competencies for the

empirically supported cognitive behavioral treatment of

child and adolescent anxiety and depressive disorders using

a version of the well-established Delphi technique. In doing

so, the authors: (1) identified and reviewed cognitive

behavioral ESTs for child and adolescent anxiety and

depressive disorders, (2) extracted therapist competencies

required to implement each treatment effectively, (3) val-

idated these competency lists with EST authors, (4) con-

sulted with a panel of relevant local experts to generate an

overall model of therapist competence for the empirically

supported cognitive behavioral treatment of child and

adolescent anxiety and depressive disorders, and (5) vali-

dated the overall model with EST manual authors and

relevant international experts. The resultant model offers

an empirically derived set of competencies necessary for

effectively treating children and adolescents with anxiety

and depressive disorders and has wide implications for the

development of therapist training, competence assessment

measures, and evidence-based practice guidelines for

working with this population. This model thus brings us

one step closer to bridging the gap between science and

practice when treating child and adolescent anxiety and

depression.
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Introduction

Evidence-Based Practice and Empirically Supported

Treatments

The field of clinical psychology is in an age of evidence-

based practice (EBP), with policy makers highlighting the

use of EBP as a central tenet of health care delivery

(Institute of Medicine 2001). EBP in psychology is defined

as ‘‘the integration of the best available research with

clinical expertise, in the context of patient characteristics,

culture, and preferences’’ (American Psychological Asso-

ciation 2005, p. 1). To engage in EBP, a therapist must

identify a treatment that has proven efficacy for the client’s

target disorder and implement this in a manner that is

sensitive to the client characteristics and his or her needs or

preferences (Spring 2007). Treatments with proven effi-

cacy include those which meet empirically supported

treatment (EST) criteria set out by the American Psycho-

logical Association (APA) Division 12 Task Force on

Promotion and Dissemination of Psychological Procedures

(Chambless et al. 1998; Chambless and Hollon 1998;

Chambless et al. 1996). In general, ESTs are those which

have been found to be effective at treating a target disorder
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within the context of a methodologically rigorous ran-

domized control trial (RCT) comparing the treatment

manual to either an active control treatment or waitlist

control condition (See Chambless and Hollon 1998).

Dissemination and Uptake of Empirically Supported

Treatments

While there are a plethora of ESTs available for a large range

of psychological disorders, research has confirmed that they

are not often utilized by therapists offering therapy in routine

clinical practice (RCP; Goisman et al. 1999), and when they

are implemented, client outcomes are inferior to those seen

in the RCTs in which the EST was initially evaluated

(e.g., Stewart and Chambless 2009). With mounting evi-

dence to suggest that EST training offered to therapists in

RCPs is inadequate to produce the level of therapist com-

petence necessary to effectively implement such ESTs

(Herschell et al. 2010), there is an urgent call for the

development of more effective EST training (Rakovshik and

McManus 2010). However, to move forward with this

endeavor, the field requires a clear understanding of the

specific therapist competencies necessary for effectively

implementing ESTs (Rector and Cassin 2010).

Therapist Competence and Competencies

Interestingly, the conceptualization of competence in pro-

fessional psychology has only recently received attention,

as a part of what is now termed the competencies-based

movement in psychology (Kaslow et al. 2004; Roberts

et al. 2005). The competencies-based movement is a par-

adigmatic shift occurring in professional psychology that

promotes the understanding, education, and assessment

of professional competence in psychological practitio-

ners (Roberts et al. 2005). Competence in professional

psychological practice is defined within this movement as

‘‘the habitual and judicious use of communication,

knowledge, technical skills, clinical reasoning, emotions,

values, and reflection in daily practice for the benefit of the

individual and community being served’’ (Epstein and

Hundert 2002, p. 227). Furthermore, competence is made

up of elements of competence, known as competencies,

which include relevant knowledge, skills and attitudes, and

their integration (Kaslow 2004; Kaslow et al. 2004). In this

manner, the term competence refers to an individual’s

overall capability as a professional psychologist, whereas

competencies are critical components of this overarching

capability, such as the ability to engage a client, knowledge

about common psychological disorders, and the ability to

intervene appropriately (Kaslow et al. 2004).

Since this definition was coined, there have been several

attempts to operationalize the specific competencies

necessary for competent practice in psychology regardless

of therapeutic orientation (e.g., American Psychological

Association 2005; Rodolfa et al. 2005). While these offer

some understanding of the general kinds of competencies

necessary to implement psychotherapy of any theoreti-

cal orientation and are beginning to be used to improve

psychologist training in clinical programs, they do not offer

insight into the competencies necessary for implementing

the procedures and techniques used in specific ESTs

from particular therapeutic orientations for targeted client

populations (Rector and Cassin 2010). For a conceptuali-

zation of therapist competencies to be useful for the

development of effective EST training, it should include

reference to both general therapeutic competencies and

EST-specific competencies (Rector and Cassin 2010).

Competencies for Empirically Supported Treatments

Roth and Pilling (2008) pioneered this endeavor, with the

development of a model of therapist competencies neces-

sary for the empirically supported cognitive behavioral

therapy (CBT)-orientated treatment of two of the most

common psychological disorders in adulthood, anxiety

disorders, and depression. CBT was the therapeutic orien-

tation chosen, as it has received the most empirical support

for the target population (Roth and Pilling 2008). This

model listed competencies under five competency domains,

one of which dealt with general therapeutic competencies

that would be used in any psychotherapy intervention,

and four domains dealing specifically with competencies

necessary for implementing CBT (Roth and Pilling 2008).

The general set of competencies was termed Generic

Therapeutic Competencies, and the four CBT-related

domains were named Basic CBT Competencies, Specific

CBT Techniques, Problem-specific Competencies, and

Metacompetencies (Roth and Pilling 2008). Generic

Therapeutic Competencies include activities that are

employed in all forms of psychotherapy, such as working

ethically with clients, knowledge about mental health

conditions, forming, and maintaining a good therapeutic

alliance with the client, and conducting a generic

assessment. Basic CBT Competencies include activities

that establish the structure and context for the imple-

mentation of Specific CBT Techniques such as setting an

agenda and agreeing on goals for the intervention. Spe-

cific CBT Techniques include the central techniques

employed in effective CBT interventions for adult anxi-

ety disorders and depression such as Exposure techniques

and Guided Discovery. Problem-specific Competencies

list the specific CBT manuals that are effective with each

of the adult anxiety and depressive disorders. These

approaches are divided into both low- and high-intensity

treatments. Low-intensity treatments include self-help and
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guided self-help treatments, and high-intensity treatments

are considered to denote formal psychotherapy delivered

by a therapist. Metacompetencies enable therapists to

adapt the implementation of processes and techniques in

a manner that is responsive to the needs of an individual

client and to implement therapy in a coherent and

informed manner.

The method used to develop the Roth and Pilling (2008)

model involved a version of the Delphi technique. The

Delphi technique is a well-established and widely used

procedure in health care service provision that draws

together both empirical evidence and iterative expert

review to achieve consensus regarding effective and

ineffective treatment approaches (Norcross et al. 2010),

guidelines for best practice (e.g., Garland et al. 2008;

Morrison and Barratt 2010) and to determine professional

competencies (e.g., Morrison and Barratt 2010). Using

such a procedure ensured that the competencies in the

model were closely related to the empirically supported

literature and to current CBT practices (Roth and Pilling

2008). The Roth and Pilling (2008) methodology included:

(1) reviewing the literature to identify the most empirically

supported CBT treatments for each of the adult anxiety and

depressive disorders; (2) reviewing each of these treat-

ments and extracting the competencies necessary to

implement each EST manual in an evidence-based manner;

(3) sending these lists to the authors of the respective EST

manuals for review and validation, and (4) generating an

overall model of therapist competencies for the empirically

supported CBT treatment of any adult anxiety or depres-

sive disorder in conjunction with an Expert Reference

Group (ERG). This ERG consisted of local experts in

anxiety and/or depression-related research, training, and/or

professional practice (Roth and Pilling 2008).

The strength the Roth and Pilling (2008) method is that

it distilled the core competencies required for the effective

cognitive behavioral treatment of adult anxiety and

depressive disorders, and thus, the resultant model offers

enormous insight into the exact competencies that need to

be taught in EST dissemination training programs. A

training curriculum for therapists in RCP has been devel-

oped based upon this model as part of the UK-based,

nationwide dissemination program, Improving Access to

Psychological Therapies (IAPT; Roth and Pilling 2008).

While this program is still in its ‘roll out’ phase, pre-

liminary data indicate that therapist competence increases

following training (McManus et al., in press) and 50–60%

of clients seeking treatment from IAPT-trained therapists

are diagnosis free following treatment (Clark et al. 2009).

Such results highlight the importance of distilling core

competencies required for the use of ESTs for specified

populations and using these to inform dissemination

training programs.

Child and Adolescent Anxiety and Depressive

Disorders EST Competencies

As in the adult literature, anxiety and depressive disorders

are among the most common seen in children and adoles-

cents (e.g., Ford et al. 2003). In the case of child and

adolescent anxiety disorders, CBT is the most empirically

supported treatment (Beidel et al. 1998, 2000; Cohen et al.

2004, 2006; Deblinger and Heflin 1996; Hudson et al.

2009; Kendall and Hedke 2006; Kendall et al. 2008; March

and Mulle 1998; Ollendick et al. 2009; Ost and Ollendick

2001; Pediatric OCD Treatment Study (POTS) Team 2004;

Pincus et al., in press; Pincus et al. 2008; Rapee et al.

2006b; Silverman et al. 2008b). In the case of youth

depression, both CBT and Interpersonal Psychotherapy

(IPT) are considered to be the most empirically supported

treatments for this population (e.g., Brent and Poling 1997;

Brent et al. 1997; Clarke et al. 1990; Curry et al. 2005;

Ferdon and Kaslow 2008; Rohde et al. 2004; TADS Team

2004).

Even though cognitive behavioral ESTs are available for

all of the child and adolescent anxiety and depressive

disorders, many youths suffering with such disorders are

left untreated or are treated with inferior non-EST

approaches in RCP (Goisman et al. 1999). If these disor-

ders are left untreated or are not treated effectively, they

can: (1) persist into adulthood (e.g., Kessler et al. 2005), (2)

develop into substance abuse disorders, and/or suicidality

later in life (Angold et al. 1999; Brent 1995; Rudd et al.

2004), and (3) cost the government large amounts in long-

term health care provision (e.g., Weissman et al. 1999) and

welfare to compensate for an inability to work or live

independently due to their chronic disorder presentation

(Last et al. 1997; Waghorn et al. 2005).

While the empirically supported CBT treatments for

children and adolescents with anxiety and depressive dis-

orders are usually downward extensions of the adult CBT

treatments for these same disorders, there is a substantial

degree of difference between the effective delivery of these

treatments and those developed for adults. Several differ-

ences are listed later. Firstly, when working with children

and adolescents, the therapist must be aware of and be able

to adapt the nature and implementation of the CBT strat-

egies and session pacing to the level of social, cognitive,

and emotional development that the child or adolescent

presents with (e.g., Kingery et al. 2006; Ollendick and

Hovey 2010; Sauter et al. 2009). Secondly, the therapist

must consider family environment factors that may be

maintaining the disorder in the child or adolescent and

appropriately intervene on these (e.g., Sheeber et al. 2007;

Wood et al. 2003). Finally, the therapist must also respond

to ethical requirements with regard to providing psycho-

therapy to minors (e.g., Curry and Reinecke 2010).
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As can be seen, effectively treating children and ado-

lescents with anxiety and depressive disorders requires an

additional set of competencies that is not required in the

empirically supported treatment of adults and as such, are

not represented in the Roth and Pilling (2008) model. The

Roth and Pilling (2008) model is limited in terms of its

utility for developing therapist training programs for the

empirically supported treatment of children and adoles-

cents with anxiety and depressive disorders. Since there is

currently no model that represents these child- and ado-

lescent-specific therapist competencies, this study aims to

develop a model of therapist competencies for the empir-

ically supported cognitive behavioral treatment of children

and adolescents with anxiety and depressive disorders

using a similar Delphi technique methodology as the one

employed by Roth and Pilling (2008).

Method

Identifying Empirically Supported CBT Treatments

In order to identify cognitive behavioral ESTs for child and

adolescent anxiety disorders and depression, the authors

first searched a series of EST reviews of child and ado-

lescent anxiety disorder (Barrett et al. 2008; Silverman

et al. 2008a, b) and depression (Ferdon and Kaslow 2008)

treatments. These reviews ranked treatments into the four

EST efficacy classes outlined by the APA Division 12 Task

Force (Chambless et al. 1996, 1998; Chambless and Hollon

1998). Secondly, the authors updated this list by replicating

the search strategies outlined in these review articles for the

period between Jan 2006 to Jan 2010 and added those more

recent treatments to the EST lists produced by the review

articles.

In an attempt to limit the cognitive behavioral ESTs

included to those with the strongest evidence base, the

authors included only those that demonstrated at least

probable efficacy at treating their target disorder (i.e., we

selected those treatments ranked as either Probably Effi-

cacious or Well Established). It is important to note that

treatments that had been compared to an active, non-CBT

control treatment were favored over those which had

compared CBT to a waitlist control. ESTs that were

included can be seen in Table 1, along with the trial in

which they were evaluated, the primary diagnosis of sub-

jects treated in the trial, and their ages. As can be seen in

Table 1, ESTs targeting each of the child and adolescent

anxiety and depressive disorders in the text revised,

fourth edition of the Diagnostic and Statistical Manual of

Mental Disorders (DSM-IV-TR) were included (American

Psychiatric Association 2000). It is important to note that

unlike Roth and Pilling (2008) who included both

high- and low-intensity treatments in the development of

their model, only high-intensity treatments were included

in the development of this model. While there are some

low-intensity treatments available for anxiety disorders in

children and adolescents (e.g., Rapee et al. 2006a; Spence

et al. 2006), these treatments did not meet the aforemen-

tioned criteria and were, thus, not included.

Reviewing Treatment Manuals and Extracting

and Validating Competency Lists

The authors obtained all of the EST manuals listed in

Table 1 by either emailing the first author on the EST

manual and requesting a copy or purchasing the EST

manual from the publisher. The first author of this paper

then reviewed each of the ESTs intensively, with the aim of

extracting a full list of therapist competencies necessary for

implementing each manual. If any problems arose in this

process, the second and third authors were consulted for

discussion and clarification.

After compiling a list of competencies for each EST

manual, the authors of this paper sent each list to the first

author of the corresponding EST, via email. In this email,

the EST authors were asked to read the list of competencies

that had been extracted from their manual and comment on

whether this list adequately represented the full set of

competencies that a therapist would need in order to

implement this treatment with a child or adolescent

suffering from the disorder(s) that the EST targeted. In

doing so, the authors of this paper asked EST authors to

add any competencies that may have been omitted, delete

any competencies that were considered unnecessary, and/or

modify competencies that they considered could have been

better described.

Seven of the 10 EST authors responded and provided

feedback with some modifications. Modifications made by

the authors of the ESTs were minor and primarily altered

the phrasing of competencies rather than making major

additions or deletions to the competencies identified by the

authors of this paper. This means that the degree of

agreement between the authors of this paper and the EST

authors was high. The authors of this paper then made these

modifications to the competency lists and sent the modified

lists back to the corresponding EST author for their

approval and validation.

Model Building

In order to develop the overall model of therapist compe-

tencies for the treatment of any of the DSM-IV-TR child or

adolescent anxiety or depressive disorders, the authors of

this paper: (1) compiled a list of competencies necessary

for treating a child or adolescent with any of the 10 ESTs

92 Clin Child Fam Psychol Rev (2011) 14:89–109

123



included in the review and tentatively situated these into

the Roth and Pilling (2008) five-domain structure, (2)

compiled an ERG of seven local experts in research,

training, and/or professional practice related to CBT for

child and adolescent anxiety and depression, and (3)

worked in collaboration with these experts to develop the

model. The topics of discussion at the ERG meeting per-

tained to both the content and the structure of the model, at

theoretical and practical levels.

The competency content of the model was largely

informed by the content of the EST manuals for child and

adolescent anxiety and depressive disorders. However, in

some cases, expert opinion also informed those compe-

tencies that were included in the model. For example,

generally, ESTs do not emphasize the use of case formu-

lation or treatment planning as a part of their competent

implementation; however, the ERG agreed that therapists

in RCP require these competencies and thus included them

in the model.

The ERG discussed the Roth and Pilling (2008) five-

domain structure and decided to modify this to include only

three domains, which are further described in the results

and discussion section of this paper. This decision was

made to make the overall model easier to read and to make

each specific competency more amenable to being opera-

tionalized into training modules. In addition to this, the

ERG decided to group related competencies together, so as

to conceptually, and visually, organize competencies by

similarity in the processes or techniques involved. Finally,

the ERG agreed that competencies specific to the treatment

of children and adolescents should be highlighted within

the model, so as to emphasize the important adaptations

that are necessarily made when treating anxious and

depressed children and adolescents. This led to the decision

to shade competencies specific to child and adolescent

treatment gray and to leave competencies shared between

child and adolescent, and adult treatments white (See

Fig. 1). It should be noted, however, that the distinctions

between child- and adolescent-specific competencies and

shared competencies are not absolute and are used pri-

marily as indicators of the central child and adolescent

adaptations that emerged during the development of the

model.

After the ERG meeting, the authors met to compile the

overall model of therapist competencies in accordance with

discussions at the ERG meeting. In order to ensure that this

model reflected decisions made in the ERG meeting, the

model was emailed to the ERG asking for their feedback.

One minor suggestion pertaining to the structure was made

by one of the ERG members, and the authors of this paper

made this modification to the model, in line with the

consensus achieved at the ERG meeting.

Table 1 Child and adolescent anxiety disorder and depression empirically supported treatments (EST)

EST trial EST manual Primary diagnosis Age

(years)

Ollendick et al. (2009) One session treatment (Ost and Ollendick 2001) Specific phobia 7–16

Pincus et al. (in press) Panic control therapy for adolescents (Pincus et al. 2008) Panic disorder with or

without agoraphobia

14–17

Cohen et al. (2004) Trauma-focused cognitive behavioral therapy (Deblinger

and Heflin 1996)

Post-traumatic stress

disorder

8–14

Pediatric obsessive compulsive disorder

treatment study team (2004)

Obsessive compulsive disorder in children and adolescents

(March and Mulle 1998)

Obsessive compulsive

disorder

7–17

Beidel et al. (2000) Social effectiveness therapy for children (Beidel et al. 1998) Social phobia 8–12

Hudson et al. (2009) Cool kids (Rapee et al. 2006) Generalized anxiety

disorder

Separation anxiety

disorder

Social phobia

7–16

Kendall et al. (2008) Coping cat (Kendall and Hedke 2006) Generalized anxiety

disorder

Separation anxiety

disorder

Social phobia

7–14

Rohde et al. (2004) Coping with depression for adolescents (Clarke et al. 1990) Major depressive disorder 13–17

Brent et al. (1997) Cognitive therapy (Brent and Poling 1997) Major depressive disorder 13–18

Treatment for adolescent depression study

(2004)

Treatment for adolescent depression study cognitive

behavioral therapy manual (Curry et al. 2005)

Major depressive disorder 12–17
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Treatment Author Model Validation

While pooling together the competencies from different

treatments into one overall model, the authors ran the risk

of omitting important competencies necessary for the

implementation of any one of the individual EST man-

uals. As such, an additional step was undertaken to

ensure such an omission was not made. This step

involved emailing the final model to each EST manual

author who had been included in the competency list

validation phase requesting comment on whether the

model continued to adequately represent the full set of

competencies necessary for implementing their specific

EST manual. Four of seven EST authors offered feed-

back, and the authors of this paper met to discuss these

suggestions and modified the model accordingly. Modi-

fications pertained to the need to include psychoeducation

regarding the disorder and to emphasize the importance

of flexible treatment implementation within a number of

the competencies.

International Expert Model Validation

In an attempt to improve the external validity of the

model, the model was sent to a number of international

experts in the field of research, or training related to the

empirically supported, cognitive behavioral treatment of

children and adolescents with anxiety or depressive dis-

orders. Experts who were well published in and/or

developed and facilitated training for the empirically

supported CBT treatment of children and adolescents with

anxiety or depressive disorders were contacted via email.

Experts were asked to comment on whether: (1) the

structure of the model was clear and useful and (2) the

content was accurate, or whether they would modify, add,

or delete any of the competencies.

Seven international experts offered feedback consisting

of minor changes, and the authors met to discuss these

suggestions and modified the model accordingly. All

experts considered the structure and organization of the

model to be clear and useful. Feedback relating to the

content included the need to place greater emphasis on

having a good understanding of relevant child and ado-

lescent characteristics which can impact upon therapy.

The characteristics referred to included factors such as

important life transitions, bullying and peer victimization

experiences, traumatic events, and learning disorders. It

is important to note here that three of the seven inter-

national experts were also EST manual authors who

had participated in previous stages of the model

development.

Results and Discussion

Review of 10 ESTs for child and adolescent anxiety and

depressive disorders, along with EST author, and both local

and international expert review and input, resulted in the

development of a model of therapist competencies for the

empirically supported cognitive behavioral treatment of

children and adolescents with anxiety disorders and

depression. This model is represented in Fig. 1. The fol-

lowing section aims to describe each of these domains in

further detail, with reference to the competency categories

and individual competencies within each domain. The

descriptions provided are not exhaustive, and the interested

reader may obtain further information on any of the com-

petencies in the model upon request from the first author.

Following this description of the model, important simi-

larities and differences that exist between this model and

the treatment of anxious and depressed adults and children/

adolescents will be highlighted.

Generic Therapeutic Competencies

Generic Therapeutic Competencies are those competencies

needed to relate to people and are common to all psycho-

logical interventions (Roth and Pilling 2008). These com-

petencies are therefore not specific to the implementation

of CBT. The competency categories within the Generic

Therapeutic Competencies and the individual competen-

cies within this domain are described later.

Practicing Professionally

The child or adolescent therapist should possess and utilize

up-to-date knowledge of professional, ethical, and legal

codes of conduct relevant to working with children and

adolescents and their families. While a therapist who works

with adults should also work within professional, ethical,

and legal codes of conduct, the child and adolescent ther-

apist requires additional knowledge and skills relating to

issues such as gaining informed consent from parents for

the child or adolescent’s intervention, and the limits to the

information that may be shared with parents, due to con-

fidentiality codes.

Given that there is increasing evidence to suggest that

supervision is a key component in effective training and

practice in EBP (Rakovshik and McManus 2010), a ther-

apist’s willingness and ability to participate in supervision

must be emphasized here. However, it is certainly not

enough for a therapist to be willing and able to seek

supervision; supervision must be available to the clinician.

At present, this is not reflected in current training methods

for disseminating ESTs (e.g., Herschell et al. 2004) and is
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an area that is beginning to receive the attention it requires

(e.g., Beidas and Kendall 2010; Falender and Shafranske

2010).

An open and positive attitude toward psychotherapy

research and the ability to access critically evaluate and

make use of this research to inform practice is necessary in

clinical practice (Nelson and Steele 2007; Stedman and

Schoenfeld, in press). This is an important point of dis-

cussion, as there is substantial evidence to indicate that

therapists in RCP hold some negative attitudes toward

psychotherapy-related research and EBP (e.g., Aarons

2004; Addis and Krasnow 2000; Barry et al. 2008; Born-

trager et al. 2009) and that such attitudes partially predict

the use of EBP to inform practice (Nelson and Steele

2007). Recent evidence suggests that providing accurate

information about research findings increases the likeli-

hood that a clinician will use this information to guide

clinical practice (Stewart and Chambless 2007). However,

given that organizational climate and culture also play a

part in the adoption of EBP, changes at the organizational

level are required in order to ensure that EBPs are imple-

mented in RCP (Aarons and Sawitzky 2006; Mendel et al.

2008).

Finally, an important competency for therapists imple-

menting EBP is the ability to self-assess current levels of

competence in relevant areas and to seek further profes-

sional development based on the results of this assessment.

Interestingly, while this is an important task for the ther-

apist, and an expectation of any professional, little research

has been performed in an attempt to understand or improve

therapist self-assessment of competence (Bellande et al.

2010). Further, the results of the research that has been

done in this area indicate that therapists are poor at

undertaking such self-assessments of competence (e.g.,

Davis et al. 2006). In order for improvements in this state

of affairs, it has been suggested that self-assessment tools

be developed and that training in reflective practice and the

use of such tools be required (Bellande et al. 2010; Kaslow

et al. 2009). Certainly, this is an area of increasing interest

around EBP in psychology and warrants mention in this

competencies model.

Understanding Relevant Child and Adolescent

Characteristics

When implementing any form of psychotherapy, detailed

knowledge about client characteristics that can impact on

therapy is important. When working with children and

adolescents, the pertinent client characteristics include

general patterns of cognitive, social, and emotional

development across childhood and adolescence, environ-

mental factors (e.g., family structure and relationships), life

events (e.g., bullying, trauma), individual differences (e.g.,

learning disorders, familial culture), and comorbidity. For

more information on these topics, see relevant handbooks

that detail theory, research, and practice guidelines related

to these topic areas (e.g., Adams and Berzonsky 2003;

Besag 2006; Damon and Lerner 2008; Davies 2010; Eshun

and Gurung 2009; Field 2007; Fletcher et al. 2007;

Goswami 2003; Odom et al. 2007).

Building a Positive Relationship

As is the case with adults, children and adolescents are

more likely to engage in therapy if the therapist shows

appropriate levels of warmth, concern, confidence, and

genuineness and avoids negative interpersonal behaviors

such as aloofness or impatience (Chu et al. 2009; Roth and

Pilling 2008). However, the engagement of children and

adolescents also requires the therapist to engage in addi-

tional behaviors that accommodate both the developmental

level of the child or adolescent and their typically low

levels of intrinsic motivation for therapeutic change (Chu

et al. 2009; Miller and Rollnick 2002; Piacentini and

Bergman 2001). For children, this might mean playing

interactive games, whereas for adolescents, it may mean

engaging in conversational topics that interest the adoles-

cent such as their hobbies or their peer group activities

(Sauter et al. 2009) and ensuring that the adolescent’s

personal goals are integrated with the goals of the therapist

or program (Dawes and Larson, in press). Furthermore, the

pacing of sessions would need to be adjusted on the basis

of developmental level and degree of interest in and

motivation for therapy.

The therapeutic alliance is defined as a combination of

therapist–client emotional bond, collaboration on tech-

niques, and agreement on goals and is associated with

positive treatment outcomes for youth seeking treatment

for internalizing disorders (Hawley and Weisz 2005; Shirk

et al. 2008). The therapeutic alliance with a young person is

enhanced by the therapist promoting collaboration with the

child and avoiding behaviors such as attempting to find a

common ground between themselves and the child,

behaving in an overly formal manner, and pushing the

young person to talk (Creed and Kendall 2005). Given that

parent–therapist alliance is associated with child session

attendance and retention, the youth therapist should also

form an alliance with the young person’s parent in an effort

to keep the young person in therapy (Hawley and Weisz

2005).

When developing and maintaining alliances with both

parent and child, the therapist should be able to avoid over

identifying with either party, thereby continuing to make

decisions based on ethical, professional responsibilities

toward the child or adolescent as their client (Curry and

Reinecke 2010). The interested reader is directed to a

96 Clin Child Fam Psychol Rev (2011) 14:89–109

123



growing body of literature regarding the therapeutic alli-

ance in the treatment of children and adolescents (e.g.,

Chiu et al. 2009; Hawley and Weisz 2005; Kazdin et al.

2005; Kendall et al. 2009; Liber et al. 2010; Shelef et al.

2005; Shirk et al. 2008).

Finally, instilling hope and optimism for positive change

is important in the treatment of youth. These motivators

should be based upon current evidence regarding the effi-

cacy of treatments for the particular difficulty that the child

or adolescent is experiencing (March and Mulle 1998).

Conducting a Thorough Assessment

When conducting a thorough assessment of the child or

adolescent, the presence of psychological disorders should

be determined using an evidence-based assessment

approach (e.g., Silverman and Ollendick 2008). This

approach requires proficient use of multiple methods

including a reliable and valid structured diagnostic inter-

view, self-report, and behavioral observational measures,

and multiple informants including the child/adolescent,

parent, teacher, and/or allied health professional (e.g.,

Silverman and Ollendick 2008). Therefore, the child and

adolescent therapist assesses both the child or adolescent

and other relevant parties (generally including at least one

of the parents) and subsequently amalgamates both reports,

even when those reports diverge (e.g., Ollendick and

Hovey 2010; Silverman and Ollendick 2008). Information

from each assessment method and source is then to be

analyzed in order to arrive at a clinical diagnosis with

consideration of differential diagnoses (For more infor-

mation on assessment see Essau and Ollendick 2009;

Langley et al. 2002; Silverman and Ollendick 2008).

When conducting a thorough assessment, an appraisal of

the presence of child- and family-specific characteristics

which may impact upon treatment is recommended. These

characteristics include the child or adolescent’s current

level of functioning, engagement in and nature of peer

relationships, developmental history and stage, suitability

for intervention, and family functioning. At present, there

is no one particular way in which such an assessment

should be done; however, in response to this need, reliable

and valid assessments of some of these factors which can

impact on therapy, such as developmental readiness for

CBT (Sauter et al. 2010), and the presence of parenting

practices common in families of youth with internalizing

disorders (Ehrenreich et al. 2009) are becoming available.

This is certainly an exciting area of study that requires

more research attention across therapeutic orientations.

Assessment of children should be developmentally

sensitive, with therapists drawing upon knowledge that

child’s interpretation of language related to worry or

emotion can be very different to that of adults and that their

ability to accurately report specific details related to cog-

nitions or emotions may be hindered (See Schniering et al.

2000 for a review). Knowledge of these developmental

issues related to child emotion–related language interpre-

tation and reports should not only be utilized in the initial

assessment process, but also throughout child/adolescent

treatment.

Finally, a thorough evaluation of suicide risk should be

undertaken with children and adolescents and managed in

an ethical manner (Berman et al. 2006; Goldston 2003;

Sarkar et al., in press) Since there is emerging evidence that

suicidal phenomena in children differs to that of adoles-

cents, the competent therapist should be aware of these

differences and incorporate the knowledge of these dif-

ferences into their suicide assessment and management

plan (Sarkar et al., in press).

CBT Competencies

CBT Competencies are those competencies necessary to

plan, implement, and flexibly adapt Specific CBT Tech-

niques with the individual child and their parents. The

competency categories and the individual competencies

within this domain are described later.

Understanding Relevant CBT Theory and Research

A therapist who is competent at implementing CBT with

youth should have a solid understanding of the theoretical

underpinnings of CBT models (i.e., the interrelationships

of cognitions, emotions, behaviors and the environment)

and the ability to apply CBT practices in line with these

theoretical underpinnings (e.g., Beck et al. 1979; Lewisohn

1974; Roth and Pilling 2008). When working specifically

with anxiety and depressive disorders, the CBT therapist

should have a good understanding of the specific cognitive,

behavioral, and environmental factors that tend to con-

tribute to the development and maintenance of anxiety and

depressive disorders and be able to identify the presence

and nature of these in the particular client being seen (Roth

and Pilling 2008).

Anxious and depressed youth share similar cognitions

(e.g., overestimation of the probability and cost of feared

events, negative view of self, world, and the future) and

behaviors (e.g., avoidance of feared situations, withdrawal

from engagement in goal directed behaviors and pleasant

activities) with anxious and depressed adults (e.g., Crowe

et al. 2006; Kendall et al. 1990; Southam-Gerow and

Kendall 2000; Vasey et al. 1996; Weems et al. 2001). A

detailed exposition of these cognitions and behaviors will

not be entered into due to a lack of space, but the interested

reader is directed toward this literature to gain further

understanding of the nature of these maintaining factors in
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children and adolescents with anxiety and depressive dis-

orders. One noteworthy point, however, is that recent evi-

dence indicates that youth with internalizing symptoms are

characterized by a unique cognitive profile, which distin-

guishes them from their peers with externalizing symp-

tomatology (Schniering and Rapee 2004). In addition, the

strength of the relationship between these cognitions and

internalizing disorders appears to increase with age across

childhood and adolescence, which may alter the way a

therapist uses CBT to treat younger children (Perez-Olivas

et al. 2008; Watts and Weems 2006).

When working with children and youth, familial factors

that tend to maintain child and adolescent anxiety and

depressive disorders should also be taken into account.

Broadly speaking, in the case of anxiety disorders, such

family factors typically involve excessive parental intru-

siveness, overprotection, and control (Greco and Morris

2002; Hudson et al. 2008; Hudson and Rapee 2001, 2005),

and parental modeling of anxious behaviors (e.g., Capps

and Ochs 1995; Whaley et al. 1999). In depression, such

familial factors involve excessively high expectations of

the child or adolescent, coupled with low levels of praise or

positive reinforcement (Cole and Rehm 1986), and a poor

parent–child/adolescent relationship characterized by poor

family problem-solving, negative parent–adolescent affect,

high parent–adolescent conflict, and mutual criticism

(Asarnow et al. 1994; Ge et al. 1996; Sheeber et al. 2007).

Emerging research now suggests that parenting behav-

iors such as those listed above are significant moderators of

child disorder onset (McLeod et al. 2007). The way in

which parent behaviors moderate the onset of these disor-

ders is currently under debate; however, evidence suggests

that parents may offer disorder-related verbal information,

vicarious learning, and direct conditioning, which provide

pathways for the development of cognitive processes that

subsequently lead to the development and maintenance of

psychopathology (Muris and Field 2008).

Devising, Implementing, and Revising a CBT Case

Formulation and Treatment Plan

Drawing upon the knowledge of those cognitive, behav-

ioral, and environmental factors which tend to maintain

anxiety and depression, and information obtained through

the assessment process, a CBT case formulation of the

causes and maintaining factors of the individual’s problem

can be devised (Bieling and Kuyken 2003; Boschen and

Oei 2008). Further, a treatment plan that aims to intervene

on those maintaining factors can be developed. The treat-

ment plan should include appropriately selected and

sequenced Specific CBT Techniques seen in Fig. 1. When

developing this treatment plan, the therapist should con-

sider the social, emotional, and cognitive capacity of the

young person to make use of Specific CBT Techniques to

be included (Barrett and Ollendick 2004). When making

such decisions, the chronological age of the young person

should only be used as a guide, given that each individual

varies with regard to the pace at which he or she meets

developmental milestones within each domain of func-

tioning (Holmbeck et al. 2006).

Developmental considerations that the therapist might

take into account with regard to social maturation include

whether or not the child or adolescent has reached the stage

of seeking autonomy from parents (Sauter et al. 2009). This

factor may be important in treatment planning, since some

research has shown that the inclusion of parents in therapy

is more important for positive outcomes among children

who have not reached this stage of autonomy seeking than

among adolescents who have reached this important stage

of social maturation (Barrett et al. 1996). However, the

degree of parental involvement in treatment should also be

determined based upon family functioning, parent–child

relationship, and the parent’s willingness and ability to

assist (Curry and Reinecke 2010; Kendall and Beidas

2007).

Since a client’s ability to recognize, differentiate, and

regulate emotions is imperative to the successful imple-

mentation of CBT (Bailey 2001; Kingery et al. 2006;

Suveg et al. 2009), these factors should be considered when

planning treatment. For example, younger children may

require more time to be spent on learning to recognize and

differentiate emotions before they can understand that

different thoughts lead to different emotions and that

thoughts can be modified. When making treatment plan-

ning decisions based upon the child or adolescent’s stage of

cognitive development, the individual’s ability to engage in

self-reflection and metacognitive processes ought to be

considered (Sauter et al. 2009). For example, when treating

children who have limited metacognitive awareness, it may

be necessary to include more behaviorally orientated

Specific CBT Techniques such as In vivo Exposure or

Behavioral Activation rather than more cognitively

demanding techniques such as cognitive restructuring.

This approach to treatment planning is akin to a modular

approach and the common elements movement (e.g.,

Chorpita et al. 2004, 2005, 2007). This approach asks the

therapist to choose Specific CBT Techniques based on the

client case formulation rather than implementing a differ-

ent treatment manual for each disorder in the diagnostic

profile. This modular approach is more acceptable to

therapists in RCP than the latter and has the potential to

increase the uptake of ESTs in RCP (Borntrager et al.

2009; Garland et al. 2008).

As outlined in the model (Fig. 1), the initial sessions of

treatment should include psychoeducation regarding the

nature of the disorder, an individualized case formulation,
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and the treatment plan, which is communicated in language

that is appropriate for both the parent and child. Subse-

quently, the treatment goals should be negotiated between

the parent, child, and therapist. This can be difficult when

parent and child/adolescent goals differ to one another;

however, a range of strategies may assist in resolving the

discrepancy, including communication and negotiation

skills.

As therapy progresses, the child/adolescent CBT thera-

pist should use questionnaire measures and self-monitoring

to guide therapy, identify obstacles or areas of risk (e.g.,

self-harm and suicidality), make decisions about revisions

of the case formulation or treatment plan, and assess client

outcome (Roth and Pilling 2008). Typical obstacles that

may occur in the treatment of childhood internalizing

disorders include the denial of anxiety, the presence of

realistic fears, non-compliance, resistance, and parent

unwillingness to assist, or attempts to use sessions to dis-

cuss topics that are irrelevant to the goals of treatment

(Curry et al. 2005; Kendall and Hedke 2006; Rapee et al.

2006). When obstacles to treatment are identified, these

may be managed by drawing upon relevant theory and

research (seen in Fig. 1, Understanding Relevant CBT

Theory and Research), and supervision (see Fig. 1, Prac-

ticing Professionally).

Collaboratively Conducting CBT Sessions

Working collaboratively with the child/adolescent and

family is critical to maintaining client motivation and skill

acquisition and implementation (Creed and Kendall 2005).

Activities that can maximize this collaboration include

jointly setting and adhering to session goals or agenda,

sharing the rationale for each Specific Technique with the

client, eliciting and responding to client feedback and

client’s current mood and life events, and jointly setting,

planning, and reviewing personally meaningful homework

(Roth and Pilling 2008). With regard to homework in CBT,

the interested reader is directed toward theory and research

pertaining to the role of homework, and therapist knowl-

edge, skills, and attitudes relevant for the effective use of

homework in CBT in general (Detweiler-Bedell and

Whisman 2005; Haarhoff and Kazantzis 2007; Kazantzis

and Daniel 2008; Kazantzis et al. 2005; Kazantzis et al.

2005) and when implementing CBT with children and

adolescents in particular (Gaynor et al. 2006; Houlding

et al. 2010; Hudson andand Kendall 2002).

It is also important to implement Specific CBT Tech-

niques flexibly for the client’s idiosyncratic disorder pre-

sentation, needs or preferences, cultural background, and

current mood. There is a large body of literature on flexi-

bility in CBT which provides a detailed discussion on this

topic (e.g., Chu et al. 2009; Grover et al. 2006; Kendall and

Beidas 2007; Kendall et al. 1998; 2006). Further, appro-

priate use of experiential strategies such as role play,

modeling, corrective feedback, and reinforcement should

also be used when implementing Specific CBT Techniques

in session (e.g., Beidel et al. 1998).

Therapists should draw upon the assessment information

and the case formulation to deliver Specific CBT Tech-

niques in session with developmental sensitivity, an

appropriate level of in-session collaboration between child

or adolescent, parent, and therapist and assist parents to

take an appropriate role in homework completion between

sessions. With regard to implementing sessions with

developmental sensitivity, the therapist must be able to

adapt the Specific CBT Techniques included in the treat-

ment plan for the young person’s stage of social, emo-

tional, and cognitive development. There is a substantial

literature on implementing CBT sessions with develop-

mental sensitivity, which the interested reader may access

for further information (Barrett and Ollendick 2004; Bou-

chard et al. 2004; Cartwright-Hatton and Murray 2008;

Choate-Summers et al. 2008; Kingery et al. 2006; McAd-

am 1986; Nelson and Nelson 2010; Ollendick et al. 2001;

Piacentini and Bergman 2001; Sauter et al. 2009).

With reference to parent involvement, the therapist who

has planned for parents to be extensively involved in

therapy ought to be capable of the practicalities of parent

inclusion in the in-session collaborative relationship and

between sessions as their child’s coach. The coach is an

assistant who helps the child or adolescent to complete

tasks, a motivator, who provides reinforcement for involve-

ment in treatment, effort and successes, and a facilitator,

who provides opportunity for skill practice outside of

therapy (Rapee et al. 2006). Coaches should also be noti-

fied about negative behaviors that they may want to engage

in (e.g., criticizing the child, permitting avoidance) and

ways to overcome these by facilitating the child’s own use

of Specific CBT Techniques to cope in difficult situations.

Specific CBT Techniques

Specific CBT Techniques are those cognitive behavioral

techniques that have proven efficacy for treating child and

adolescent anxiety disorders and depression (Roth and

Pilling 2008). As seen in Fig. 1, these techniques are

divided into five categories, based on whether they aim to

modify thoughts (Managing Negative Thoughts), behaviors

(Changing Maladaptive Behaviors), mood and arousal

(Managing Maladaptive Mood and Arousal), general skills

(General Skills Training), or the family environment

(Modifying the Family Environment) and are further

described in Tables 2, 3, 4, 5, 6, respectively. It can be

argued that a number (if not all) of these techniques could
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be placed into one or more other categories, as most

techniques tend to have more than one aim and impact on

multiple maintaining factors. For example, behavioral

experiments have been placed into the managing negative

thoughts category because its usual stated aim is to provide

the individual with a chance to test out their negative

thoughts and predictions. But it could as accurately be

placed into the Changing Maladaptive Behaviors category,

as it generally involves encouraging the child or adolescent

to enter avoided situations.

Table 2 Descriptions of Specific CBT Techniques from the managing negative thoughts category

Specific CBT technique Description

Cognitive restructuring Cognitive restructuring for anxiety and depression is a technique where the child or adolescent is asked to identify his

or her negative, unrealistic or unhelpful thoughts, evaluate evidence for and against these, and generate a more

positive, realistic or helpful thought based on this evidence (e.g., March and Mulle 1998; Ost and Ollendick 2001;

Pincus et al. 2008). While for most children and adolescents, cognitive restructuring will center around negative

automatic thoughts, the therapist might consider applying these techniques to deeper level cognitions including

underlying assumptions and core beliefs when the child or adolescent is capable of doing so (Brent and Poling 1997)

Behavioral experiments Behavioral experiments involve the client identifying, testing out, and evaluating the validity of predictions about

avoided situations (e.g., Brent and Poling 1997)

Thought substitution/

self-talk

Thought Substitution, also known as ‘Self-Talk’, asks the child or adolescent to identify negative, unrealistic or

unhelpful thoughts and without entering into evidence finding procedures seen in cognitive restructuring, simply

generate a more positive, realistic, or helpful thought to replace it with (e.g., Kendall and Hedke 2006; March and

Mulle 1998). This is more useful than cognitive restructuring with younger children who lack the ability to engage in

cognitive processes involved in evidence finding

Positive imagery Positive imagery asks the child or adolescent to identify negative images that they experience and replace these with

positive ones (e.g., Deblinger and Heflin 1996)

Thought stopping/

interruption

Thought Stopping, also known as ‘Thought Interruption’, asks the child to catch themselves having a negative thought

and to use a strategy helpful for them to stop this thought (e.g., Clarke et al. 1990). These strategies can include

saying ‘‘stop’’ out loud or internally, flicking a rubber band on ones wrist, or setting aside worry time (e.g., Clarke

et al. 1990)

Thought acceptance Thought acceptance is aimed at having the child or adolescent recognize that their thoughts may or may not be true

and to cultivate and encourage a non-attachment to the thought (March and Mulle 1998). This technique is akin to

techniques such as cognitive defusion in Acceptance and Commitment Therapy, which do not ask the individual to

alter the nature of the thought (as in traditional cognitive restructuring), but rather alter their engagement in or

relationship with the thought

Table 3 Descriptions of Specific CBT Techniques from the Changing Maladaptive Behaviors category

Specific CBT technique Description

Interoceptive exposure Interoceptive exposure asks the individual to confront feared and avoided somatic sensations (Pincus et al. 2008)

In vivo exposure In vivo exposure asks the child to confront feared and avoided situations, objects, or events (e.g., Beidel et al. 1998)

Imaginal/narrative

exposure

Imaginal/narrative exposure asks the individual to confront feared and avoided mental events including images and

traumatic memories (e.g., Deblinger and Heflin 1996). All three forms of exposure (interoceptive, in vivo, and

imaginal/narrative) should be gradual, endured, repeated, and rewarded (e.g., Rapee et al. 2006)

Response prevention Response prevention aims to curtail the young person’s engagement in problematic behaviors which can serve to

maintain anxiety, such as excessive hand washing or checking in the case of OCD (March and Mulle 1998)

Behavioral activation Behavioral activation is a technique which increases a depressed individual’s engagement in daily activities and goal

directed behaviors (e.g., Brent and Poling 1997). This is aimed at bolstering the degree of positive reinforcement

and reducing the amount of punishment experienced in the environment and promoting mastery experiences for the

depressed individual

Pleasant events

scheduling

Pleasant events scheduling is a feature of behavioral activation and aims to increase the individual’s engagement in

activities that they enjoy or that they enjoyed before developing depression (e.g., Clarke et al. 1990)

Self-evaluation and self-

rewards

In self-evaluation and self-rewards, children are taught to realistically evaluate their performance and reward

themselves for efforts made (e.g., Clarke et al. 1990; Kendall and Hedke 2006; Rapee et al. 2006). This is aimed at

providing youth with positive reinforcement for desirable behaviors in order to encourage further engagement in

these. Training in realistic self-evaluation can also assist with altering excessively high expectations or negative

views of oneself that are typically seen in youth internalizing disorders
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Table 4 Descriptions of Specific CBT Techniques from the managing maladaptive mood and arousal category

Specific CBT technique Description

Emotion identification, expression

and regulation

Emotion identification, expression, and regulation refer to teaching the child or adolescent to identify

different emotions in themselves and others, accept and express a variety of different emotions,

recognize when their emotions are becoming negative and to engage in activities aimed at moderating

and regulating negative emotions (e.g., Brent and Poling 1997; Cohen et al. 2006; Kendall and Hedke

2006; Rapee et al. 2006). Activities that may help with regulating emotions might include, for example,

seeking social support, listening to music or reading a book, and maintaining a present focus (e.g., Brent

and Poling 1997; Curry et al. 2005; Rapee et al. 2006)

Progressive muscle relaxation Progressive muscle relaxation is aimed at reducing muscle tension associated with anxiety or depression

by teaching the client to systematically tense and release muscles in the body (e.g., Clarke et al. 1990;

Kendall and Hedke 2006). When working with children, imagery may facilitate the child’s use of PMR.

For example, the child can pretend to be a robot in the tensing phase, and then a rag doll in the releasing

phase (Kendall and Hedke 2006).

Applied tension Applied tension is a technique used with adults or adolescents who have a specific phobia, blood injection

injury type and experience a dramatic decrease in their blood pressure when confronted with blood,

injections, and/or injuries (e.g., Ost and Ollendick 2001). Applied tension asks the individual to tense

their muscles when confronting feared objects in an attempt to increase their blood pressure by

encouraging to prevent the fainting response (Ost and Ollendick 2001).

Breathing retraining Finally, breathing retraining is aimed at countering the anxiety-related hyperventilation or over breathing

response that some individual’s with panic disorder experience (e.g., Pincus et al. 2008). Breathing

retraining asks the individual to slow down and deepen his or her breathing so as to moderate the amount

of oxygen inhaled (Pincus et al. 2008)

Table 5 Descriptions of Specific CBT Techniques from the general skills training category

Specific CBT technique Description

Problem-solving skills Problem-solving skills are provided in an effort to give those individuals with problem-solving skills difficulties

more effective ways of engaging in problem-solving. This technique typically involves: (1) asking the young

person to define the problem, (2) generate a list of possible solutions to the problem, (3) evaluate the advantages

and disadvantages of each solution, (4) choose one or a combination of several of these solutions, (5)

implement the solution, and (6) evaluate its effectiveness at overcoming the problem (e.g., Rapee et al. 2006)

Interpersonal engagement

skills

Interpersonal engagement skills refer to the young person’s effective engagement of others in social interactions

using age appropriate verbal and non-verbal behavior. This skills technique involves training the young person

to make appropriate use of body language and voice quality, understand social cues, perform greetings and

introductions, start and maintain conversations, listen to and remember what conversational partners have said

and skills for joining and leaving group conversations (e.g., Beidel et al. 1998; Rapee et al. 2006)

Friendship skills Friendship skills aims to teach the child or adolescent age appropriate skills for making and maintaining healthy

friendships (e.g., Beidel et al. 1998). This involves discussion around appropriate places to meet friends, the use

of interpersonal engagement skills to hold an initial conversation, inviting the child to meet up again in an

appropriate setting, and reading social cues to determine the other child’s level of interest. Further discussions

centre on the importance of consistent contact with friends, and appropriate ways of treating others in

friendships.

Communication and

negotiation skills

Communication and negotiation skills involve teaching the child or adolescent effective ways of communicating

with others, and negotiating outcomes with others when their opinions differ (e.g., Curry et al. 2005). This can

include teaching the young person to engage in active listening and reflection of the conversation partner’s

opinions, empathy, patience, and respect. If parents are involved in treatment, then some of these areas may

also be covered in Family Communication and Conflict Resolution techniques (e.g., Curry et al. 2005)

described in Table 6

Assertiveness skills Assertiveness skills training aims to teach youth how to carry out age, culture, and context appropriate assertive

behaviors. Broadly speaking, these assertive behaviors include both verbal and non-verbal behaviors related to

communicating one’s opinions, thoughts, needs, and feelings in a manner that is open, honest, and direct, and

most importantly, respects the rights of the self and others (e.g., Curry et al. 2005; Rapee et al. 2006)

Dealing with bullying skills The aim of dealing with bullying skills is to provide children and adolescents with effective and adaptive ways of

dealing with bullying (Rapee et al. 2006). Examples of ways children and adolescents may be able to deal with

bullying include talking to someone about the bullying, ensuring peers are surrounding them, acting in a more

confident way and developing clever and non-accusatory comebacks to bullying (e.g., Rapee et al. 2006)
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Similarities with and Differences to the Adult Model

The results of this study have provided a comprehensive

model of therapist competencies required for the empiri-

cally supported cognitive behavioral treatment of anxiety

and depressive disorders in youth. The main similarities

and differences between the competent treatment of chil-

dren/adolescents as outlined by this model and the com-

petent treatment of adults as outlined by Roth and Pilling

(2008) will be summarized in the following paragraph.

Similarities and Differences in Structure

As mentioned in the method section of this paper, the ERG

decided to include only three competency domains, instead

of the five which were included in the Roth and Pilling

(2008) model. This model shares the Generic Therapeutic

Competencies and the Specific CBT Techniques domains

with the Roth and Pilling (2008) model. Instead of

including both the Basic CBT Competencies and the

Metacompetencies from the Roth and Pilling (2008)

structure, the ERG, having found that distinctions between

these were hard to make, combined these two domains into

what was subsequently termed CBT Competencies. Fur-

thermore, given that the Roth and Pilling (2008) Problem-

specific competencies domain simply listed the ESTs used

for each anxiety and depressive disorder, this domain was

excluded by the ERG since it did not provide any addi-

tional information regarding competencies. The list of

ESTs was considered to be better suited to inclusion within

the text of the paper (Seen in Table 1). Note that this dif-

ference between the adult and the child/adolescent model

was based on ERG opinion in the development of the

model, not on differences in the treatment of adults and

children/adolescents.

Similarities and Differences in Content

Similarities to the Roth and Pilling (2008) adult model of

therapist competencies were seen in basic knowledge,

professional practice, and Specific CBT Techniques that

are utilized irrespective of client age. Specifically, both

models include knowledge competencies that represent a

general understanding of mental health problems in the

targeted population, cognitions, and behaviors that typi-

cally maintain anxiety and depressive disorders, the

Table 6 Descriptions of Specific CBT Techniques from the modifying the family environment category

Specific CBT technique Description

Family communication and conflict

resolution

The aim of family communication and conflict resolution is to improve the nature of the parent–child

relationship for those families that are experiencing difficulties in this area. This is done by teaching

both the parent and the young person about the negative communication styles that often occur in

families of youth with depression, and how to engage in effective listening, negotiation, and conflict

resolution strategies (e.g., Curry et al. 2005)

Parental expectations management The aim of parent expectations management is to work with the parent and the child/adolescent to

identify domains in which parental expectations may be excessively high or low and to negotiate more

age appropriate expectations of the individual (Curry et al. 2005). This is particularly useful with

parents of depressed adolescents, who tend to hold unrealistically high expectations of their teenager

(Curry et al. 2005)

Parent intrusiveness and

overprotection management

The aim of parent intrusiveness and overprotection management is to work with the parent to identify

situations where he or she may be overly intrusive or protective of their child and to learn how to

promote age appropriate independence (e.g., Rapee et al. 2006). This is particularly useful for parents

who tend to overprotect their child or adolescent and provide excessive reassurance

Parent contingency management The aim of parent contingency management is to teach parents how to reinforce appropriate and

desirable behaviors and to punish inappropriate and undesirable behaviors. For example, parents of

anxious youth may be taught to distinguish between anxious and non-anxious behaviors, how to

reinforce non-anxious behaviors and to ignore anxious behaviors (Rapee et al. 2006). For depressed

adolescents, parents may be taught to provide greater levels of reinforcement for age appropriate

activities, given the low levels of positive reinforcement found in the families of depressed adolescents

(Curry et al. 2005). Parents may also be taught to reinforce not only their child or adolescent’s success

in engaging in positive behaviors, but also their effort in trying to engage in positive behaviors

Parent emotion management For parents who experience high levels of anxiety or depression the therapist can teach the parent to use

the same CBT strategies taught to their children to intervene on their own anxious or depressed

cognitions, emotions, and behaviors (e.g., Rapee et al. 2006). If the anxiety or depression experienced

by the parent is of a clinical nature, however, the therapist should consider referring the parent to a

different professional to gain individual therapy for his or her own concerns

Parent modeling of adaptive behavior Given that children learn both adaptive and maladaptive behavioral patterns from parents, it can be

useful for parents to be able to identify and alter maladaptive behaviors (e.g., avoidance of a feared

stimulus)
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principles and rationale of CBT, and the ability to explain

this rationale to the client. In terms of professional practice,

the ability to operate within ethical guidelines, use super-

vision, engage and develop a therapeutic alliance with the

client, develop an individualized case formulation and

treatment plan, set treatment goals, structure sessions,

make use of homework, monitor therapy, manage obstacles

to therapy, and end therapy in a planned manner are rep-

resented in both models. Finally, common Specific CBT

Techniques included exposure, activity scheduling, cogni-

tive restructuring and relaxation, and applied tension.

The main differences appear to have fallen into four

broad categories. These include: (1) the possession of

knowledge related to child and adolescent development,

familial environment other child-/adolescent-specific fac-

tors which can impact on therapy and ethical responsibilities

of the therapist, (2) being able to take these considerations

into account when developing a case formulation and treat-

ment plan for the child/adolescent, (3) being able to imple-

ment those child-/adolescent-Specific CBT Techniques

(i.e., those shaded Specific CBT Techniques from the

General Skills Training or Modifying the Family Environ-

ment categories in Fig. 1), and (4) continuously adapting

treatment sessions flexibly for child development and

family factors.

Implications of the Model

In summary, this work provides a comprehensive set of

operationalized and measureable therapist competencies

for working with anxious and depressed children and

adolescents and their parents. It has a number of important

implications including those related to the development of

therapist training, the assessment and quality assurance of

therapist competence, and the development of EBP

guidelines for treating this population.

For training, the core competencies model provides a

framework for curriculum development in the treatment of

internalizing spectrum disorders in childhood or adoles-

cence. A training program based on this model would

provide therapists with the knowledge, skills, and attitudes

relevant for treating any of the internalizing disorders in

children and adolescents, In addition, this model provides

goals and specific measurable objectives to assess therapist

outcomes post-training and is therefore relevant in the pro-

cess of supervision, feedback, and evaluation. Subsequently,

a core competencies approach forms the foundation for a

dissemination training curriculum which incorporates

innovative clinical training and implementation methods.

While a competency-based framework provides the

content for the development of training materials, recent

evidence suggests that in order to develop effective

therapist training, trainers should not only consider the

content of the training material, but also effective training

delivery methods (Rakovshik and McManus 2010). This

might mean including a combination of several training

delivery methods or components, such as didactic instruc-

tion, problem-based learning, and supervision (Herschell

et al. 2010; Rakovshik and McManus 2010). Certainly,

increasing attention should be paid to models of adult learn-

ing and continuing education in this endeavor (Rakovshik

and McManus 2010). Given that access to training is a

significant barrier to the uptake of ESTs in RCP (Nelson and

Steele 2007), competence-based training resources need to

be made readily available and easy to update. A recent

suggestion has been to provide therapist training online

(Weingardt 2004), and initial findings from this approach

have been promising (Dimeff et al. 2009; Granpeesheh et al.

2010; Sholomskas and Carroll 2006; Sholomskas et al.

2005; Weingardt et al. 2009). It is important to note here,

however, that there are a number of other therapist, client,

and organizational barriers to EST uptake, and these should

also be taken into account when disseminating training

(Beidas and Kendall 2010; Schoenwald et al. 2010).

On a broader scale, this model cannot only inform dis-

semination training, but could also be used as a guide to

best practice to improve those clinical psychology training

programs offered in educational institutions. In this man-

ner, those in charge of curriculum development in such

institutions could evaluate their training modules against a

core competency model and incorporate new elements that

are not represented in the existing curriculum.

Given that the competencies in this model can be rep-

resented as operationalized and measurable constructs, they

would be ideal as items for an observational assessment of

therapist competence in treating children and adolescents

with anxiety disorders and depression, in line with instru-

ments developed for therapists working with adults (e.g.,

Barber et al. 2003; Blackburn et al. 2001; Young and Beck

1980). Such a measure would be useful for assessing

individual therapist competence following training, to

ensure they have reached an acceptable benchmark level of

competence prior to treating children and adolescents with

anxiety disorders and depression (Fouad et al. 2009).

Supervisors may also evaluate their supervisee in an

ongoing manner on such a scale as a form of quality

assurance in RCP. Such a process could potentially ensure

that children and adolescents seeking treatment in RCP are

receiving competently implemented psychotherapy and

have the best chance at recovery. In this way, a compe-

tency-based approach facilitates critical steps in creating

change and developing competent professionals.

In addition to forming the items of an observational

measure, this model could also be developed into a thera-

pist self-assessment scale. Self-assessment has value for
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therapists as it offers them the chance to engage in

reflective practice, compare their level of competence

against an expected standard, understand their strengths

and weaknesses, and subsequently seek further training in

relevant areas of weakness (Bellande et al. 2010). Self-

assessment is also more easily and cost efficiently admin-

istered and is thus more likely to be used by therapists in

RCP than an observational measure like the one described

earlier (Kaslow et al. 2007). By knowing the competencies

that are required of them and having a reliable and valid

way of assessing these, therapists in RCP would be able to

govern their own training process and develop self-efficacy

related to the achievement of all of those competencies

necessary for treating children and adolescents with anxi-

ety and depressive disorders. As noted earlier, however,

therapists tend to be poor at assessing their own compe-

tence and tend to rate themselves as more competent than

objective observers (e.g., Davis et al. 2006). It is suggested

that therapists receive training in how to reliably and

validly perform a self-assessment based on this model

before making use of such a measure (Kaslow et al. 2007).

In light of the fact that the present model offers a

guideline of best practice, it holds significant implications

for the development of standard EBP guidelines to be used

by regulators, accreditation boards, and policy makers.

With the ethical requirement that professional psychologists

practice competent EBP (American Psychiatric Association

2002), such guidelines are essential as quantifiable bench-

marks of professional practice. It should be noted, however,

that this model presents competent practice within an

empirically supported CBT approach and does not include

other ESTs for this population, which at present includes

IPT only. A more comprehensive model would include

other EST approaches.

Further, while this model was based upon empirically

supported CBT, this therapeutic approach is only effective

at treating 60–70% of those who receive it (e.g., Cartwright-

Hatton et al. 2004; Harrington et al. 1998). This means that

while this model presents the best account of competent

EBP with this population, it is far from perfect, and even the

competent therapist will have clients that are unresponsive

to treatment. As CBT advances and identifies ways of

strengthening the depth and breadth of treatment effects for

children and adolescents with anxiety and depressive dis-

orders, this model, and corresponding EBP guidelines and

training programs built upon it, should be updated to reflect

current knowledge. Furthermore, without adequate research

into the mechanisms of change in ESTs for child and ado-

lescent anxiety and depressive disorders (e.g., Rapee et al.

2009), there is no way to weight competencies in the model

based on their relative importance. Once such research is

undertaken, the active elements of these treatments should

be given greater weight in this model, and the inactive ones

eliminated.

While it is true that this model has important implica-

tions for informing the work of therapists in RCP, thera-

pists in RCP hold immense value for informing the

validation of this model of competencies. For instance,

future studies could aim to quantify the presence and

degree of these competencies in RCP therapists and relate

this to client outcome. Such studies could provide impor-

tant information regarding which competencies are neces-

sary and/or sufficient for the effective treatment of child

and adolescent anxiety and depressive disorders and sub-

sequently inform EBP guidelines and training program

curricula.

Finally, by providing a framework of therapist compe-

tencies for implementing CBT with children and adoles-

cents with two common psychological disorders, this

model has the potential to be expanded to include com-

petencies for treating other common child and adolescent

psychological disorders. Such a comprehensive model

would have immense value for the development of over-

arching standard practice guidelines of EBP with children

and adolescents for the development of training, assess-

ment, and accreditation of professional psychologists.

In summary, by offering a framework for the develop-

ment of dissemination and clinical training programs,

therapist competence assessment measures, and EBP

guidelines, this core competency model provides an inno-

vative approach to bridging the gap between science and

practice in the treatment of children and adolescents with

anxiety disorders and depression. Certainly, as the field

moves toward the development of dimensional models of

psychopathology (e.g., Widiger 2005) and the use of

transdiagnostic treatments (e.g., Weersing et al. 2008), this

model with its integrative approach will continue to pro-

vide a conceptual framework for operationalizing clinical

competencies needed by therapists treating children and

adolescents with internalizing disorders.
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