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Caring for the mental health of children and their families is complex and challenging —and meaningful. For Christian clinicians who work with childhood disorders, however, few resources exist to address such treatment from a research-based Christian integration perspective.

Treatment of Childhood Disorders fills this gap by combining biblical and theological understanding with current psychological literature on empirically supported treatments for children. Sarah E. Hall and Kelly S. Flanagan present an integrated approach based in developmental psychopathology that offers a dynamic, multifaceted framework from which to understand the processes that affect children’s development.

In this unique textbook, Hall and Flanagan consider a variety of disorders commonly diagnosed in children and adolescents, including anxiety, depression, ADHD, and autism spectrum disorder. After discussing prevalence, risk and causal factors, patterns throughout development, and assessment, they focus on evidence-based practices that have been found to be effective in treating the disorders. Each chapter also features ideas for Christian integration in treatment and an extended case study that brings the content to life.


Sarah E. Hall (PhD, Pennsylvania State University) is associate professor of psychology, counseling, and family therapy at Wheaton College. With Kelly S. Flanagan she is the coeditor of Christianity and Developmental Psychopathology.


Kelly S. Flanagan (PhD, Pennsylvania State University) is clinical director of a pediatric development center in northwestern Illinois. She previously worked as associate professor of psychology and PsyD program director at Wheaton College.
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Introduction



Like tiny seeds with potent power to push through
tough ground and become mighty trees, we hold innate
reserves of unimaginable strength. We are resilient. 

CATHERINE DEVRYE




There can be no keener revelation of a society’s soul
than the way in which it treats its children. 

NELSON MANDELA






OUR PURPOSE IN WRITING this book is to fill a need to integrate a thoughtful Christian perspective on child clinical psychology with the research about how to effectively treat psychological disorders in youth. As is widely recognized, children are not merely smaller versions of adults; their functioning and development are qualitatively different, as is the development and expression of psychopathology. The child clinical literature is well developed and addresses the unique characteristics of youth and the influences on them—and our collective knowledge of how and why certain symptoms manifest in some youth and not others is growing at a rapid rate as new studies build on previous work. However, the integrative literature has fallen behind. Many books and articles address clinical work with adults from a Christian perspective; however, much less has been written about clinical work with childhood disorders that is rooted in a biblical worldview, writing that should be foundational for Christian clinicians working with youth and their families. We are convinced of the value in combining all relevant sources of knowledge about psychopathology and treatment in youth. Therefore, in this volume we set out to fill what we see as a significant gap in the literature by integrating scientific child clinical research with a Christian perspective on children and childhood psychological disorders. Furthermore, we integrate these topics from the perspective of developmental psychopathology, which offers a dynamic, multifaceted framework from which to understand the pathways and processes that affect children’s development, including the development of psychopathology, and thus identify the most effective approaches to treating disorders as informed by a variety of relevant perspectives.

To give our readers some personal background, we are both Christians who were trained in secular programs. We met as graduate students in child clinical psychology at Penn State, one in her first year and one in her last, and connected despite our cohort differences because we were two of the few Christians (that we were aware of) in the program. Our paths diverged as we continued in our training only to be connected again as faculty members at Wheaton College, an institution to which we were both drawn because of the emphasis on integrating our faith with scientifically based psychological theory, research, and practice. Though we taught in different programs (undergraduate and doctoral), we found common ground in our interest in combining our child clinical backgrounds and training in developmental psychopathology with a Christian perspective on disorders and treatment in childhood. These interests found their first major outlet in an edited book, Christianity and Developmental Psychopathology: Foundations and Approaches, published in 2014. When asked to coauthor a book that delved deeper into integration of a Christian viewpoint and specific child clinical research, for which the publishing company had been receiving requests, we chose to focus on evidence-based practice in the treatment of child and adolescent disorders to fill the void in the Christian psychological literature.

We hope and pray that the ideas we cover in this volume will be both empowering and challenging to current and future Christian clinicians who work with youth and families. Although the applications of these ideas will vary across clients—depending on their presenting problems, developmental stages, family situations, and religious and spiritual beliefs and practices—we recognize that we cannot separate our professional work from our theological understandings of the nature of human beings generally and children specifically. In the four parts of this book, we will cover the treatment of a variety of psychopathologies in youth. Part one provides two chapters of introductory material that is important for framing the disorder-specific parts of the book. The first chapter gives an overview of the field of developmental psychopathology and its implications for treatment, and introduces the concept of evidence-based practice in psychology (EBPP). The second chapter describes a Christian approach to treatment in general, taking into account best practices in the field in combination with biblical and theological principles. In part two, we review therapeutic approaches for internalizing disorders, in which the primary symptoms involve mood-related problems and their correlates; the three chapters in this part cover mood disorders, anxiety disorders, and posttraumatic stress disorder. In part three, we cover externalizing disorders, in two chapters on disruptive behavior disorders and attention-deficit/hyperactivity disorder. Finally, in part four, we discuss the treatment of autism spectrum disorder and eating disorders, which are other disorders that commonly affect youth. We also provide suggestions for approaching disorders with more theological complexity and less clear-cut treatment recommendations in a chapter that uses gender dysphoria as an illustration.

Within each disorder-specific chapter, we outline the diagnostic criteria, risk factors, developmental course, and assessment recommendations for the disorder(s). We then review the research on the most effective psychosocial interventions. Next, we explore integrative considerations in treatment that interweave psychologically based research and understandings of the disorder(s) with biblical and theological principles. Finally, we end each chapter with a case study that illustrates how risk factors, developmental considerations, and the application of empirically supported interventions might play out for individual youths and their families. We include these case studies in order to take the material from the theoretical to the practical, as our hope is that they will provide developing and practicing clinicians with examples of how the principles we have laid out might be applied in real-life clinical situations and of a variety of ways that integration may occur depending on client, family, clinician, and symptom variation. The case examples also highlight that no treatment is truly straightforward but rather requires individualization of evidence-based strategies. They are not meant to provide steps to follow but rather to illustrate some ways that a practicing integrationist might manage different issues that arise over the course of therapy and to inspire and encourage you as you integrate developmental psychopathology, evidence-based practice in psychology, and your Christian faith in your work with young clients.







Part One

Foundations
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Chapter One

Developmental
Psychopathology and
Evidence-Based Practice




DEVELOPMENTAL PSYCHOPATHOLOGY


In 1984, Child Development, a prominent scientific journal, dedicated its first issue of the year to articles describing a burgeoning framework known as developmental psychopathology. This unique perspective combined the strengths of the previously largely separate fields of developmental psychology and clinical psychology in an effort to understand the complex dynamics that affect children’s well-being (Sroufe & Rutter, 1984). In contrast to traditional, adult-oriented approaches to understanding psychopathology, developmental psychopathology focuses on individual pathways toward or away from disorder, taking into account the multitude of influences on the course of development from childhood through adulthood. Developmental psychopathologists recognize the value in studying youth who thrive throughout development, those who experience early hardship and subsequent or later disorder, children who survive highly adverse experiences yet bounce back, and individuals with seemingly low-risk early experiences but who develop psychopathology later in their lives. Prior to these initial writings in developmental psychopathology, clinicians and researchers generally only focused on the presentation of disorder at a given point in time in understanding psychopathology and treatment, missing the rich information that could be provided by a developmentally informed perspective that considers both normal and abnormal development. Since research based in a developmental psychopathology framework began in the 1970s, our understanding of the factors and processes that influence the course of development has increased exponentially. Still, much work remains to be done as we seek to understand how to treat and prevent psychopathology in youth in a manner thoughtfully informed by both research and clinical experience. In this chapter, we outline several key features of a developmental psychopathology–based approach to disorder and treatment and describe evidence-based practice in psychology.




NORMALCY AND ABNORMALITY


Though normal development and abnormal behavior have traditionally been studied separately, developmental psychopathology brings them together as developmental models are used to understand maladaptation over time. In other words, the study of normal development and the study of abnormal development inform one another (Hinshaw, 2017). On one hand, we cannot identify abnormalities unless we first understand the range of what is considered normal. We can only understand whether an older child’s fears may be problematic if we understand the typical emotional experiences of similar-age youth. In order to identify toddlers whose delayed language development suggests that they are at risk for autism spectrum disorder (ASD), we need to know what communication skills are typical or normative at a given age. Indeed, the American Academy of Pediatrics recommends that all children be screened at eighteen- and twenty-four-month well-child visits for social and communication delays that may be signs of an ASD (Zwaigenbaum et al., 2015). On the other hand, research with youth who experience developmental abnormalities, including psychological disorders, contributes to our understanding of normal development. For example, studies of how maternal depression negatively affects infants’ well-being gives us a better understanding of the dynamic, reciprocal interchanges between mother and baby that support the typical development of secure attachment, social communication, emotion regulation, stress reactivity, and even cognitive abilities (Goodman & Brand, 2009). This perspective emphasizes continuities in development, even in the case of maladaptation, rather than the discontinuity between health and disorder traditionally highlighted in the study of psychopathology (Rutter & Garmezy, 1983). Therefore, a developmental psychopathology–based approach to treatment considers the literature on both normal and abnormal development.

Furthermore, psychopathology is conceptualized not as a disease state but as the result of development (Sameroff, 2014; Sroufe, 1997). Classic medical models understand psychological disorders as parallel to organic diseases, and traditional psychological approaches embrace some of their implicit assumptions. For example, the most commonly used diagnostic manuals contain categories of disorders with discrete names and symptom lists that rarely mention environmental factors. In contrast, developmental psychopathologists understand psychological disorders as the product of developmental progression that unfolds over time within a particular context. Furthermore, normal and abnormal development are not so much different processes as they are reflections of the same process as it is influenced by a variety of factors. Human behavior is understood to be an adaptation to the demands of the environment; some behaviors are healthy and others are problematic, but they all arise out of an individual’s efforts to survive and thrive and navigate developmental tasks within a given context. For example, growing up with sensitive, authoritative parents, a child learns to express and manage anger by taking deep breaths and talking to a trusted adult as her parents teach her these techniques and model them in their own times of anger. In contrast, a child who grows up in an abusive household learns either to express her anger explosively and aggressively (as she imitates her parents) or not to express it in any way (since such expressions may call attention to herself and result in abuse), neither of which is the ideal manner for learning to manage strong emotions. Though these outcomes are dramatically different, the developmental processes therein—learning via modeling, regulating emotions in a way that promotes desired responses from others, and parenting as a significant contributor to children’s behavior—are the same.

In addition, the boundaries between normal and abnormal behavior and development are often blurred (Cicchetti, 2006). Individuals are not best categorized as disordered or nondisordered; rather, states and behaviors at a given point are characterized as more or less adaptive, and individuals move between states of well-being and states of maladaptation depending on the interaction between the demands of the environment and their current development stage. A child with an anxiety disorder may display a high level of functioning at times, even in situations that are often anxiety provoking for her. An eating disorder may occur, remit, and recur as stressors ebb and flow across adolescence. Furthermore, youth at high risk for disorder may develop normally and healthily, whereas others who appear to be at low risk may unpredictably develop psychopathology. Rather than focus on end states of health or disorder, developmental psychopathologists argue that we must understand the pathway a given individual follows across development in order to best understand their outcomes and the factors that affect them.




DEVELOPMENTAL PATHWAYS


In a developmental model of disorder, psychopathology is considered an outcome of development, which suggests that we must understand how developmental processes unfold over time. In other words, individuals follow unique developmental pathways that lead them closer to or further from positive mental health outcomes (Sroufe, 1997). Common images of the variety of developmental pathways among children and even within an individual’s lifespan include the numerous splitting and merging tracks at a train yard or a mature tree with branches reaching in many directions. The concept of developmental pathways necessitates understandings of both normal and abnormal development, as discussed previously. In order to identify progression toward problematic or abnormal outcomes, we must first know what constitutes normal or healthy development. In addition, a pathways-based approach suggests that there are many different courses from early to later development (Cicchetti & Rogosch, 1996; Sroufe, 1997). Two youth can experience similar early circumstances and deviate toward disparate outcomes, a pattern known as multifinality. For example, identical twins have a high concordance for schizophrenia occurrence due to the strong genetic underpinnings of the disorder; however, only about 50% of individuals with an identical twin with schizophrenia will develop symptoms (Gejman et al., 2010). This pattern, while highlighting the high heritability of the disorder, also suggests that differences in environmental exposures and experiences likely affect whether a high-risk genotype is ever expressed as schizophrenia. Similarly, siblings who grow up in the same home (i.e., sharing parents, economic resources, neighborhood variables, and schools) may diverge in mental health and other outcomes, particularly as they age. Alternately, the concept of equifinality explains that individuals with the same disorder may have followed different developmental pathways to arrive at the same end point. For instance, research on the etiology of anxiety suggests that it may develop as the result of a variety of genetic influences, endocrine dysregulation, temperamental predispositions, attachment and parenting patterns, and environmental conditioning (see chapter four).

The variety of developmental pathways that exist from early to later experiences and outcomes also highlights two competing ideas: development is both subject to change and constrained by prior development. On the one hand, there are many points in development when an individual’s course may change. A child with a close relationship with her parents becomes distant and withdrawn following a period of bullying at school; an adolescent who lives in a poor, violent neighborhood seems increasingly likely to join a gang until an after-school job connects him with positive role models who help him consider a variety of choices. As we will discuss in more detail below, children are both vulnerable and resilient, and there are essentially an infinite number of pathways along which development can proceed as it is influenced by a wide variety of internal and external factors. However, development does not generally turn on a dime. Early developmental milestones and patterns set the stage for future behaviors and outcomes. Many classic developmental theorists describe this continuity (e.g., Erikson, 1950), and more recent research supports it as well (e.g., Halligan et al., 2013; Neppl et al., 2010). This pattern of continuity is especially true for maladaptation; long periods of problematic behavior and negative environmental influences may deprive an individual of the opportunity to master developmentally appropriate tasks and gain the skills necessary to respond to the demands of their environment in an adaptive manner (Sroufe, 1997). For instance, a child who experiences ongoing abuse that disrupts her attachment to her parents may have trouble interacting appropriately with peers and teachers when she begins school, and as a result, she may miss out on crucial opportunities to build social skills and self-confidence in relationships with others; by adolescence, she is completely socially isolated and lacks both the social skills and support that teenagers typically rely on as they navigate the developmental challenges of this period.




RISK AND PROTECTIVE FACTORS


The course of an individual developmental pathway is not random or unpredictable; rather, it is affected by a multitude of influences within and around a child across development. These influences are known generally as risk and protective factors. A risk factor is any characteristic, influence, or experience that heightens the likelihood of a negative outcome. Risk factors can originate from many sources, including individual-level characteristics, the prenatal environment, families, peers, and the broader culture in which a child is embedded. In the disorder-focused chapters of this book, we explore a wide variety of risk factors, including certain genotypes, prenatal toxin exposure, dysfunctional family dynamics, and individual cognitive patterns. The goals of studying risk factors include both understanding the dynamics of how disorder develops and identifying who is at the highest risk for negative outcomes. To these ends, risk research is most useful for prevention and intervention when it identifies risk factors that are truly causal (rather than merely correlated with or markers of risk) as well as the mechanisms by which these factors raise the likelihood of maladaptation (Cicchetti, 2006; Grant et al., 2003).

Risk is both complex and dynamic. For many youth exposed to stressors, risk factors do not occur in isolation but alongside other risks (Sameroff et al., 1993; Sameroff, Seifer, Zax, & Barocas, 1987). Furthermore, risk has a cumulative effect, such that exposure to multiple risk factors exponentially increases the risk of a negative outcome, beyond what would be expected based on the individual effects of each risk factor by itself (Biederman et al., 1995; Sameroff et al., 1993; Sameroff, Seifer, Barocas, Zax, & Greenspan, 1987). Cumulative risk may negatively impact development by overwhelming a child’s ability to cope with repeated and/or chronic stress (Evans et al., 2013; Evans & Kim, 2007). In addition, risk is generally nonspecific; particular variables raise an individual’s risk of experiencing not only one but multiple disorders or negative outcomes (Atkinson et al., 2015). For example, maltreatment raises an individual’s risk for a wide variety of mental health problems throughout childhood, adolescence, and adulthood (Jaffe, 2017). Similarly, disorders are not usually caused by a single risk factor but by exposure to variables that affect multiple developmental processes, often in interaction with one another. For example, posttraumatic stress disorder (PTSD) does not automatically develop after exposure to a trauma; rather, whether PTSD develops is likely the result of a combination of biological, psychological, and interpersonal factors (see chapter five). Youth are at heightened risk for eating disorders when their exposure to a thin-body ideal in the media interacts with parental criticism of their weight to produce internalized body dissatisfaction (see chapter nine). Finally, risk factors are dynamic. When researchers operationalize a risk factor and consider individuals to be exposed or not exposed, they may oversimplify how risk is experienced differently by different individuals, depending on both the characteristics of the risk factor in question and how it interacts with other variables. For example, it is clear from decades of research that poverty has a deleterious effect on children’s development. However, the experience of poverty is multifaceted and variable, and factors such as length of exposure (i.e., transient versus chronic poverty) and timing of exposure (i.e., early versus later childhood) may both affect youth differently and reflect the degree to which other risk factors (e.g., parental unemployment, housing instability, low levels of social support) are present (Kimberlin & Berrick, 2015).

However, risk factors are not deterministic; exposure to even a high level of a variable associated with negative outcomes does not guarantee them. Rather, risk factors interact with protective factors, influences linked with positive developmental outcomes (Luthar & Cicchetti, 2000). Protective factors can occur in all realms of influence on a child, including within the individual herself (e.g., good emotion regulation skills; Lengua, 2002), within the family (e.g., authoritative parenting; Fletcher et al., 2004), and in school or neighborhood contexts (e.g., sense of connection to school; Hawkins et al., 1999). These positive influences also impact risk exposure in different ways (Luthar, Cicchetti, & Becker, 2000). First, some factors are promotive, being linked with positive outcomes no matter the level of risk. For example, secure attachment in infancy predicts higher social competence and lower rates of emotional and behavioral problems later in childhood (Groh et al., 2014). Second, protective-stabilizing factors ameliorate the effects of risk on outcomes; inner-city adolescents who are exposed to violence do not experience increases in emotional distress when they report high levels of family support, in contrast to peers who feel less supported (Howard et al., 2010). Third, the presence of protective-enhancing factors leads to higher levels of competence in the presence of higher (versus lower) levels of stress. For example, among adolescent girls in Columbia, disclosure of thoughts and feelings to their mothers reduces feelings of hopelessness more in those who are exposed to violence than in those who are not (Kliewer et al., 2001). Fourth, protective-reactive factors ameliorate some but not all of the negative effects of risk exposure. For instance, parental aspirations for their children’s education are correlated with adolescents’ exam performance, but this link is weaker for youth from lower socioeconomic status (SES) backgrounds (Schoon et al., 2004). However, like risk factors, protective or promotive factors are probabilistic, linked statistically with a lower likelihood of negative outcomes but interacting with other variables to produce unique outcomes for any given youth. Also like with risk factors, research on protective factors is likely most impactful when it explores not only markers of protection but the mechanisms by which these factors promote positive outcomes; when mechanisms are identifiable, researchers and clinicians can incorporate them into interventions and prevention programs. For example, the Fast Track project was developed to promote positive outcomes in young children at high risk for academic and behavioral problems, including delinquency; a multifaceted intervention was designed to target emotional competence, social skills, self-control, reading abilities, and parenting skills through both school- and home-based treatment components. By targeting the mechanisms by which these youth were more likely than their peers to develop conduct problems, Fast Track has been found to be effective in reducing these negative outcomes even into early adulthood (Conduct Problems Prevention Research Group, 2011; Sorensen et al., 2016).

Some youth exhibit resilience, adapting well and displaying competence despite threats to healthy development (Masten, 2014; Masten & Coatsworth, 1998). Many youth who are born small or experience abuse or grow up in very impoverished families will not develop the negative outcomes for which these life experiences put them at heightened risk. These individuals display resilience due to the effect of protective factors that ameliorate the negative effects of risk. The definition of competence, commonly considered to be evidence of resilience, has varied widely in the literature (Masten & Coatsworth, 1995, 1998; Masten, 2014; Werner & Smith, 1992). Youth are generally considered competent when they adapt successfully to the demands of their environments; practically, competence may be operationalized as successfully navigating developmental tasks, including displaying socially acceptable behavior, succeeding in academics or work, forming healthy relationships, or having a subjective sense of success. Sometimes, competence is assumed in the absence of negative outcomes such as mental health problems or significant relationship failures (e.g., divorce), though the presence of positive indicators is more commonly emphasized. Furthermore, competence does not have to be continuously displayed throughout development for an individual to be considered resilient; rather, there are multiple pathways of resilience (Masten, 2014). Some resilient youth may appear to be essentially unaffected by risk, whereas others may experience either growth or a temporary decline in functioning following risk exposure after which functioning eventually improves. The interplay between risk and protective factors is dynamic, complex, and unique for individual youth; identifying such factors at a given point in time helps us predict who is likely to be more resilient but cannot definitively identify who will and will not overcome the effects of negative development experiences. However, understanding the various pathways from stress exposure to competence, in addition to the factors that promote healthy functioning and resilience, is crucial to designing effective prevention and intervention programs for youth at risk for psychopathology.




ROLE OF ENVIRONMENT AND CONTEXT


Broadly speaking, one of the most important sources of influence on a child’s positive or negative development is the environment. Youth are embedded in multiple systems—family, school, neighborhood, peer group, religious community, broader culture, and particular point in history—which influence the child individually and through their interactions with one another (Bronfenbrenner, 1979). Developmental psychopathologists emphasize the role of the environment as both influencing behavior and providing a context within which development must be understood. The environment in which a child lives and functions provides a crucial set of influences on development. A review of the research on risk for psychopathology, such as the summary we provide near the beginning of each disorder-specific chapter of this volume, provides clear evidence that psychological disorders do not develop based solely on biological or genetic risk but as the result of both biological and environmental factors. For example, depression in youth appears to result from both genetic factors (e.g., a particular serotonin transporter promoter region genotype) and environmental factors (e.g., high stress exposure, family conflict), which likely combine to result in particular maladaptive patterns of individuals’ functioning (e.g., cognitive distortions, rumination, emotional dysregulation; see chapter three for a review). Furthermore, the environment may play a more significant role than genetics in the development of psychopathology, especially in youth. The Rochester Longitudinal Study, which examined the effects of maternal schizophrenia and its correlates on children’s outcomes from birth through age thirteen, found social and environmental predictors to have a bigger impact on children’s development than mothers’ diagnostic status. In other words, the genetic transmission of schizophrenia risk was less influential in children’s behavioral, emotional, and cognitive outcomes than environmental variables such as parenting behaviors, family socioeconomic status, and stressful life experiences (Sameroff, Seifer, Zax, & Barocas, 1987; Sameroff et al., 1993). Recognizing the role of the environment in the development of psychopathology has important implications for prevention and intervention: “From a developmental psychopathology point of view, maladaptive behavior is caused by maladaptive environment; if we change those environments, we alter the behavior” (Lewis, 2014, p. 10).

However, the environment does not merely affect the individual in a one-way interaction; rather, the individual and the environment influence and change each other. This dynamic, two-way interaction is known as a transactional or transformational model of development (Lewis, 2014); a similar idea is found in the relational developmental systems paradigm (Overton, 2013). For example, a child may experience anxiety about starting school for the first time. In turn, manifestations of the child’s anxiety actually change his environment (mainly in terms of the responses of other people). Perhaps sensitive parents spend extra time talking to the child to find out the specific causes of his worries about school; his teacher gives him the task of feeding the class hamster each day, which he looks forward to doing and which helps him view his presence at school as important; and a particularly empathic peer frequently seeks him out at recess so that he does not feel isolated. As these environmental responses occur, the child’s anxiety decreases, and parents and teachers no longer need to make special efforts to reassure and comfort the child. The process of development is a series of back-and-forth interactions in which the youth and his environment are constantly being affected by one another. Indeed, even as we recognize a child’s context as a source of significant influences on her development, we cannot understand the nature of environmental influence without considering the characteristics of the individual (Hinshaw, 2017). Therefore, as we work to reduce the occurrence and negative effects of psychopathology in youth, we must consider how symptoms are created and perpetuated by the dynamic interaction between a child and her context. Throughout this volume, we discuss research elucidating the ways in which a child’s individual characteristics interact with the environment in the determination of pathways and outcomes.

In addition, the environment provides a context within which we must view a child’s development and behavior if we are to understand whether it is positive or problematic. We cannot know whether a child’s running leaps are signs of developmentally appropriate activity or misbehavior if we do not know whether he is at recess or in math class. Spending a significant amount of time thinking about a difficult and stressful problem may lead to a creative invention when the target of the intense thought is a school project but could lead to depression when the focus is on the loss of a significant relationship. As youth age, they normatively gain the skills to make more nuanced adjustments to their own behavior based on the demands of a situation, but some youth may still exhibit behavior that is context inappropriate (whether due to psychopathology or other causes). Furthermore, exploring a child’s environment allows for an understanding of how particular behaviors, even undesirable ones, are adaptive within their contexts. Developmental psychopathologists understand human behaviors to be attempts to adapt to the demands of the situation (Sroufe & Rutter, 1984; Sroufe, 1997). For example, biting another person can be a way for a young child to express strong anger and/or an attempt to make another person acquiesce to the child’s wants (e.g., getting a toy back). Social withdrawal in depression can be understood as a way to reduce exposure to peer interactions that contribute to distressing thoughts and negative emotions. An adolescent with an eating disorder may restrict her food intake as a way of gaining a sense of control in a highly conflictual or emotionally overinvolved family. In all of these examples, intervening effectively with these clients and families necessitates an accurate understanding of the child’s interaction with her environment and how the behavior serves an adaptive purpose for the youth.

Finally, all analysis of the adaptive or maladaptive nature of behavior must occur within the context of a child’s age and developmental status (Cicchetti, 2006). An extended fit of crying when a child is not allowed to have his way might be clinically concerning in a fourteen-year-old but relatively normative in a two-year-old. The fears and anxieties that are common in youth change from early to later childhood (Muris et al., 2000). However, it is important to note that symptoms should not automatically be dismissed if they are common or developmentally normative; other aspects of the behavior, including its frequency and intensity and the impact on child and family functioning, need to be considered in determining whether and what type of intervention will be most beneficial. As we discuss throughout this volume, symptoms and disorders may also present differently at various points throughout development; for example, in youth with bipolar disorder, the most salient depressive and manic symptoms change across development (Demeter et al., 2013; Freeman et al., 2011). Clinicians who work with youth must have a good working knowledge of normal development as well as how children’s behavior may represent an attempt to adapt to the demands of the environment, remembering that the underlying developmental processes are the same whether the context promotes positive or problematic behavior.




EVIDENCE-BASED PRACTICE IN PSYCHOLOGY


The themes of developmental psychopathology are central to shaping a dynamic and complex view of youth and psychopathology, but they do not provide information about specifically how to most effectively treat disorders in childhood and adolescence. We find the most helpful framework for developing effective treatments for individual youth to be evidence-based practice in psychology (EBPP), which is “the integration of the best available research with clinical expertise in the context of [client] characteristics, culture, and preferences” (APA Presidential Task Force on Evidence-Based Practice, 2006, p. 273). Other authors have referred to the idea of utilizing therapist and client characteristics to inform the application of evidence-based treatment as “flexibility within fidelity” (Kendall et al., 2008). EBPP is generally considered the best approach to working effectively with clients across the lifespan in a variety of clinical tasks, including assessment, case formulation, and treatment. EBPP emphasizes three main sources of information and consideration in the treatment process: treatment research, clinical expertise, and client characteristics.




TREATMENT RESEARCH


There is an ever-growing body of literature examining the effectiveness of different treatment approaches for specific disorders in particular populations, including children and adolescents. Interventions that have been found by high-quality research to be effective psychological treatments are referred to as empirically supported treatments (ESTs; Chambless & Hollon, 1998) or evidence-based treatments (EBTs; Kazdin, 2008). Treatments are judged as empirically supported for specific disorders with specific populations. Research on ESTs should address two main issues: whether a treatment has been found to be efficacious in a highly controlled research setting and whether it is effective and useful in actual clinical settings (American Psychological Association, 2002; Chambless & Hollon, 1998). There are important differences between the studies that evaluate these two distinct but related questions, and both types of research are critical for understanding the clinical impact of an intervention.

Efficacy research aims to determine whether a particular intervention is effective in a research setting in which confounding variables and outside influences on client outcomes are as well controlled as possible. A number of practices characterize efficacy studies, including recruiting participants for the purpose of the study, conducting the intervention in a research setting, excluding individuals with comorbid or complex conditions, and utilizing appropriately trained researchers to administer the treatment over a fixed number of sessions (Weisz et al., 1995). In efficacy studies, the target intervention is generally compared to either another treatment or no intervention (with participants in such studies usually placed in a wait-list condition in which they will receive treatment at a later date in order to reduce ethical concerns). Randomized controlled trials (RCTs), in which participants are randomly assigned to one of the treatment groups, are commonly used to examine treatment efficacy. The main goal of this research design is to determine whether the treatment itself is the source of changes in symptoms; to this end, efficacy studies emphasize internal validity, aiming to establish the clearest cause-and-effect link possible between treatment and outcome by minimizing confounding factors. Based on efficacy research results, treatments are given one of four labels that summarize the strength of their evidence base (Chambless & Hollon, 1998; Silverman & Hinshaw, 2008). In order to be considered well established or efficacious, an intervention must be found to be either superior to a placebo or superior or equivalent to an established treatment in research conducted by two independent groups. In addition, this research must use a treatment manual, identify clear and consistent inclusion criteria, and assess participants’ outcomes in a manner than is reliable and valid. The requirement of replication by more than one research group before a treatment is considered well established helps guard against bias or the limited usefulness of an intervention to a particular sample. Probably efficacious interventions are those which have been found by two studies to be more effective than a wait-list control or meet the well-established criteria based on research from only one research group. Psychosocial treatments are categorized as possibly efficacious if there is research evidence that supports the intervention but does not meet the criteria for a stronger rating, and treatments which have not yet been studied using sufficiently rigorous methodology are considered experimental. Efficacy is necessary but not sufficient to show that an intervention can reduce symptoms for clients in true clinical settings.

In contrast, studies of treatment effectiveness or clinical utility examine whether a particular treatment reduces target symptoms in a wider variety of clients being treated in “real life” clinical settings, including private practices, community mental health centers, hospitals, and schools. Effectiveness studies aim to maximize external validity, or the generalizability of findings, across a variety of clients as well as a variety of individual clinicians and clinical settings. To this end, these studies generally take place in clinical rather than research settings, use participants who have been referred for treatment for a presenting problem rather than recruited for the purpose of research (including participants with comorbid disorders or more complex clinical presentations), and employ clinicians to administer the intervention. Effectiveness studies are often conducted on interventions that have previously been found to be efficacious in order to determine their generalizability and feasibility within a wider range of clients and settings. For example, once a psychosocial treatment for social anxiety has been found to be efficacious in a research setting, it could be implemented within a classroom setting to see whether it is effective as a school-based intervention. Not surprisingly, effectiveness studies generally produce much smaller effect sizes than efficacy research (Weisz et al., 1995). It is important to note that efficacy and effectiveness studies do not have to be completely separate; RCTs in which participants are randomly assigned to treatment conditions can be conducted in clinical settings and be administered by appropriately trained clinicians, increasing both internal and external validity (Chambless & Hollon, 1998).




CLINICAL EXPERTISE


EBPP values treatment research as an important component of treatment planning, but it does not consider a knowledge of ESTs to be sufficient for effective treatment (APA Presidential Task Force, 2006). Rather, clinicians must draw from treatment research in addition to their clinical expertise in order to develop and implement the intervention that is most likely to be effective for a given client. Clinical expertise is a clinician’s ability to work effectively with clients that results from both formalized training and practical experience. Because people and problems are complex, standardized, systematic clinical trials cannot capture a full picture of the best practice in every therapy session. The ability to respond in the best manner possible to an individual client in a given moment is based not only on a strong empirical knowledge about disorders and interventions but also on an individual therapist’s skill set. The complexity of effective clinical practice is captured in the common view that therapy is both an art and a science (e.g., Goodheart, 2006) that must draw from personal, subjective views and experiences as well as treatment research.

Clinical expertise can be manifested in a variety of clinical activities and skills and individual qualities (APA Presidential Task Force, 2006). Therapists with clinical expertise are skilled at assessing clients’ symptoms and strengths and diagnosing accurately, conceptualizing cases thoughtfully, planning and implementing appropriate treatments that are likely to be helpful, and assessing treatment effectiveness and clients’ well-being throughout the intervention and changing the course of treatment when necessary. They are aware of how client variables and contexts—such as age, culture, race, sexuality and gender, religious beliefs, and socioeconomic status—affect their experiences and values and tailor interventions appropriately. Expert therapists are interpersonally skilled, able to understand clients’ verbal and nonverbal communication, express empathy, and build trust-based therapeutic alliances. In addition, such clinicians recognize their own abilities and limitations, displaying good self-awareness, understanding and limiting the effects of personal biases, and continuing to build clinical skills and knowledge through continuing education, training, reading, and consultation with other professionals. Finally, clinical expertise includes the ability to evaluate treatment and other clinical research critically.




CLIENT CHARACTERISTICS


Finally, evidence-based treatment approaches and clinical expertise are not applied in a vacuum; rather, they are used to help real people with unique needs, characteristics, and circumstances. Therefore, EBPP also involves taking these factors into account in the design and implementation of the most effective intervention possible (APA Presidential Task Force, 2006). Client characteristics that treatment providers may need to consider include age, developmental level, comorbid presenting problems, culture, race and ethnicity, socioeconomic status, gender and gender identity, sexual orientation, disability, family structure and dynamics, environmental context, stressors, personality, personal strengths, religious beliefs, values, and treatment preferences and expectations. Treatment research is seen as the starting point for selecting an intervention, but there is recognition that this research is conducted with a particular participant group which may range from very similar to very dissimilar to the client with whom a therapist is working. Furthermore, because there are many variables to consider, it is difficult to draw clear conclusions about the degree to which a client’s characteristics are likely to impact the effectiveness of an empirically supported treatment. What differences are likely to interfere with the effectiveness of a treatment approach? How should a clinician utilize an intervention that was developed to treat depression in high socioeconomic status Asian female adolescents with no other diagnoses if her client is an eleven-year-old poor white male with comorbid anxiety? Is this intervention likely to be effective in spite of the differences between her client and the research population? In what ways might she adapt the intervention to better fit her client’s characteristics, as she draws on her clinical expertise to make these decisions?

The importance of considering cultural influences on and variations between individuals in particular has received increasing attention in the clinical literature. Culture, which is defined as the practices, beliefs, and experiences shaped by one’s membership in a particular group (Arnett & Jensen, 2019), is relevant for the clinical context for a number of reasons. Culture affects how psychological disorders and their causes are conceptualized, common symptoms or clinical presentations, whether and what type of treatment is sought, social stigma, and the dynamics of and assumptions about the relationship between client and clinician (Chen, Fu, & Leng, 2014; Comas-Díaz, 2006; Hall et al., 2016; Weisz et al., 1997). In addition, cultural variables need to be considered in applying or adapting empirically supported interventions with any particular youth and family. Sometimes interventions have been formally adapted and assessed with culturally, racially, and/or ethnically diverse youth (Huey & Polo, 2018; Murray et al., 2014). However, this work is very limited (Pina et al., 2019), and clinicians may need to modify a treatment after they engage in their own assessment of the client’s cultural background and context. Culturally competent clinicians (1) work to be aware of their own views and biases, (2) empathically engage with clients from different cultural backgrounds in order to understand their worldviews, and (3) utilize culturally sensitive and appropriate interventions and clinical skills (Sue & Sue, 2013). Multicultural competence entails not only professional elements but also personal exploration. Though the task of working effectively and sensitively with culturally diverse youth and families is demanding, it is extremely important as we seek to serve all clients well in response to both ethical and theological principles. It is challenging to find specifically youth-oriented writings; however, many authors offer guiding principles for working well with diverse adult clients (e.g., Ivey et al., 2011; La Roche et al., 2017; Sue & Sue, 2013; Suzuki et al., 2017).

The developmental psychopathology emphasis on context and the interaction between the individual and his environment similarly emphasizes the importance of considering client-level factors in assessment and treatment. McMahon and Frick (2005, 2007) present three areas that should be assessed when working with children with behavior problems; although their discussion focuses on disruptive behavior disorders, their recommendations are useful for clinicians working with any children within a developmental psychopathology framework. First, clinicians must assess the specific pattern and severity of symptoms a child is displaying as well as the level and type of impairment that results. For example, a child with autism spectrum disorder may have symptoms ranging from mild difficulties with social interactions and highly focused interests to profound difficulties with social communication and repetitive, self-injurious behavior. Assessing severity and impairment highlights the main targets of treatment, which will vary across children. Furthermore, on the far end of the spectrum, comprehensive assessment encourages clinicians to determine whether intervention is even necessary, which it may not be for a child who is displaying age-normative behavior that does not result in significant or lasting impairment. In addition, it may be helpful for clinicians and parents to assess the antecedents, consequences, and function of a particular symptom in order to understand the purpose it may serve for the child (Hanley, 2012). The most effective intervention for a child whose school refusal results in the regular one-on-one time with a parent that she craves is likely different from the client whose refusal to go to school allows him to avoid social interactions with peers that make him highly anxious. Second, children must be assessed for comorbid disorders. Comorbidity is common in children and adolescents (Merikangas et al., 2009), and children with two or more clinical conditions are likely to experience more severe symptoms and widespread impairment (Bauermeister et al., 2007; Schepman et al., 2014). In addition, the presence of comorbid disorders may change the treatment approach, particularly if one disorder is determined to underlie or exacerbate the symptoms of the other. Therefore, especially at the beginning of therapy, clinicians should utilize assessments, including interviews and questionnaires, that assess for a broad variety of symptom types. Once the presence or absence of particular symptom types has been established, the focus can shift to a more in-depth exploration of the presenting problems. Third, clinicians working within a developmental psychopathology framework should assess the risk or causal factors that have likely led to the child’s current symptoms and level of functioning. A foundational assumption of developmental psychopathology is that a child cannot be understood apart from her context, which includes both past and present influences on development and functioning. In order to effectively treat oppositional defiant disorder in a young child, for example, it is critical to understand the family dynamics that may be inadvertently reinforcing problematic behavior as well as the stressors that may interfere with parents’ abilities to respond sensitively to their children (see chapter six). In many cases, these risk factors will become targets for intervention.

Finally, for Christian clinicians, the client’s characteristics and preferences must inform how a biblical and theological framework is integrated into their work with individual youth and families (in addition, of course, to the characteristics, skills, preferences, training, and experience of the clinician with regard to integration in clinical practice). Some families, for whom their identification as Christians plays a significant role in all aspects of life, desire a treatment approach that explicitly integrates Christian faith with psychological principles, which can include discussion of spiritual issues, prayer, and the use of Scripture. Others families or youth view religion or spirituality as less important to them or even irrelevant for understanding psychological functioning, while still others hold worldviews that are in opposition to Christian beliefs (including atheism as well as other religious traditions). For these families, it would be inappropriate to impose the clinician’s worldview in the therapeutic context. Indeed, respecting clients’ rights to determine their own views and values is considered an important ethical principle (American Psychological Association, 2017). However, clinical work with youth and families of all faith backgrounds and worldviews can still be guided by a Christian therapist’s general understandings of disorder, well-being, and how youth thrive. For example, the theologically informed views of children as gifts to be valued, individuals with full personhood, and active agents in their own and others’ lives (Miller-McLemore, 2003) can be appropriately applied to enrich any treatment approach, whether religious elements are explicitly included or not (see this volume, chapter two). It is recommended that all clinicians ask youth and families about their religious or spiritual beliefs and practices, identifications, and/or communities as part of a thorough assessment of clients’ worldviews and contexts (Josephson & Dell, 2004).




EXAMPLES OF EBPP APPLICATIONS


EBPP has gained attention even from researchers and practitioners who focus primarily on developing and testing ESTs. For example, there is increasing recognition that even though treatment manuals are an important element of most EBTs, the use of a manual does not eliminate the need for clinical judgment and flexibility. Clinicians can use their clinical expertise to flexibly apply manualized treatments while remaining faithful to the “main ingredients” of the intervention (Kendall et al., 2008). In order to accomplish this flexibility within fidelity, clinicians need to be careful to maintain the goals of each therapy session and to use techniques that are rooted in the theoretical basis of the treatment. Below we describe two examples of how the best application of empirically supported, manualized treatments for psychopathology in youth takes into account clinician and client factors.

Applied behavior analysis. Leaf and McEachin (2016) give some examples of the role of clinical judgment in applied behavior analysis (ABA), an evidence-based treatment for autism spectrum disorders (ASD; see chapter eight, this volume). They explain that the optimal application of the standardized elements of treatment during a particular session depends on both the individual characteristics of the child and those of the clinician. A therapist needs to take into account the child’s current state in order to maximize the likelihood that the child will respond to the operant conditioning principles designed to reduce symptoms and improve functioning. For example, a client may be more or less motivated to respond to the requests of the clinician, calm or upset, more or less cooperative and responsive to the therapist, or sick or hungry. In addition, the clinician must assess the function of the child’s behavior in order to design the best behavior modification plan and apply it effectively during a given session. Clinician characteristics influence the application of the intervention as well; these characteristics can include the therapist’s current mood and level of patience as well as her level of knowledge of behavioral therapy principles. Such factors then affect variables such as the language the therapist uses, how she addresses a particular behavior (e.g., the ways in which she prompts a child to behave appropriately or the rewards she uses to encourage positive behavior), and which presenting problems are prioritized at a given point. A less-experienced clinician working with a child who is tired and easily frustrated might focus on reinforcing a very simple positive behavior with a particularly desirable reward, whereas a clinician who feels encouraged and full of patience in a session with a child who is motivated and happy might target a more challenging or complex behavior. These authors compare the role of clinical judgment in therapy to the role of improvisation in cooking; the most-skilled cooks begin with a recipe, but they have learned from their previous experiences when to follow it closely and when to make changes that improve the meal in a particular way.

Coping Cat. The Coping Cat is a manualized, cognitive-behavioral treatment for anxiety in youth that is well supported in the treatment literature (Kendall et al., 2010). The intervention consists of several common elements of effective anxiety treatment, framing them with the acronym FEAR (Feeling Frightened, identifying and reducing the physiological signs of anxiety; Expecting Bad Things to Happen, identifying and reducing cognitive distortions; Attitudes and Actions That Might Help, improving problem-solving skills; and Results and Rewards, self-monitoring) in combination with exposure therapy (see chapter four, this volume). Despite the manualized nature of the Coping Cat program, the authors offer several suggestions for tailoring the intervention to meet individual clients’ needs (Beidas et al., 2010; Kendall et al., 2008). In the “Feeling Frightened” module of treatment, therapists may explain relaxation differently to children of different ages, using a variety of concrete illustrations (e.g., muscle tension as “dry spaghetti” or diaphragmatic breathing as “blowing up a balloon”) until one resonates with a particular youth. Clients and therapists can also try different progressive muscle relaxation scripts or guided imagery exercises to find the ones that work best for individual clients. Clinicians working with youth around not “Expecting Bad Things to Happen” might use characters that are of interest to a particular child as they complete thought bubbles with anxious and non-anxious self-talk. They might also help youth identify brief phrases that can serve as helpful self-talk in a variety of situations (e.g., “I can do it”), even creating visuals such as a keychain containing the phrase or a poster of a role model speaking the phrase. Identifying “Attitudes and Actions That Might Help” should be a collaborative process; rather than the therapist providing the client with a predetermined list of problem-solving ideas, the therapist and the youth can brainstorm possible solutions to a real-life problem that the child has identified as significant. Furthermore, a variety of techniques can be used to facilitate brainstorming, including the therapist and child competing to come up with more ideas, writing ideas on a dry erase board, or drawing pictures of or role-playing possible solutions. Exposure tasks and identifying “Results and Rewards” inherently need to be individualized to be effective in addressing a client’s particular fears and anxieties. Examples can include the collaborative creation of a fear hierarchy, selection of rewards that are particularly motivating, discussion of the aspects of anxiety that are most distressing and likely to lead to avoidance, and customization of the scale used to rate anxiety during exposures (e.g., allowing the child to select or draw faces that communicate her experiences or using the emotion terms that the child prefers).

Other alterations help adapt the Coping Cat to be as effective as possible in light of a variety of client characteristics. Throughout the intervention, the content can be tailored to be developmentally sensitive for younger or older clients. For example, the therapist might use games or crafts to help younger children identify the symptoms of anxiety, whereas adolescents might be encouraged to keep a journal of therapeutic activities. Role-play and discussion targets should also be developmentally appropriate and relevant to the concerns of the individual client. Finally, clinicians should take into account comorbid conditions or difficulties that may necessitate changes in the application of the Coping Cat intervention. For youth with poor social skills, negative cognitions about social rejection may not be inaccurate, so clinicians may need to focus on helping these youth cope with stressful social situations rather than merely challenging what might be cognitive distortions for other clients. When working with youth with significant ADHD symptoms, clinicians may need to take frequent breaks during which they engage in fun, lively activities (such as doing jumping jacks) that build the therapeutic alliance while also increasing the likelihood that youth will be able to stay on task during other therapeutic discussions and activities. Clinicians working with youth with depression may help clients learn to identify and challenge not only anxious self-talk but also the cognitive distortions that may be related to depressive symptoms.




CONCLUSIONS


Clinicians working with youth and families are tasked with a challenging but meaningful undertaking, as they strive to understand the dynamic and complex interaction of factors that produce positive or negative changes in a child’s mental health. Fortunately, the field of developmental psychopathology and the principles of evidence-based practice in psychology offer rich frameworks and tools for conceptualizing disorders and treatment. As we explore a variety of common disorders in youth throughout this volume, we integrate developmental psychopathology principles into our approach to understanding causal factors and effective interventions. We also present the current state of empirical evidence on the most effective treatments for these disorders, alongside which we encourage our readers to continually consider the individual youth, family, and clinician factors that shape the best application of evidence-based practice with any individual client.








Chapter Two

A Christian Approach
to Treating Children
and Adolescents



WE BELIEVE THAT HUMANKIND has been blessed by God to be able to draw knowledge and understanding from a wide variety of sources, including both special revelation through the Bible and general revelation via creation and its study. For this reason, we take an integrative view of the relationship between psychology and Christianity (Jones, 2010). Though we suspect that most of our readers embrace the same approach, since Christian clinicians understand the interaction of science and faith in a wide variety of ways—including sometimes emphasizing one over the other in approaching treatment—we want to begin this chapter by clearly laying out our assumptions and understandings. We will start with a definition of our view: “Integration of Christianity and psychology . . . is our living out . . . of the lordship of Christ over all of existence by our giving his special revelation—God’s true Word—its appropriate place of authority in determining our fundamental beliefs and practices toward all of reality and toward our academic subject matter in particular” (Jones, 2010, p. 102). Integrationists believe that the best way to understand people and their functioning— including psychopathology and treatment—is by integrating all the knowledge we can access from all reliable sources. Scripture is, of course, the foremost and most trustworthy source of information; it provides “everything necessary to a full life in Christ” (Jones, 2010, p. 110) as well as information about many patterns of human experience and striving within the bigger picture of God’s redemptive story. However, we believe that Scripture is not intended to be our only source of information about every aspect of creation and humanity; for example, the Bible is not an anatomy textbook, a cookbook, a symptom checklist, or a truck mechanic’s manual. Truth is revealed not only in Scripture but also through human beings’ thoughtful, discerning engagement with each other and the world around them, which occurs formally in vocational and academic study and informally in our everyday personal and professional relationships and experiences. As other authors have noted, in a perfect (sinless) world, all sources of truth would be integrated in seamless harmony and connection with one another (Entwistle, 2015; Jones, 2010); as integrationists, then, we strive to bring back together that which has been separated following the fall. Therefore, high-quality psychological theory and research offer a rich source of information for those who wish to understand patterns of human biological, cognitive, emotional, and behavioral functioning, development, and well-being. At the same time, as Christian integrationists who take the authority of Scripture seriously, we recognize that our biblical and theological knowledge provides an important framework for the ways in which we understand and apply psychological ideas. In this chapter, we discuss some of the implications of Christian understandings of the nature of human beings, suffering, healing, and children on how we think about and approach treatment.


CHRISTIANITY AND PSYCHOLOGICAL TREATMENT


An integrative approach to Christianity and clinical applications of psychology emphasizes biblically and theologically based understandings of human beings as the context in which we understand scientific theory and research about disorder and treatment. Therefore, we will draw from a variety of Christian sources as we outline some of the understandings that we see as crucial to integrate with psychologically based knowledge. We use the framework of many integrative writers (e.g., Entwistle, 2015; McMinn & Campbell, 2007) that a Christian worldview is grounded in the themes of creation, fall, and redemption to discuss human nature, suffering, and healing, respectively. We then contend specifically with how theological understandings of children shape the application of these ideas to a therapeutic context.




THEOLOGY OF CREATION AND HUMAN NATURE


The Bible opens with an account of God as creator of all things, including human beings, who are given a special place in his creation as bearers of his image (Genesis 1:26). The image of God is an inherent part of personhood that is universally present in all people, including Christians as well as nonbelievers, and imbues each person with dignity and worth (Erickson, 2013). The presence of the imago Dei in human beings has been interpreted as having three main manifestations (Erickson, 2013; McMinn & Campbell, 2007). First, the imago Dei can be understood as having functional implications, in that people are meant to be God’s representatives in the management and stewardship of the rest of the created order. Second, substantive or structural views emphasize the presence of certain aspects of the nature of God in humans, since we are created in his image. As image bearers, humans have the capacity to reflect many aspects of God’s nature, including nobility, creativity, justice, mercy, emotionality, and the capacity for moral and rational thought (Entwistle, 2015; McMinn & Campbell, 2007). Third, God’s image manifests itself in people in their relational nature, a reflection of God’s relational character. We will focus on the implications of this final view and its emphasis on relationality for psychological treatment.

The three-in-one God of the Bible is understood as inherently relational; therefore, people created in his image are also imbued with relational capacities and drives. Some theologians have even posited that the image of God is not manifest fully in individuals but rather within our relationships with other people (Barth, 1945/2009; Grenz, 2000). In any case, it is clear that we are created in the image of a relational God whose purpose for us is to be in right relationship with him and with other people (John 1:12; Romans 5:10-11; Ephesians 4). The best model of relationality we have is in Jesus, whose image bearing is not tainted by sin. Jesus’ life sets examples for us in terms of his relationship with God and his relationship with people (Erickson, 2013). First, Jesus’ relationship with God is perfect. He is one with the Father, whom he glorifies (John 17). Jesus also obeys the Father perfectly, submitting his own will to that of his Father (Matthew 26:39; John 4:34). Second, Jesus displays deep compassion for human beings and their needs and suffering (Matthew 9:36; Mark 10:21; Luke 7:13). In his ministry on earth, he spends a great deal of time teaching, shepherding, and healing people. Jesus does not hesitate to engage with people who are sick, unclean, or outcast by society (Matthew 9:20-22; Luke 19:1-10; John 4:7-26). God’s intention for the people he created in his image is to live in authentic, compassionate relationships with other people and in perfect, obedient fellowship with him.

The importance of supportive, healthy relationships and their impact on development are frequently emphasized by psychological theories and research. For example, in the psychological literature, there is consistent evidence of the importance of high-quality relationships with other people in promoting mental health and well-being (Ozbay et al., 2007), which may occur at least partially through the impact of social support on how our brains process potential threats (Maresh et al., 2013). Furthermore, common factors research suggests that the client-therapist relationship or alliance is a significant determinant of the effectiveness of treatment (Laska et al., 2014). As people who have been universally imbued with God-given relationality, our drive to connect deeply with others is an inherent part of our nature. Our clients and their families will experience pain and grief when their relationships with other people are difficult, damaged, or absent, and recognizing the importance of healthy relationships for well-being should play a role in shaping the goals of therapy. Furthermore, to be effective clinicians, we must draw on our relational nature to build therapeutic relationships with clients that form a foundation for treatment that produces change. We have the privilege of connecting deeply with both youth and their families, mourning their suffering and celebrating their victories and growth alongside them, particularly when they also belong to the body of Christ (1 Corinthians 12:26). One of the challenges unique to clinical work with youth is the necessity of being able to build relationships not only with our young clients but also with their parents and other caregivers, stretching our relational skills as we connect with individuals across the lifespan. Further, while it is a privilege for any clinician to be allowed into a client’s life, it is a particularly special opportunity to be allowed into the lives and hurts of children, who are more vulnerable members of society, and our relationship-building work with parents forms an important foundation in their ability to entrust their children’s suffering and hope for change to us.




THEOLOGY OF THE FALL AND SUFFERING


Of course, the manifestation of the imago Dei in people was disrupted by the entry of sin into the world through the disobedience of the first man and woman (Genesis 3; Luther, 1545/1958). The effects of sin are far-reaching and impact both the created world broadly and human beings specifically; in Genesis 3, the Lord explains that, as a direct result of sin, people will experience physical pain, relational disharmony, difficult work, and ultimately death. We want to be careful to note that the theological concept of sin is generally understood to include both sin as a state and sin as an act (Augustine, 398/1986; McMinn & Campbell, 2007). McRay and colleagues (2016) describe the DSM as “not a catalog of sin but a catalog of the state and consequences of sin” (p. 103). In other words, our fallen nature and world might be considered causal at the root level for all human problems, including psychological disorders. Indeed, it has been argued that the risk factors that we consider to cause psychopathology at biological (e.g., neurotransmitter abnormalities) or other levels (e.g., cognitive distortions) are only imperfect and problematic because of the entry of sin into the world at the time of the fall (McMinn, 2004; McRay et al., 2016).

With regard to areas of functioning of particular interest to clinicians, the fallen state of the world affects our biological, behavioral, emotional, cognitive, and social functioning (McMinn, 2004; McRay et al., 2016). Because of sin, our genes mutate, our neurotransmitter and hormone levels are too low or too high, our brains form and function imperfectly, and our bodies respond to stress ineffectively. Because of sin, we behave in ways that are maladaptive, selfish, impulsive, and harmful to ourselves and others. Because of sin, our emotions become twisted, reflecting our desire to see our own purposes thrive rather than God’s, and we are easily overwhelmed by dysregulated feelings and their expression. Because of sin, we think about ourselves, others, and the world in ways that are inaccurate, unhelpful, and self-focused. Because of sin, we accidently and purposefully hurt other people through our words and actions. Psychological symptoms—along with everything that is imperfect and painful in the world and in human experience—exist as a result of the presence of sin.

Beyond the general effects of the sinful condition, individual acts of sin can affect psychopathology, though some cautions are in order as we begin this discussion. First, we note that there is not a clear, consistent correlation between individual sin and psychological well-being. People who live clearly sinful, God-dishonoring lives may not exhibit a single symptom of psychopathology as categorized by our diagnostic system, whereas individuals with mental illness may be extremely faithful in their Christian walk. In the book of Job, friends suggest that Job’s sufferings are the result of unconfessed sin, a belief that is debunked in God’s response to Job, supporting the idea that suffering— including psychological suffering—may happen to righteous individuals (Webb, 2012). Jesus himself addresses the misconception that disability is the result of sin, explaining that one man’s blindness was caused not by his sin or the sin of his parents but that “this happened so that the works of God might be displayed in him” (John 9:3). Second, it is important to recognize that different people have different predispositions to areas of difficulty or weakness. Johnson (1987) discusses the difference between the biblical concepts of sin and weakness, particularly as they pertain to psychological disorder. Sin is active disobedience to God’s perfect commands for us, it is displeasing to him, and we will be judged or held responsible for our sins. In contrast, weakness is imperfection or inadequacy that we passively receive and for which we are not judged by God; rather, human weakness can glorify God and testify to his power (2 Corinthians 12:9). This distinction is important as we understand the differences among people that may predispose them to certain psychological illnesses. We know from psychological research, as we will review throughout this book, that psychopathology results from a variety of genetic and environmental influences. From a Christian perspective, the predisposition that results from such influences outside of the individual’s control might best be understood as weaknesses. One child has genetic and temperamental predispositions toward anxiety; one adolescent is at higher risk for alcohol abuse due to his biological makeup. In these cases, we view the predisposition toward a disorder as the result of weakness, not in the sense of moral failure but in the sense of innate susceptibility. This susceptibility may interact with individual sin, as we will discuss, but it is not sinful in itself. Finally, we must approach the process of discerning the effects of individual sin on disorder with humility, as it may be difficult to look into another person’s life and easily distinguish sin versus weakness or action resulting from free will versus strong predispositions. It may be particularly tempting to let our own biases color our views of the role of sin in psychopathology; for example, a clinician to whom self-control comes naturally may find it difficult to empathize with a client whose poor impulse control she sees as a failure to display self-control rather than an underlying predisposition toward impulsivity. Further, we cannot presume to have the wisdom or insight to know God’s will or make these distinctions. God is patient to meet us where we are; may we do the same for our clients and their families.

With these ideas in mind, we do consider that an individual’s sins as well as the sins of others at individual and larger societal levels may affect the occurrence and course of psychological disorders (McRay et al., 2016). For example, an adolescent with conduct disorder may have opportunities to choose whether to join a group of peers who are setting out to steal alcohol from a store, which would generally be categorized as a sinful behavior. The idea of weakness or predisposition does not excuse us from action; we have free will and agency to make choices that move us toward or away from God as well as mental health. With youth, it is important to note that the ability to make healthy and/or godly choices—particularly in the face of susceptibility to emotional or behavioral problems—is significantly impacted by both developmental stage and environmental influences. Younger children are likely to have more difficulty making healthy or right choices in such situations, and youth surrounded by powerful environmental influences may have more trouble resisting them. For these reasons, youth who struggle with predispositions toward psychopathology are in particular need of sensitive, informed adult support, particularly as their brains are maturing, they are developing self-regulation, and they are learning to make right choices in times of temptation or when the influence of their weakness is particularly strong.

Of course, adults frequently fail youth, both in individual interactions and at the level of societal structures. These two areas represent additional ways in which sin can affect psychopathology. First, mental health can be negatively affected by the specific sins of others. Examples include the adolescent who develops PTSD following sexual assault, the youth who becomes depressed and suicidal as the result of bullying by peers, and the child whose externalizing behavior develops as an adaptation to his parents’ severe marital conflict. In these cases, addressing the sin that has contributed to the youth’s symptoms is extremely important; depending on the setting and the individual’s worldviews, the behavior may or may not be labeled as “sin” but should be seen as problematic either way. Second, sin that occurs at an institutional, structural, or societal level may also impact psychopathology in youth. For example, the idealization of thinness as beautiful in Western societies—and the related devaluing of a variety of body types as acceptable—is thought to have contributed to the incidence of eating disorders in adolescents and young adults (Derenne & Beresin, 2006). There is growing popular concern that the pressure from parents and teachers to achieve at high levels in every area of life has contributed to significant increases in anxiety, depression, and suicidality in adolescents (Schrobsdorff, 2016). Such undue pressure on children and adolescents is a reflection of societal-level sin. Furthermore, due to their lack of power relative to adults, youth are particularly vulnerable to the effects of others’ sin at both the individual and the structural/societal levels; the implication of this vulnerability is that adults have a special responsibility to address this sin and its effects (Jensen, 2005).




THEOLOGY OF REDEMPTION AND HEALING


Fortunately, the story of humanity does not end with the fall; God does not leave us to drown in our sin. Jesus’ life, death, and resurrection offer redemption, reconciliation to God, freedom from the bondage of sin, and eternal life through faith (John 3:16). “Every aspect of creation is to be redeemed and restored” (Entwistle, 2015, p. 80) as God “reconcile[s] to himself all things” through Jesus’ death (Colossians 1:20). This promise signifies that all the realms of human functioning that have been tainted by sin— biological, behavioral, emotional, cognitive, and relational—have the potential to be purified, redeemed, and restored to the form and function that God originally intended for them. Therefore, alongside the hope of healing and freedom from sin and death available to us through Jesus’ death and resurrection is hope for healing from pain and suffering that result from ailments and illnesses, including psychological disorders. God cares about people who are hurting, suffering, and vulnerable (Deuteronomy 10:18; 2 Corinthians 1:3-5); as the Great Physician, he can heal any disease or disorder. As we have previously discussed, Jesus’ ministry involved many healing encounters with the sick and hurting. Furthermore, as clinicians created in the image of a healing God, we can understand ourselves as agents of his healing power over suffering and disease (while simultaneously recognizing that only God provides the ultimate healing and delivery from sin and death that was bought by Jesus’ blood). Sometimes, healing occurs suddenly and miraculously; other times it is a more gradual process that occurs through care facilitated by other support systems, professionals, and technological advances, including psychotropic medications or empirically supported psychosocial treatments. Whatever form healing takes, we should recognize it as an outpouring of God’s kindness and redemption. Jesus came to live, die, and rise not just that we might merely live but that we might live abundant, full lives filled with joy (John 10:10; Romans 5:21). Sometimes, that joy and abundance may not take the form we expect; while we might hope and pray for God to remove our sufferings and symptoms, Scripture is consistently clear that God is constantly at work, including through our trials and problems (Romans 8:28). Indeed, some of the work that God does in our hearts, lives, and character is made possible only by the experience of suffering (Romans 5:3-5; James 1:2-4). The deep desperation of depression may provide an adolescent with the opportunity to trust in God’s goodness and provision in a way that she would not have been able to in the midst of joy and hope. The challenging task of parenting a child with severe autism might provide a father with the opportunity to develop truly self-sacrificial, Christlike actions and attitudes that he would not have been spurred to without the occurrence of his child’s disorder. The concept of posttraumatic growth (Tedeschi & Calhoun, 1995) highlights the role of suffering in the reevaluation of one’s beliefs and priorities that can lead to a richer sense of self, purpose, and relationships following a traumatic experience. God’s work in the world and in individuals’ lives occurs not merely in spite or in relief of psychological symptoms but in the midst of them.

In addition, we recognize that though God’s redemptive work has already begun, it has not yet been completed and will not be finished until the consummation of God’s rule, the reestablishment of his authority, and the creation of the new heaven and the new earth (Entwistle, 2015; McMinn & Campbell, 2007). We will continue to suffer and be imperfect until Christ comes again, establishing his full reign and completely and finally eliminating the effects of sin (Romans 8:18-21; 2 Peter 3:13; Revelation 21). Even though Jesus has conquered sin and death, we continue to live in a fallen world and struggle against the sinful nature and the effects of individual and corporate sin (Entwistle, 2015). Therefore, illness, disorder, and imperfection still exist. Children and adults still experience depression, anxiety, ADHD, and other symptoms that cause distress and impair functioning. Indeed, the research we will review throughout this volume suggests that while psychological interventions effectively treat disorders for many youth, some will continue to struggle with their symptoms throughout the course of life. However, the promise of the new heaven and the new earth in which we are fully healed, restored, comforted, and made anew offers unique hope for youth and families whose struggles with psychopathology are persistent and resistant to treatment.




THEOLOGY OF CHILDHOOD


Though all children are people, all people are not children. Theological writing and thought that focus mainly on adults help us think about and understand youth, but they are not sufficient. Working with youth and their families is a unique calling that must be informed by theological understandings of children specifically in addition to a broader theology of human nature, suffering, and healing. In this section, we will use Miller-McLemore’s (2003) three themes—that children should be (1) valued as gifts, (2) respected as full persons, and (3) viewed as agents—to structure our discussion of theological views of children (see Flanagan & Hall, 2014, for further discussion of these themes and their application to clinical work with youth).

Children as gifts. First, we must recognize that children are blessings and gifts, to families specifically and to the community more broadly. Scripture communicates this idea in a variety of ways. Throughout the Old Testament, children are described as a reward and a sign of God’s blessing (Deuteronomy 7:12-14; Psalm 127:3-5). Furthermore, they are the fulfillment of God’s consistent promises to the patriarchs to make his people into a great nation (Genesis 15:4-5; Genesis 22:15-18). In the New Testament, Jesus interacts with children in a way that displays their significance. He explicitly welcomes children and commands others to do the same (Mark 9:33-37); he lays hands on them and heals them (Mark 5:39-42; Matthew 17:14-18). Finally, God chose for his Son to enter the world as a newborn, the ultimate gift to a fallen world.

We will discuss two main implications of the gift nature of children for those who work with them. First, we should recognize that children do not ultimately belong to us but to their heavenly Father. As parents and other significant adults, we act as the direct agents of God’s love, grace, instruction, and discipline to children. Throughout Scripture, parents are commanded to teach their children about God and his commands (Deuteronomy 6:6-9; Ephesians 6:4), to discipline their children in order to shape their character (Proverbs 22:15; Hebrews 12:7-10), and to delight in their righteousness (Proverbs 23:24-25). The process of parenting a child from birth to adulthood has been compared to the process of discipling a believer from a new faith commitment to a mature spiritual life (Balswick & Balswick, 2014). From a Christian perspective, the goal of parenting is to support children’s healthy development toward godly life and character as an expression of the duty that comes with the reception of this particular gift (Miller-McLemore, 2003). It is clear that parental choices and behaviors have a lasting impact on children’s well-being and even the well-being of their future descendants (Exodus 20:4-6; Deuteronomy 4:40; 2 Timothy 1:5).

Furthermore, the care of children is not entrusted to parents in isolation but, ideally, with the support of the larger community. Stonehouse (1998) points out that Moses’ iconic instructions to parents to teach their children constantly about God in Deuteronomy 6 are given to the nation of Israel as a whole community. Parents have special responsibility for the care and support of their children, but God’s design for families is for their efforts to be aided and sustained by the broader body of Christ as other adults support parents in their efforts, play direct instructive and supportive roles with youth (e.g., Sunday school teachers, youth leaders, mentors), and pray for youth and families. Clinicians are included in the broader community of care for youth who suffer from psychopathology. Children in general are a vulnerable population, due to their weakness relative to adults and the power structure of society, and some children face circumstances or conditions (e.g., poverty, displacement, abuse, physical or mental illness) that enhance their vulnerability to negative outcomes (Jensen, 2005). God’s care for the vulnerable is evident, from commands to Israel to leave some of the harvest from their fields and vineyards for immigrants, widows, and orphans (Deuteronomy 24:19-22) to God’s role as their helper and sustainer (Psalm 10:14; 68:5; 146:9) to the characterization of “pure and faultless religion” as including care for the orphan and the widow (James 1:27). Because of the continuity of mental health problems throughout development for some individuals, youth who suffer from persistent psychopathology might also be characterized as particularly vulnerable. If we recognize that children are gifts whom God has entrusted to our care, we must also recognize that caring for them well means providing special, truly helpful care for those who are suffering or at high risk. For orphans, this care may entail community members stepping into the roles of family members to meet practical and emotional needs; for children with a psychological diagnosis, this care involves support and intervention from adults involved in their lives, including clinicians. We believe that for clinicians, providing the best possible care for this segment of the population must include drawing from the great resource of treatment research.

Second, we recognize that children are gifts in our acknowledgment that the acts of interacting with and caring for them affect our own spiritual development and well-being. Children can teach us how to better worship God. Psalm 8:2 states, in praise of God, “Through the praise of children and infants you have established a stronghold against your enemies, to silence the foe and the avenger.” John Calvin, in his commentary on Psalms (1847–1850), understands this verse to reflect the capacity of even the preverbal newborn child to praise the Lord. He refers to the fact that infants are created with the ability to suckle for nourishment from birth as evidence of God’s good provision for his people. This goodness is so powerful and overwhelming that it can defeat all those who stand in opposition to God’s purposes. So, when we look at children, we ought first and foremost to see God’s hand in their design—the creativity, power, care, and goodness embodied by the Maker who forms us in the womb (Psalm 139:13-14). In addition, in Matthew 18, Jesus sets children as an example for his followers about how they should think about greatness. In their humility, openness, and trust, children set an example for older believers about how to receive the kingdom of God. From watching, caring for, and engaging with children, we learn about our own proper stance before the Lord. The “lowly position” of children is a gift in its instructional value. Finally, if we recognize children as gifts from the Lord, we might better understand our interactions with them to ultimately be opportunities to worship God. God is glorified when we delight in our children, when we instruct them in his Word, and when we care for them in a manner that shapes their lives and character in godly ways that contribute to the advancement of God’s kingdom.

Children as persons. The view of children as gifts must be balanced by an understanding that children are also fully human individuals who should be viewed and respected as such. At times, adults are tempted to emphasize the ways in which children are “lesser” than adults—in stature, strength, knowledge, skill level, reasoning ability, emotional self-control, power, or life experience—and to allow such comparisons to characterize their view of children. The result is a condescension in which children may come to be viewed as not yet fully human, and their views, experiences, and characteristics may be easily dismissed. However, a biblical view of children is founded on the recognition that though they are still developing, youth are as fully human as adults who are both created in the image of God and affected by sin.

Like adults, children are imbued with the imago Dei from the beginning of life (Towner, 2008). Although the full expression of God’s image in them may still be developing (e.g., creativity, justice, rationality), even the young child possesses this image and the resulting worth and value. Furthermore, youth whose behavior, emotions, thoughts, or overall functioning are affected by psychological disorder are still image bearers through whom we might see their Creator. Combined with the understanding of children as gifts, their possession of God’s image highlights the importance of treating them with kindness, respect, and dignity. Such theological understandings provide even stronger underpinnings to the professional ethical commitment clinicians have to “respect the dignity and worth of all people” (American Psychological Association, 2017, p. 4).

Theologians who write about children vary in their views of how sin is expressed, as well as the degree to which individuals are accountable for sin, in early childhood, but they generally agree that as fully human persons, children are affected by sin (Jensen, 2005). Returning to the view of sin as both state and act, we recognize that both manifestations affect youth. As a result of our fallen state, children’s bodies, including neurotransmitter and hormone levels, sometimes function in ways that do not promote optimal physical and mental health. Children experience overwhelming and dysregulated emotions, they think in ways that are distorted by sin, and sin provides the background for the formation of relationships with others, which fall short of God’s design for perfect unity among believers. (Note: developmental immaturity in areas such as language, cognition, emotional development, and social skills do not necessarily represent the effects of sin but rather human limitation. The apparently “selfish” actions of a young child who does not yet possess theory of mind—the ability to take another person’s perspective into consideration—are probably better understood as reflective of children being developmentally incapable of true selflessness than as acts of a sinful nature.) However, like adults, children do sin in active and specific ways. It may be easy to perceive external sins of commission in younger children (e.g., hitting, biting, willfully disobeying adult comments), but as youth age, their sins may become more “adultlike” in their complexity and their ability to disguise them (e.g., lying, cheating, displaying relational aggression, harboring internal hatred and anger toward others). In any case, recognizing that youth are fully human means acknowledging their sinful nature and the role of sinful choices in their lives and addressing the effects of sin when appropriate. As with adult clients, decisions about the degree to which sin is explicitly addressed in a therapeutic context are complex and need to include consideration of the client’s worldview, the difficulty of separating the effects of the sinful nature/weakness from the sin as act, and the effect that a discussion of sin is likely to have on the client’s well-being. Because of the importance of developmental considerations, clinicians working with youth should be especially cautious about introducing the idea of individual sins’ role in mental illness and treatment in order to avoid placing an undue sense of blame or responsibility on a young client, who is likely to have trouble understanding the complexity of the factors that affect psychological well-being, which may interfere with the treatment and recovery process.

Another aspect to our humanity is the interconnection of the various aspects of our functioning and development, including physical, cognitive, social, emotional, and spiritual. For youth, promoting psychological well-being may be especially significant because of its role in the process of healthy development, including spiritual development. Stonehouse (1998) discusses children’s mastery of Erikson’s (1985) developmental tasks as forming the foundation for the development of their faith and relationship with God. For example, infants who develop a sense of trust in their caregivers are better prepared to rely on God as trustworthy and consistent than those who view the world with mistrust because of early experience with unreliable or unresponsive parents. Older children who master a sense of industry, the ability to work productively and cooperatively, have the skills and sense of purpose that may help them see themselves as productive members of the body of Christ. Many experiences, including psychopathology and its correlates, can interfere with the mastery of these developmental tasks. The young child with high levels of anxiety may experience the world as frightening, unsafe, and unpredictable, making it difficult for her to trust others, including God. The older child whose disruptive behavior disorder symptoms make it difficult to engage cooperatively with others may develop a sense of inferiority rather than industry, coming to view himself as isolated from others in the church whose behavior is viewed as more productive and appropriate. In both of these examples, the amelioration of symptoms is likely to help children master the developmental tasks they are faced with as they age and, as a result, to have a stronger foundation for spiritual growth. Treating childhood psychopathology, therefore, can be understood as having both psychological and spiritual implications.

Children as agents. Emphasizing the links between the imago Dei and the idea of agency, Erickson (2013) notes that “because all are in the image of God, nothing should be done that would encroach upon another’s legitimate exercise of dominion” (p. 473). If we understand children as fully human, we must also recognize that they have been imbued by their Creator with the capacity to impact their environments and that they are worthy of the dignity of being allowed to direct their own lives in appropriate ways. The manifestation of agency changes with age, of course, but it is a relevant topic from the first moments of life. Research on newborns indicates that when given the opportunity and freedom, they will, within one to two hours of birth, actively seek out the mother’s breast and begin nursing (Widstrom et al., 1987). Young babies are even understood to regulate their sensory intake through simple actions such as turning away or expressing distress when they are overwhelmed or overstimulated (Kopp, 1989); one of the functions of the relatively large amount of time newborns spend asleep is understood to be helping their immature nervous systems manage the barrage of sensory information in the world (Brazelton, 2013). These behaviors are best understood as reflexes rather than purposeful, planful actions; however, they still reflect the God-given agency that allows us from birth to express our needs and impact our environments in ways that promote our own well-being.

As children develop, their expression of agency changes and becomes more purposeful. Toddlers, who are beginning to have a sense of themselves as unique from others and are able to move around much more freely than they could as infants, are navigating a newfound sense of independence. These children often express their agency in any way they can, which can result in disruptive behaviors; parents or caregivers familiar with the concept of the “terrible twos” (or threes, or fours) recognize that the young child’s developing expressions of agency may clash with adults’ desires for the child’s behavior or environment to be shaped in specific ways. As adults who interact with young children, our task is often to structure their environments and interactions in a way that promotes appropriate agency even as we do not allow them to have agency in every area of life. For example, a child may be allowed to wear her favorite swimsuit inside the house but not outside during the winter; even if the parent would prefer that she wear more “appropriate” clothes in the house, she can express her own desires and preferences in a way that is not potentially harmful (as going outside in a swimsuit when the temperature is below freezing would be). A Sunday school teacher might allow each child to choose whether to have pretzels or graham crackers for a snack; the teacher sets some boundaries (e.g., snack is served at a specific time, children must sit at the table while they eat, they cannot have cookies for snack, they are only permitted two servings) but allows children to have appropriate choices. It is important to recognize that respecting children’s agency means offering them more ways to express and apply it in developmentally appropriate ways as they age. The toddler whose parents would not allow her to wear a swimsuit outside in February might become an adolescent who, aware that it is a cold day, refuses to wear a coat while waiting for the bus. Since she is older, her parents might allow her to exercise her agency in choosing her clothing and to learn from the consequences of her behavior (e.g., she feels cold and decides to wear a coat on the next cold day) while still setting limits when appropriate (e.g., she can choose her friends, but her parents need to meet the friend’s parents before she is permitted to go over to her house). Miller-McLemore (2003) argues that youth whose parents are overly controlling and who are not allowed some freedom of choice as they grow become adolescents and adults who have not developed the skills to make good decisions on their own, such as when they are faced with peer pressure to drink alcohol or use drugs. She notes that “children need instead a gradual transfer of power that involves receiving responsibility for progressively greater choices within a range appropriate to their age and situation” (p. 143). Allowing children to express their agency in developmentally appropriate ways not only recognizes this theologically significant element of personhood, it also promotes positive development and the adaptive implementation of power, choice, and agency as they grow into adolescents and adults.

The concept of agency has important implications for understanding psychopathology and treatment. Youth who feel little control in their own lives—little opportunity to express their agency—are at higher risk for developing a variety of psychological symptoms; in contrast, youth with an internal locus of control are more likely to be resilient and have positive outcomes following adverse experiences (Culpin et al., 2015; Weems et al., 2003; Sullivan et al., 2017; Zhang et al., 2014). Furthermore, we must take children’s agency into account as we approach treatment in a manner that truly embraces our theological understandings of youth. If we understand youth to have God-given agency, then our approach to intervention should make room for the child’s or adolescent’s self-direction and voice in the process. Of course, respecting a child’s agency does not mean allowing her to have complete freedom of choice in whether to seek treatment, what form it should take, or other decisions in the treatment process. Rather, parallel to our discussion of respecting agency in parenting more generally, this space must be developmentally appropriate and tailored to an individual child’s needs and abilities. For a young child with a disruptive behavior disorder, facilitating his agency may take the form of having him participate in the selection of rewards he will receive for positive behaviors in a behavior management plan as well as giving him the opportunity to talk with the therapist about his experience of anger and its causes (even as his clinician and parents make decisions about the behaviors targeted for change). An older child with depression should play an active role in talking with the clinician and her parents about how her symptoms affect her functioning, what she would like to change through therapy, and how she might apply the techniques she is learning in therapy to different situations in her life (even as her parents and therapist also identify therapeutic goals and support her in the application of therapeutic techniques). Facilitating the exercise of agency for an adolescent with ADHD may include allowing him to decide whether to take his medication on days he does not have school (even as he is expected to take his medication on school days), what methods for organization and planning would be most acceptable and effective for him, and the self-advocacy steps he feels most comfortable with at school. The American Academy of Pediatrics recommends that practitioners solicit assent from youth to whom they prescribe medications for ADHD, allowing the child or adolescent to have an opportunity to express her agreement with or objection to this element of treatment despite not needing to provide true legal consent (Koshy & Sisti, 2015). Particularly for youth who are likely to experience prolonged or recurrent symptoms into adulthood, bringing them into the treatment process as active agents better prepares them to take over the decision-making roles in their own treatment that shift from parents (as youth) to oneself (as older adolescents and adults). Finally, the empowerment of allowing youth to appropriately exercise their agency in the treatment process can be an element of healing and improvement in and of itself. Empowering youth in this manner can help counteract the sense of helplessness and powerlessness that youth, particularly those affected by psychopathology, may experience. We will talk in future chapters of this volume about the potential impact of recognizing and making room for children’s agency in the treatment process for specific disorders.
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DEPRESSION


AS ONE OF THE MORE frequently diagnosed psychological disorders, depression is sometimes referred to as the “common cold of psychopathology” (McRay, Yarhouse, & Butman, 2016, p. 199). Depressive disorders are characterized by sadness or irritability as well as accompanying cognitive and behavioral symptoms. Two depressive disorders, differing in length and severity of symptoms, are commonly seen in children. Youth with major depressive disorder experience persistent depressed or irritable mood and/or diminished pleasure in enjoyable activities for at least two weeks (American Psychiatric Association, 2013). They may also display a variety of other symptoms, including appetite and/or weight changes (or a lack of expected weight gain), changes in sleep, psychomotor agitation or retardation, fatigue or loss of energy, extreme feelings of worthlessness or guilt, difficulty thinking or concentrating, and thoughts of death or suicidality. At least five symptoms must be present for a diagnosis of major depression. Persistent depressive disorder, or dysthymia, requires fewer symptoms with a longer duration for diagnosis. Youth with dysthymia display depressed or irritable mood, along with at least two other symptoms, for at least one year.

At any given point in time, around 2-3% of children and 3-6% of adolescents meet the criteria for major depression; by age eighteen, nearly 13% of youth will have experienced a depressive episode (Bitsko et al., 2018; Costello et al., 2006; Ghandour et al., 2019; Perou et al., 2013). The rate of depression in American youth has remained fairly stable since the 1960s; the apparent rise in the rate of depression over time according to some sources appears to be due to methodological and reporting differences across studies rather than actual changes (Costello et al., 2006). In childhood, boys and girls experience depression at similar rates, but starting around age thirteen, the rate of depression in females rises significantly, reaching a rate that is double the rate for males by the end of adolescence (Galambos et al., 2004; Twenge & Nolen-Hoeksema, 2002). In light of research exploring a variety of potential explanatory factors for this difference in gender rates beginning in adolescence, Hilt and Nolen-Hoeksema (2006) propose an interactional model in which genetic, neurobiological, cognitive, and relational differences combine with puberty-related changes to produce higher symptom levels in girls.

Comorbidity between depression and other disorders is common. In one clinic-referred sample, 74% of youth with depression met the criteria for a comorbid disorder (Hammen et al., 1999). Anxiety disorders and disruptive behavior disorders are the most common comorbidities among depressed youth (Hammen et al., 1999). One-quarter to one-half of youth with depression also meet the criteria for an anxiety disorder, a link thought to be best explained by common biological underpinnings of the two types of disorders (Axelson & Birmaher, 2001). When depression and anxiety are comorbid, it is more common for the anxiety disorder to appear first (Essau, 2003), and the presence of anxiety is associated with more severe depression (McCauley et al., 1993). The influence of shared genetic factors on depression and anxiety increases with age, suggesting that environmental factors may play a stronger role in this comorbidity in childhood, whereas genetic factors play a larger role in adolescence (Waszczuk et al., 2014). Rates of comorbidity between depression and disruptive behavior disorders vary widely, with some studies finding that more than half of youth with depression also meet the criteria for conduct disorder or oppositional defiant disorder (Fleming & Offord, 1990; Nottelmann & Jensen, 1995). The research is mixed as to the temporal order in which the disorders appear, with some studies finding that conduct problems precede depression and others showing that depression appears first (Rohde, 2009). In addition, depression may co-occur with substance use (Armstrong & Costello, 2002) and eating disorders (Hughes et al., 2013) in adolescence. Finally, depression in youth is commonly preceded by academic difficulties, including poor attendance or poor performance at school (Hammen et al., 1999). Difficulties with concentration and attention that begin before the onset of a full depressive episode may explain these school problems; alternatively, academic struggles, which may reflect learning difficulties, may lead to frustration and hopelessness that in turn raise the risk for depression (Mufson et al., 2004). Finally, youth with depression are more likely than depressed adults to develop later bipolar disorder (Kovacs, 1996).




RISK/CAUSAL FACTORS


Biological factors. Twin and sibling studies of depression in adolescents and adults suggest that depression is moderately heritable, with genetic factors generally contributing more strongly than environmental factors to depressive symptoms (Chen, Li, et al., 2014; Lau & Eley, 2006; Sullivan et al., 2000). Though studies implicating specific genes or gene groups in depression risk have had inconsistent results, the most promising evidence has begun to link a particular genotype of the 5-HTTLPR, or serotonin transporter promoter region, with a heightened risk for depression; however, this genetic risk is generally only expressed in the presence of environmental risk, such as stressful life events, peer victimization, and poor parenting, supporting a diathesis-stress model of disorder (Banny et al., 2013; Hayden et al., 2009; Koss et al., 2018; Little et al., 2015). Youth with a particular genotype may show an increased sensitivity to their environments and, therefore, to environmental and social triggers for depression (Brouillard et al., 2018; Way & Taylor, 2010). Further highlighting the complexity of understanding causal factors, the 5-HTTLPR genotype interacts with both environmental factors and other genetic factors, such as genes linked to brain-derived neurotrophic factor (BDNF), in the prediction of depressive symptoms (Cicchetti & Rogosch, 2014; Wang, Tian, & Zhang, 2020).

A variety of structural and functional abnormalities are seen in neuroanatomical studies of youth with depression, including abnormalities in and among structures within the corticolimbic region of the brain, including the prefrontal cortex (PFC), orbitofrontal cortex (OFC), anterior cingulate cortex (ACC), and amygdala, which are involved with emotional processing and regulation (Hulvershorn et al., 2011). In addition, certain patterns of chemical abnormalities appear to characterize depression, including elevated cortisol levels and dysregulation within the hypothalamic-pituitary-adrenal (HPA) axis of the endocrine system (Guerry & Hastings, 2011; Lopez-Duran et al., 2009), which are thought to be shaped by exposure to environmental stressors (Heim et al., 2008).

Psychological factors.

Cognitive patterns. There is significant theoretical and empirical work linking particular styles and patterns of thinking with depression across the lifespan. For example, youth who describe themselves in more negative than positive terms experience higher levels of depressive symptoms (Alloy, Black, et al., 2012; Timbremont & Braet, 2004). One of the factors linked to higher rates of depression in adolescent girls and women involves gender differences in rumination, or the tendency to dwell on problems, negative experiences, and/or negative emotions (Butler & Nolen-Hoeksema, 1994; Morrow & Nolen-Hoeksema, 1990). Indeed, across childhood and adolescence, girls show higher levels of rumination than boys, which in turn predict depressive symptoms as well as increases in symptoms over time (Broderick & Korteland, 2002; Hankin, 2008; Moore et al., 2013). In young adults, rumination interferes with cognitive and behavioral patterns that promote mental health and positive mood, including positive thinking, hopefulness, engaging in enjoyable activities, and effective problem solving (Abela et al., 2002; Lyubomirsky & Nolen-Hoeksema, 1993, 1995). Interestingly, rumination may also increase depression risk via its impact on other environmental factors; for example, rumination predicts increases in peer victimization over time, suggesting that cognitive factors may affect youths’ interactions with others in a way that further increases their risk for depression, a phenomenon known as interpersonal stress generation (McLaughlin & Nolen-Hoeksema, 2012).

Individuals with depression often show particular explanatory patterns in how they understand causes of events, known as attributional style. Explanations for events can be internal (caused by my characteristics/actions) or external (caused by influences outside myself), stable (unchanging over time) or unstable (fleeting or situationally bound), and global (applying to many situations or domains) or specific (true only of events related to the one in question). For example, if an adolescent receives a poor grade on a test at school, there are a variety of explanations she could offer herself for this event, including that she did not study enough (internal, unstable, specific), the exam was too hard (external, unstable, specific), the teacher dislikes her (external, stable, specific), or she is stupid (internal, stable, global). Across childhood and adulthood, individuals with depression tend to make internal, stable, and global attributions for negative events but explain positive events as having external, unstable, and specific causes (Gladstone & Kaslow, 1995; Hankin et al., 2018). Blaming oneself for negative events, and failing to recognize one’s role in positive events, contributes to negative emotions and maladaptive behaviors, such as social withdrawal (Zimmer-Gembeck et al., 2016), which in turn reinforce this explanatory style. In the example given above, the adolescent who believes she is stupid is likely to feel sad or angry and to not put forth any effort to improve her performance, whereas the teen who believes she failed the test because she did not study enough might be frustrated but is likely to change her study habits in order to try to do better on the next exam. It is important to note that there are developmental changes in the links between explanatory style and outcomes. In middle childhood, explanatory style does not predict depression; however, by late childhood, youth who display a more pessimistic explanatory style (i.e., blaming themselves for and perceiving negative events as their fault while attributing positive events to external and fleeting causes) are more likely to develop depressive symptoms (Nolen-Hoeksema et al., 1992). This difference suggests that environmental variables, rather than still-developing psychological factors, are more influential in mental health at a younger age.

It is important to note that there are complex interactions among causal factors, including between cognitive and other risk factors for depression. For example, heritability studies suggest a significant link between genetic factors and rumination (Moore et al., 2013). In addition, depressive symptoms predict changes over time in attributional style, suggesting a bidirectional relationship between these variables (Gibb et al., 2006). Finally, it appears that attributional style does not increase hopelessness in individuals who are not experiencing significant negative life events or other stressors (as they do not have negative experiences to attribute to their own stable characteristics), meaning that attributional style interacts with environmental risk in a diathesis-stress fashion to produce depressive symptoms (Hayden et al., 2009; Rueger & Malecki, 2011).

Emotion regulation and coping. Difficulty regulating emotions effectively has been linked with internalizing symptoms broadly (Alink et al., 2009; Kim & Cicchetti, 2010) and depressive symptoms specifically (Cole et al., 1996; Hughes et al., 2011). There are a number of aspects of emotion regulation that have been linked to depression risk. First, adolescents who experience more intense and frequently changing emotions, which may be challenging to regulate, have higher levels of depressive symptoms (Silk et al., 2003; Turpyn et al., 2015). Indeed, youth with higher levels of depressive symptoms are more emotionally out of control and more likely to experience negative emotions that interfere with adaptive behavior (Hughes et al., 2011; Neumann et al., 2010). Poor emotional self-awareness also predicts depressive symptoms (Hughes et al., 2011). Second, certain regulatory patterns appear to be associated with depressive symptoms. Youth who have higher levels of depressive symptoms tend to utilize fewer emotion regulation strategies when they experience negative emotions; use effective and adaptive emotion regulation strategies less frequently; use maladaptive strategies such as internalization (i.e., direct emotions at themselves), avoidance, disengagement, and rumination when they are upset; and view their emotion regulation attempts, as well as their mothers’ attempts to help them regulate emotions, as less effective than their peers (Flett et al., 2012; Garber et al., 1995; Hughes et al., 2011; Neumann et al., 2010; Silk et al., 2003). In contrast, adolescents who utilize effective and adaptive strategies for managing negative emotions, such as engaging in distracting activities and seeking support, experience lower symptom levels (Flett et al., 2012; Moore et al., 2013).

As with other risk factors, emotion regulation interacts with other influences on a child’s functioning and development. For example, girls who do not regulate sadness well have higher levels of depressive symptoms, but only when their parents are not highly accepting and warm (Feng et al., 2009). In addition, executive function deficits, such as poor working memory and cognitive flexibility, may impede some youths’ coping efforts and increase their risk for depression (Evans et al., 2016). Executive functioning supports skills such as cognitive flexibility, problem solving, and planning ahead, which appear to be important components of identifying and implementing effective strategies for coping with negative experiences and emotions. Temperament-based characteristics of positive and negative emotionality (the tendency to experience positive and negative emotions, respectively), which are likely to affect emotion regulation and coping abilities, have also been linked to depression risk (Compas et al., 2004; Van Beveren et al., 2019). Indeed, difficulties with emotion regulation may be the mechanism through which other risk factors, such as temperament and interpersonal stressors or traumas, increase a youth’s risk for depression (Chang et al., 2018; Fussner et al., 2018; Yap et al., 2007, 2010). For example, when parents express strong negative emotions and critical comments toward their children, adolescents may experience significant sadness and anger without the regulatory support of their parents, which may be especially likely to happen for youth who are temperamentally prone to readily experiencing negative emotions. These youth may ruminate on these emotions and their parents’ words and actions toward them rather than distracting themselves or seeking others’ support, cognitive and regulatory strategies which create further emotional and behavioral consequences that raise the risk for depression.

Environmental factors.

Stressors. There is a significant body of literature linking stressors with an increased risk for depression in children and adolescence (Cole et al., 2006; Ge et al., 1994; Nishikawa et al., 2018; Nolen-Hoeksema et al., 1992; Rudolph et al., 2009). Life events which are identified as disappointing may put youth at particular risk for ongoing depression (Goodyer et al., 1997). Research on the effect of poverty or socioeconomic status on depression in youth is mixed (Costello et al., 1996; Eamon, 2002; Twenge & Nolen-Hoeksema, 2002). Studies that have found a positive association between poverty and depression risk point to mechanisms such as violence and disengagement in the neighborhood, a lack of engagement in academic and extracurricular activities, maternal depression, and physical punishment (Eamon, 2002).

Stress exposure appears to interact with cognitive and behavioral patterns in the prediction of depressive symptoms (Robinson et al., 1995). For example, adolescents who experience more interpersonal stressors have more depressive symptoms but only when they also display certain cognitive patterns, such as low self-worth and a negative attributional style (Carter & Garber, 2011). In addition, peer victimization shows a strong link with depressive symptoms, which may be mediated by maladaptive coping responses as well as a negative attributional style (Gibb et al., 2012; Hawker & Boulton, 2000; Troop-Gordon et al., 2015). Stress also affects explanatory style, with children who report more negative life events becoming more pessimistic in their explanatory style over time (Nolen-Hoeksema et al., 1992). Finally, the symptoms of and behaviors associated with depression may actually increase the occurrence of interpersonal stressors in girls, rather than stress simply acting to increase symptoms, supporting a transactional model of depression (Rudolph et al., 2009). Therefore, it is important to assess not only the stressors present in a client’s life or history but also their impact on behavioral and cognitive patterns and functioning.

Family dynamics. Clinical samples of depressed youth commonly report a number of family stressors, including parental divorce, low levels of parental marital satisfaction, high levels of parental stress, low levels of parental support, and frequent marital and parent-child conflict (Eamon, 2002; Hammen et al., 1999). For example, adolescents whose parents divorce experience greater increases in depressive symptoms than their peers with nondivorced parents, a link that is explained by stressful life events, which often increase following disruptive family events such as divorce (Ge et al., 2006).

The dynamics within families have also been linked with depression risk (Goodyer et al., 1997: Liu & Merritt, 2018; Wang, Tian, Guo, & Huebner, 2020). High levels of parental criticism and negativity are associated with higher levels of depressive symptoms, a link that may be mediated by youths’ emotional reactivity (Turpyn et al., 2015; Yap et al., 2010). Similarly, parents who are more aggressive and less approving and affectionate toward their children have adolescents who develop higher levels of depressive symptoms over time (Schwartz et al., 2012, 2014). Adolescents also experience more depressive symptoms and greater increases in symptoms over time when their parents are highly psychologically controlling (El-Sheikh et al., 2010; Kouros & Garber, 2014). Interestingly, one study found controlling parenting to predict depressive symptoms only in girls who displayed low levels of positive emotions, suggesting an interaction between parent and child characteristics in the development of depression (Feng et al., 2009). Lower levels of support and cohesion within families have also been linked with higher levels of depressive symptoms in youth (Flett et al., 2012; Kouros & Garber, 2014; Sheeber et al., 1997; White, Shelton, & Elgar, 2014). Certain parental characteristics, such as maternal depression, increase the likelihood of negative parenting behavior that promotes children’s depression (Kuckertz et al., 2018; Wolford et al., 2019). Furthermore, family dynamics can affect response to treatment. Adolescents who experience higher levels of parent-child conflict show less improvement in response to both cognitive-behavioral and psychopharmacologic treatment (Feeny et al., 2009). There may even be a genetic element underlying the link between parent-child conflict and depression in youth; the same parental genetic predisposition that increases youths’ biological vulnerability to depression may make parents themselves more likely to interact in conflictual ways with youth (Samek et al., 2018).

It is important to note that family factors interact with one another and with other risk and protective factors in the development of disorder. For example, warm and supportive parenting can attenuate the negative effects of stressors or adolescents’ attributional style on depressive symptoms (Ge et al., 1994; Rueger & Malecki, 2011), but low levels of positive parenting can enhance the impact of other stressors on adolescents’ depression risk (Oppenheimer et al., 2018). In addition, one study found adolescents’ mood lability to predict later negative parent-child interactions but not the reverse (e.g., negative interactions predicting symptoms; Maciejewski et al., 2014), suggesting that youths’ symptoms can affect family functioning and highlighting the dynamic interactions that affect psychopathology in youth. Finally, as discussed earlier, it is clear that genetic and biological risks interact with environmental stressors to shape an individual’s path toward or away from disorder. Such interactions can help us understand why some children who experience high levels of family conflict or stress, for example, develop depression, whereas others do not; they can also help us understand how to better promote resilience or intervene to change the course of a disorder.




DEVELOPMENTAL COURSE


Like other disorders, depression may manifest differently depending on the age and developmental level of the individual. Differences in presentation may be due to developmental abilities that change over time (e.g., cognitive abilities, language abilities, self-awareness, abstract thought, future orientation) or differences in the causal factors that are linked to depression at different stages (Weiss & Garber, 2003). Previous DSM criteria for depressive disorders have been widely criticized for being developmentally insensitive and difficult to use to accurately diagnose these disorders among youth (Essau & Ollendick, 2009), and DSM-5 criteria remain little changed. However, a number of developmentally oriented researchers have studied how depression may present differently across childhood and adolescence. Some writings talk about a very early form of depression that can appear in eighteen- to twenty-four-month-olds and may present as sustained social withdrawal and avoidance (Guedeney, 2007). As this very early depression is understood as the manifestation of particular parent-child dynamics that result from factors such as maternal depression (Luby, 2009), interventions focus on changing these interactions and are unique to this age group (e.g., Jung et al., 2007). In preschoolers with depression (roughly ages three to five), symptoms commonly reflect DSM criteria; for example, sadness or irritability and anhedonia are common symptoms (Luby et al., 2003, 2006). However, many young children will not meet DSM diagnostic criteria if they are applied strictly and may be underdiagnosed when clinicians rely on them exclusively. One study found that a modified set of criteria may better capture depression at this age; these criteria are based largely on the DSM criteria for adults but include alterations such as symptoms that may be less persistent (e.g., depressed mood “for a portion of the day for several days” rather than “most of the day, nearly every day”), feelings of worthlessness or guilt that may appear through play rather than explicit verbal statements, and suicidal or self-harming themes in play rather than explicit suicidal thoughts or behaviors (Luby et al., 2002). Some depressed preschoolers may also exhibit significant disruptive behavior (Luby et al., 2006). Children who experience depression in preschool are at heightened risk for depression and other disorders later in childhood and adolescence (Gaffrey et al., 2018; Luby et al., 2014).

There is some similarity between childhood and adolescent depression, such as in episode duration and severity and in rates of recurrence (Birmaher et al., 2004). However, some changes occur with development. As childhood progresses, parents of depressed youth generally report decreases in crying but increases in sad mood and feelings of worthlessness (Achenbach, 1991a). Youth with depression self-report an increase in negative mood as they enter adolescence (Achenbach, 1991b); indeed, sadness is the most common and severe symptom of depression in adolescents and is more likely to characterize the disorder than anhedonia (Rohde et al., 2009). In depressed girls uniquely, sad mood continues to worsen across adolescence, and withdrawal, concentration difficulties, insomnia, low energy, and weight gain or loss are common symptoms during the teen years (Achenbach et al., 1991; Rohde et al., 2009). Symptoms such as hopelessness and guilt also appear more frequently in adolescents than in children, likely due to the development of more advanced and future-oriented cognitive abilities (Weiss & Garber, 2003). In contrast with adults with depression, adolescents are more likely to have appetite and/or weight changes, difficulty sleeping, and loss of energy and less likely to experience anhedonia or difficulty concentrating (Rice et al., 2019). Adolescents with depression are more likely than their healthy peers to drop out of high school and to be unemployed in adulthood (Clayborne et al., 2019).




ASSESSMENT


Assessment of youth depressive symptoms most commonly includes both diagnostic interviews and questionnaires and should elicit information from multiple sources, including youth, parents, and teachers (Essau & Ollendick, 2009; Rudolph & Lambert, 2007). Interviews can be unstructured or structured; an example of the latter is the Schedule for Affective Disorders and Schizophrenia in School-Age Children (K-SADS; Kaufman et al., 1997), which assesses children and adolescents’ symptomatology through separate parent and child interviews. Perhaps the most commonly used self-report rating scales are the Beck Depression Inventory (BDI; Beck & Steer, 1993), designed for use with adults but suitable for adolescents; the Children’s Depression Inventory (CDI; Kovacs, 1992), an adaptation of the BDI for children as young as age seven; and the second editions of the Reynolds Child Depression Scale (RCDS-2; Reynolds, 2010) and Reynolds Adolescent Depression Scale (RADS-2; Reynolds, 2002), which are scored based on both age and gender norms. The depression subscales from broadband symptom measures such as the Child Behavior Checklist (CBCL; Achenbach, 1991a) and its related forms can also be used and allow for the concurrent assessment of other types of comorbid symptoms. Essau and Ollendick (2009) argue for the use of dimensional rather than categorical assessment tools for depression in youth. Categorical assessments, commonly including structured interviews, aim to determine whether each symptom is present or absent and whether the total number of symptoms meets the cutoff criteria in the DSM. In contrast, dimensional assessments such as the CBCL allow for the measurement of constellations of symptoms along continua and facilitate data-based comparison to same age and gender peers.

It is important to remember during the assessment process that the presentation of depression changes across childhood and adolescence (Rudolph & Lambert, 2007). Therefore, a developmentally sensitive approach necessitates awareness of the way in which the client’s age may affect observed or reported symptomatology; this awareness is important to ensure that youth who do not fit the largely adult-based symptom descriptions in the DSM-5 are not underdiagnosed. Furthermore, childhood and particularly adolescence may be periods of more normative mood fluctuations and difficulties learning to regulate emotions than adulthood. Clinicians need to understand what is developmentally typical in order to judge whether mood-related symptoms represent passing stages or true, clinically significant aberrations. Clinicians must also consider whether the child’s current functioning is a change from past functioning.

Thorough assessment should include evaluation for comorbid disorders, particularly anxiety disorders (Rudolph & Lambert, 2007). Clinicians should be cautious about the use of certain rating scales in this process, as many questionnaires do not distinguish well between depressive and anxious symptoms (Joiner et al., 1996). However, some instruments, such as the Positive and Negative Affect Scale for Children (PANAS-C: Laurent et al., 1999) have been found to differentiate between depression and anxiety (Lonigan et al., 2003), as both are characterized by negative emotions, but depression is more likely to involve the absence of positive emotions. Well-designed, thorough clinical interviews with children and parents can assist in this process as well. Finally, in addition to evaluating depressive symptoms, a thorough assessment should include specific information about social functioning, stressful events, and family history (Klein et al., 2005) in order to inform treatment planning from a developmental psychopathology framework.




TREATMENT


A significant amount of research has explored the effectiveness of a variety of treatments for childhood and adolescent depression. While research on the effectiveness of antidepressants for children and adolescents is much more limited than that with adults, selective serotonin reuptake inhibitors (SSRIs), which increase available serotonin by blocking its reuptake (Stark et al., 2006), appear to be the most effective psychopharmacological treatment (see Emslie, 2012, for a brief review). In general, a combination of medication and a psychosocial treatment, such as cognitive-behavioral therapy (CBT) plus an SSRI, is more effective than either treatment alone (TADS, 2004; Kennard et al., 2014; Vitiello et al., 2006); however, medication may be a particularly crucial component of treatment for severe depression, with some studies finding that combination therapy has no added effectiveness (Curry et al., 2006; Goodyer et al., 2007). Among psychosocial interventions, CBT and behavioral interventions have been found to be the most effective treatments for children, though they are still considered only possibly efficacious. For adolescents, CBT and interpersonal therapy (IPT) have strong research support, and various forms of both types of interventions are considered well established or probably efficacious (Weersing et al., 2017). Each intervention is discussed in detail below. (Note: Because the complete intervention programs that are utilized to treat depression in youth rarely contain behaviorally focused interventions without accompanying cognitive components, the descriptions of the behavioral components of CBT capture the essence of behavioral interventions, which are not discussed separately. An example of a more purely behavioral intervention and its supporting research can be found in Stark et al., 1987.)

Cognitive-behavioral therapy (CBT).

Treatment for Adolescents with Depression Study (TADS). TADS is a randomized clinical trial comparing the effectiveness of an SSRI, CBT, a combination of CBT and an SSRI, and a placebo on depression in adolescents (TADS, 2000). The TADS CBT intervention utilizes the traditional CBT foci on changing cognitive processes and enhancing social and behavioral skills. The program emphasizes the importance of a strong therapeutic alliance between the client and the therapist that is supported by parental involvement. Individual and parent sessions occur over a twelve-week “acute” treatment phase that is followed by three to six weeks of continuation and skill consolidation and then more infrequent booster sessions focused on relapse prevention (TADS, 2005).

TADS CBT begins with psychoeducation about the nature of depression from a CBT model (i.e., that thoughts, feelings, and behaviors affect one another and can create negative as well as positive spirals) in addition to individualized goal setting for treatment. Goals should be concrete, achievable, and mutually agreed upon by the client, parents, and therapist. Adolescents are introduced to the “Emotions Thermometer” as a way to monitor the types and intensity of their emotional experiences as well as triggers, thoughts, and behavioral responses. Using this information, clients and clinicians begin to identify patterns in the adolescent’s experience of depression, including situations and cognitions that negatively affect mood. The early sessions of TADS CBT also aim to establish a therapeutic alliance between the client and the clinician. Throughout all stages of TADS CBT, homework and questionnaire-based symptom monitoring are used to promote and track improvement.

As the acute phase of TADS CBT progresses, the focus of therapy shifts to identifying and utilizing strategies to change the maladaptive cognitive and behavioral patterns that underlie depressive symptoms. Behaviorally focused interventions aim to increase behavioral activation, or the use of changes in behavior to activate changes in thoughts and moods. The links among emotions, thoughts, and behaviors are reviewed, and the value of changing behaviors in order to impact thoughts and emotions is discussed. Adolescents are then encouraged to create a list of activities they enjoy (or previously enjoyed) and to select some activities in which to purposefully engage in the coming week. Emphasis is placed on selecting activities that are social, give the client a sense of success, are realistic (e.g., inviting two friends over for dinner rather than making a meal for one’s entire class), and are adaptive and not potentially dangerous to oneself or others. Through a discussion of how many enjoyable activities the client has engaged in over the last several days, a concrete goal that represents an increase in these activities is set, and adolescents track their engagement in pleasant activities each day. In addition, therapists work to help clients develop problem-solving skills in order to promote the ability to cope with stressors and challenges and decrease the likelihood that problematic experiences will worsen depressive symptoms. Clinicians and clients discuss the steps of problem solving using the mnemonic RIBEYE (Relax or calm down, Identify the problem, Brainstorm possible solutions, Evaluate possible solutions, say Yes to the best solution, and be Encouraged by oneself and others) and then apply these steps to specific problems a client is facing. Finally, to link behavioral and cognitive skills, therapists explain that it is important to identify whether a situation can be changed (i.e., sometimes problem solving and other direct methods may be the best approach, and sometimes they may not be) and that changing our behaviors may not always lead to immediate changes in our thought processes, which can be targeted in other ways.

Cognitive interventions include identifying and challenging cognitive distortions. These distortions may include (often automatic) problematic, inaccurate, and/or unhelpful beliefs that contribute to symptoms of depression. In addition, cognitive work aims to identify clients’ attributional style (e.g., internal/external, stable/unstable, global/specific) and the ways in which this pattern may contribute to self-blame or failure to recognize one’s positive abilities. Therapists may use hypothetical scenarios as well as material from the client’s at-home mood monitoring to guide the client to identify patterns of cognitive distortions or maladaptive attributions. Once adolescents are able to identify their automatic cognitions, they are taught to examine the validity of their thoughts using techniques such as Socratic questioning (“How else might someone see that situation?”), looking for contradictory evidence (“What is the evidence in support of that thought? What is the evidence against it?”), role-playing (having the therapist model self-questioning and generating alternative thoughts), and reverse role-playing (having the therapist embody the adolescents’ cognitive distortions while the client offers alternative thoughts to counteract them). For some clients, it may be helpful either to make a list of alternative thoughts to use when “talking back” to their cognitive distortions or to depersonalize the discussion, talking about situations and beliefs that might apply to other adolescents and pretending to coach other individuals to listen to alternative thoughts.

After behavioral and cognitive interventions have been applied, the focus of treatment shifts to skill development in the areas of social interaction and affect regulation. Clinicians use role-playing to model and promote the development of social skills, including conversation skills, assertiveness in social interactions, effective communication, listening skills, and the process of compromising. Adolescents’ emotion regulation abilities are promoted by instruction and practice in the areas of emotion identification, identification of emotion-evoking triggers, emotion regulation techniques, and relaxation (including guided imagery, deep breathing, and progressive muscle relaxation). During skill building, family members become a more active part of treatment, with some sessions involving both the parents and the adolescent in order to promote the application of social and emotion regulation skills to interactions within the family.

Finally, the acute stage of treatment ends with a review of individual goals, principles and skills learned in treatment, and progress. The focus of treatment then shifts to a maintenance-oriented relapse prevention stage, with more infrequent sessions that involve a review of previously learned skills and their application to new situations as well as discussion of how to distinguish between a “slip” (brief symptom reappearance) and true relapse. TADS has been found to be effective in reducing depressive symptoms and suicidality in adolescents (TADS, 2009).

ACTION program. The ACTION program is a manualized, cognitive-behavioral group intervention aimed at nine- to thirteen-year-old girls with depression (though the program can be adapted for use with boys; Stark et al., 2010). The program embraces developmental psychopathology assumptions, including an understanding of depression as the outcome of a non-normative developmental pathway in which the effects of a variety of individual risk factors result in disorder, with an emphasis on the effect of risk on girls’ emotion regulation skills. The ACTION program consists of child and parent components and has three main goals for clients: (1) to learn and apply coping skills, (2) to identify and effectively solve problems, and (3) to recognize and change cognitive distortions. The child component of the intervention is administered mainly in small groups in a school setting, with each girl also meeting individually with the therapist twice. The parent component also consists of small group meetings, which the client participates in with her parents every other week.

The ACTION program has six core therapeutic components that are the focus of the child intervention, with the parent program promoting skills that support these components. First, clients are provided with affective education, which includes information about depression and the links among thoughts, feelings, and behaviors. Clients are taught to be more aware of their emotional experiences by paying attention to emotion signals in the “three Bs”: Body (physiological signs), Brain (thoughts), and Behavior. Second, an individual meeting between the client and the therapist focuses on goal setting for treatment as well as linking the group treatment components to the client’s goals. Goals are then shared with the group (with the client’s permission), and monitoring of progress as well as brainstorming about how group members can help each individual work toward her goals occurs throughout the intervention. Third, the girls are taught coping skills to manage negative moods and cope with difficult situations they cannot change. Emphasis is placed on techniques such as engaging in enjoyable activities, practicing relaxing activities, seeking others’ company and support, and being active. Clients are encouraged to keep a “catch the positive diary” (CPD) in which they record positive events and activities in their lives in order to help them find and focus on their positive rather than negative experiences. The CPD also helps girls see the constructive impact of using coping skills on their moods and behaviors. Fourth, therapists work with clients to help them develop problem-solving skills to address situations that can be changed rather than merely coped with. In the ACTION program, the “five Ps” of problem solving are described as Problem (identify the problem), Purpose (identify the goal or desired outcome), Plans (brainstorm potential solutions), Predict and pick (evaluate consequences of identified solutions and pick the best one), and Pat on the back (evaluate the outcome of the solution). Fifth, group members are reminded of the links among thoughts, feelings, and behaviors and learn to identify and change their distorted cognitions through cognitive restructuring. They are taught that there are many possible interpretations of our thoughts about a given situation and that they can choose which thoughts to believe are true. Clients then learn to recognize negative thoughts and be “thought detectives,” testing their thoughts against reality, and identifying alternative cognitions that are more positive and accurate. One helpful, developmentally appropriate framework for externalizing and concretizing the problem of cognitive distortions is to describe them as coming from the “Muck Monster,” who gets youth stuck in negative thoughts, and teaching girls to “talk back to the Muck Monster” as they identify and speak alternative thoughts. The Muck Monster can even be represented by an empty chair, in which the therapist can sit when she is representing a client’s negative thoughts and toward which clients direct their restructured thoughts. Finally, therapists help clients create a self-map in order to foster a more positive sense of self. Self-maps are visual representations of a client’s strengths. Clients themselves—in addition to group members, parents, teachers, and therapists—contribute to the list of strengths that are represented by bubbles on the self-map, which can be significantly influential in broadening a client’s sense of herself and helping her recognize her positive qualities.

While clients are working in their small groups to develop self-awareness, coping skills, cognitive restructuring abilities, and problem-solving skills, parents are learning techniques for supporting their children and promoting the use of these skills in the home. Parents work with therapists to develop positive strategies for managing their children’s behavior, to learn and model problem-solving skills within the family context, to listen empathically and resolve conflict effectively, and to change any of their own behaviors that support their children’s core depressive beliefs (e.g., words or actions that might support a client’s view that she is not loved).

Research has shown the ACTION program to be an effective treatment for depression in preadolescent girls, with improvement apparent both immediately following treatment and at a one-year follow-up (Stark et al., 2010). More specifically, the child component, with or without the parent component, leads to a decrease in depressive symptoms and a more positive view of oneself and the future, whereas the parent component of the intervention has been found to improve family cohesiveness and communication.

Interpersonal psychotherapy for depressed adolescents (IPT-A). Interpersonal therapy (IPT; Weissman et al., 2000) was developed as a treatment for depression in adults and has been successfully adapted for use with adolescents, an approach known as interpersonal therapy for depressed adolescents (IPT-A; Mufson et al., 2004). IPT is based in psychodynamic and attachment theories and emphasizes that individuals with depression are in relationships with others that influence the onset of and recovery from the disorder. IPT-A targets the developmentally specific social and relational problems experienced by adolescents with depression, particularly in family relationships, in a twelve- to sixteen-week treatment format. IPT-A takes a developmental psychopathology perspective on depression in adolescents, understanding the negative impact of relational difficulties on developmental tasks as well as the impact of depressive symptoms on interpersonal interactions (Gunlick & Mufson, 2009). The goals of IPT-A include the reduction of both interpersonal problems and overall symptoms of depression.

IPT-A is divided into three phases (Mufson et al., 2004). The initial phase involves the assessment of symptoms and associated interpersonal problems, psychoeducation, and goal identification. Treatment begins with a thorough assessment of current symptoms and functioning as well as family, symptom, and psychosocial history. Information is provided by both the adolescent and her parents. During this phase, the suitability of IPT-A as a treatment for a particular youth is also assessed, with a focus on identifying the adolescent’s ability to form an open and trusting relationship with the clinician, the mutual recognition of the presence and significance of interpersonal problems, and the family’s ability and willingness to support treatment. Following assessment, psychoeducation begins. The IPT-A clinician aims to help the adolescent and her family understand the nature of depression and its impact, including the time-limited and treatable nature of the disorder. Therapists then assign the client a “sick role,” in which the negative impact of symptoms is recognized as not being the adolescent’s fault but despite which the adolescent should try to function as well as possible in her daily life and roles. The “sick role” is meant to provide a balance between the pressure on the adolescent to overcome the effects of her symptoms on a day-to-day basis and the expectation that she will not be able to function at all in the midst of a depressive episode.

The focus of IPT-A then shifts to the identification of the interpersonal problems the adolescent is facing and goal setting relating to these difficulties. Therapists utilize a tool called the interpersonal inventory to visually map the client’s relationships. The template for the interpersonal inventory consists of an x, representing the client, surrounded by a series of concentric circles, or “closeness circles.” The client is asked to write the names of the people she feels closest to in the smallest circle, with larger circles populated with the names of people with whom the client has relationships of decreasing closeness. This relational map is then used as a prompt for a discussion of the adolescent’s significant relationships, including the dynamics of these relationships and how they have been affected by the depressive symptoms. This discussion continues and deepens across subsequent treatment sessions. The therapist may also encourage the adolescent to explore recent major life events in order to better understand how such stressors have contributed to the development of depression and interpersonal problems. As the adolescent’s significant relationships and interpersonal difficulties are explored, possible goals for the remainder of treatment may begin to emerge. IPT-A therapists are encouraged to focus on goals in the areas of (1) grief over the death of a loved one, (2) conflicts in relationships with family and friends, (3) relationally oriented role transitions (e.g., beginning puberty, adding family members), and/or (4) social skills deficits. These areas of relational difficulty are common among adolescents and well suited for IPT-A’s focused and short-term format. Clinicians and adolescents work together to identify specific, realistic goals for treatment by exploring which relational problems are of the highest priority to resolve and are likely to be malleable. Goals, as well as other logistic details of treatment, are laid out in a verbal treatment contract between the therapist and the client (and optimally, with the support of the parents), marking the end of the initial treatment phase.

The middle phase of treatment focuses on the development of skills for addressing the interpersonal problems identified in the initial phase. This phase of IPT-A is less manualized than aspects of this and other treatments due to the need to tailor skill building to the unique interpersonal difficulties faced by each client. However, there are some techniques and approaches that are commonly utilized. A general recommendation is for the clinician to be aware of the dynamics of the therapeutic relationship and bring to the client’s awareness any interactions within this relationship that reflect the types of problems the client is having in other relationships. One specific therapeutic technique is encouragement of affect, in which the therapist aims to help the client understand and manage her emotions so as to improve tolerance of negative emotions as well as awareness of how emotions affect interpersonal interactions. To achieve this goal, IPT-A clinicians often work with clients to create “depression circles,” visual representations of the cyclical links among stressful life events, the client’s emotions, symptoms of depression, and relational difficulties. Depression circles highlight the self-perpetuating nature of depressive symptoms and offer an opportunity to identify ways to break the negative cycle. A second therapeutic technique that is often useful in IPT-A is communication analysis, in which the client and therapist analyze specific interactions the client has had with others in order to understand the impact of communication techniques on relationships and help the client communicate more effectively. Common patterns of ineffective communication include ambiguous and unclear messages, incorrect assumptions that are communicated to others, “the silent treatment,” and hostile communication (Weissman et al., 2000). Using communication analysis, clients and therapists work to identify these patterns and replace them with more effective communication techniques, including communicating messages directly and clearly and using empathy to understand the other person’s feelings and perspectives on the interaction. Third, as cognitive distortions often interfere with depressed adolescents’ abilities to make good decisions, IPT-A therapists may use decision analysis to walk a client through problem-solving steps when he needs to make a decision related to an area of interpersonal difficulty. Clients and therapists (1) identify the problem or situation, (2) identify the client’s main goal, (3) create a list of possible options, (4) evaluate the options and the consequences, (5) select an option, (6) implement the decision, and (7) evaluate the outcome and return to step four if necessary. In this process, clinicians should be aware that adolescents may struggle to identify a wide range of possible options as well as to implement the best option when they are embedded in a situation; therefore, work with teenage clients may focus on these challenges throughout the decision analysis. Fourth, role-playing can be a helpful technique for exploring a client’s emotions and behaviors and practicing new skills. As some adolescents will be self-conscious about acting out situations in the therapy room, the clinician may need to begin with a simple role-play task, making it as fun as possible or even framing it as if the client and the therapist were putting on a play together. Role-play in IPT-A can be used to practice more effective communication skills, combat social anxiety, build self-confidence, test out an option selected during decision analysis, and identify potential obstacles to applying new skills in a real-life context. Finally, to a more limited degree, clinicians may use direct techniques such as modeling skills and strategies, advising clients in their behavioral choices, and providing education and information (Weissman et al., 2000).

The termination phase of IPT-A revolves around the review of previously learned skills, promoting continued improvement, and preventing relapse. There are seven termination tasks in IPT-A (Mufson et al., 2004). First, the clinician should help the client express her emotions about the end of therapy and communicate that negative emotions are common. If possible, the therapist can also link the client’s emotions around termination to the interpersonal experiences and difficulties that have been the focus of therapy. Second, the therapist reviews the signs and symptoms of depression, as well as the specific effects depression has had on the client, in order to prepare the adolescent to recognize them in case of recurrence. Third, the positive changes that have occurred during therapy are reviewed to help the client see his areas of competency as well as his active role in his own improvement. Fourth, the client and the therapist should review the interpersonal stressors that the client has faced, which may involve a review of the goals of treatment. Following the discussion of interpersonal strategies, the fifth termination task involves encouraging the client to recognize the interpersonal strategies she has developed in therapy for interacting and communicating well with others during difficult interpersonal interactions. Discussion of specific situations in which the client successfully used—or could have used—these strategies can be helpful in encouraging the client to use them again in the future, which is the focus of the sixth termination task. To promote continued use of adaptive interpersonal strategies, clients and clinicians brainstorm relational stressors or difficulties that the client is likely to face in the future and link acquired strategies to these situations. Seventh, if the reason for termination is not the completion of all therapeutic goals (e.g., therapy is ending because of a change in the therapist’s or client’s situation), therapists should assess the need for further treatment. This evaluation might include a discussion of identified problem areas, treatment goals, the degree of progress that has been made, and the benefits and challenges of continuing treatment. For all clients, regardless of termination reason, less frequent booster or maintenance sessions that occur for a period of time following termination (e.g., biweekly sessions for three months, monthly sessions for one year) can help maintain gains and prevent relapse.

IPT-A is considered a well-established individual treatment for depression in adolescence. A number of studies have shown that IPT-A leads to a reduction in symptoms and distress and an improvement in functioning immediately after therapy and at a one-year follow-up (see Gunlick & Mufson, 2009, for a review).




INTEGRATIVE APPROACH TO TREATMENT


CBT. Cognitive-behavioral interventions emphasize the links among thoughts, feelings, and behaviors, a concept which is supported by Scripture (Elliott, 2006). For example, we see the potential impact of our emotions on our behavior and cognitions when we are told, “See what this godly sorrow has produced in you: what earnestness, what eagerness to clear yourselves, what indignation, what alarm, what longing, what concern, what readiness to see justice done” (2 Corinthians 7:11) and when Moses follows the presentation of the Ten Commandments with the instruction to his listeners, “God has come to test you, so that the fear of God will be with you to keep you from sinning” (Exodus 20:20). We are given examples, particularly in the gospel of Mark, of how Jesus’ view (thoughts) of sin and injustice provokes anger and subsequent action (Mark 3:5; 10:13-16; 11:15-16). Jesus also gives verbal instruction linking a change in thinking with a change in emotion (John 21:23-24), and true repentance and submission to God (behavior) is sometimes portrayed as involving an emotional component (James 4:9). Therefore, the idea that our emotions, cognitions, and behaviors affect one another is consistent with biblical portrayals of human nature.

Furthermore, we can utilize biblical and theological principles to create a uniquely Christian approach to CBT interventions for depression in youth. Behaviorally focused components of intervention include helping clients learn to monitor and increase their engagement in enjoyable activities as well as to develop problem-solving skills. From a behavioral standpoint, it is important to note that youth with depression often feel hopeless and helpless. They may have essentially lost the sense that they have any agency to change their experiences or contribute to improvements in their symptoms; rather, they often feel at the mercy of their circumstances and their disorder. However, recognizing that these youth, like all others, do have God-given agency (Miller-McLemore, 2003), we might approach behavioral interventions with the theological goal of helping them regain this recognition in their own lives. Although changing emotions and cognitions can feel abstract and challenging when one is in the middle of a depressive episode, counting and increasing pleasurable activities is often a much more concrete and achievable task. (This is one reason behavioral interventions are often implemented before the cognitive components of CBT.) Because this task is usually fairly easily and enjoyably achieved by youth in treatment, it can contribute to increasing not only positive emotions, which God expresses toward us and wants us to experience (Zephaniah 3:17; Galatians 5:22-23), but also a client’s sense of agency in her own life. Similarly, teaching children and adolescents problem-solving skills and helping them to implement them during difficult situations can help them shift from a sense of helplessness (e.g., “I always get into trouble at school”) to more adaptive responses and behaviors that contribute to a positive view of their own agency (e.g., “I was able to try a new solution, and it had a positive outcome!”). The potential for, and importance of, improvement in a client’s sense of agency and its role in improving symptoms of depression also highlights the balanced role of parents and clinicians; these adults help, teach, and support but do not become intrusive or overinvolved in the tasks that youth need to be doing themselves, such as choosing enjoyable activities to engage in more or selecting the best solution to a problem.

Cognitive interventions focus on identifying and challenging cognitive distortions. In order to call a particular thought pattern a distortion, we must first understand the truth by which we are judging the accuracy of the cognition and according to which we are testing it. Some truths are more individual and experientially based, with evidence for or against them stemming from personal circumstances. For example, youth with depression often struggle with the thoughts that other people do not like them or that they are stupid. Although it is possible that these facts are true for a given individual, for the vast majority of youth, these thoughts are inaccurate and, therefore, are considered distortions (e.g., thinking that “no one likes me” after the dissolution of one friendship or that “I am stupid” following poor performance in a single class). In these cases, the client and the CBT clinician are likely to engage in a search for evidence in the client’s life that supports or refutes these beliefs (e.g., “Who are some people in your life who you still have relationships with? What is the evidence that these individuals like you?” or “How has your present and past performance in other classes been? What is the evidence across a variety of academic and other pursuits that your intelligence is low?”). In other cases, the negative thought patterns that permeate depression may revolve around greater issues of truth that go beyond one’s life circumstances. For example, the beliefs that “no one likes me” or “I am stupid” are likely distortions in and of themselves, but they have an impact on emotions and behaviors because they have a deeper level of meaning. One individual could believe that she is disliked by others and have no emotional reaction, while another displays this belief and becomes extremely sad and hopeless and withdraws socially as a result. The difference in these reactions is in the meaning that is ascribed to the belief. If the therapist and the client dig more deeply into the thoughts of the second individual, they are likely to uncover beliefs such as “being disliked means that I am an unlikable person” and “my sense of value comes from being likable and/or liked by others.” These deeper distortions deal with broader issues of truth that are not unique to an individual’s circumstances. As Christians, we share an understanding of certain universal truths based on our Scriptures and theology, and these truths can be utilized to counter these deeper cognitive distortions that may truly underlie the emotional and behavioral symptoms of depression. Scripture can be a particularly useful tool for challenging distorted beliefs with Christian clients (Pearce, 2016; Tan, 1987; Walker, Ahmed, Milevsky, Quagliana, & Bagasra, 2013; Walker et al., 2014). The client who believes that her sense of value comes from human perceptions of her might spend time memorizing and meditating on verses that speak about God as the source of human value (e.g., Genesis 1:27; Zephaniah 3:17; Luke 12:24; Galatians 2:20; 1 John 3:1) so that she can use these Scriptures as self-statements to counter her cognitive distortions. An adolescent who feels an overwhelming sense of guilt might be directed to find comfort in Scriptures that speak about God’s forgiveness and love (e.g., Matthew 26:26-28; John 3:16; Romans 8:37-39; Ephesians 2:4-7; Colossians 2:13-14). We might think about the ACTION program technique of teaching clients to “talk back to the Muck Monster” as a developmentally appropriate representation of the use of Scripture to counter the lies that we believe that can come from the devil or have their source in evil roots (John 8:44). One note of caution: we should be careful not to communicate to clients that a “good Christian” will be able to read and learn more Scripture and quickly experience symptom improvement as a result, a message that may induce more guilt and negative feelings by simplistically reducing the solution to depression or other disorders to the performance of spiritual practices. Rather, we should emphasize the use of Scripture as a tool to speak truth as one component of treatment.
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