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Praise for this book

“This timely publication succinctly illustrates the applicability of CBT to enable
children and young people to proactively achieve empowerment over a broad
range of physical and emotional health problems. The inclusion of real life
clinical case vignette provides a welcome human counterpart to a commanding
overview of the evidence pertaining this particular population. This book is a
valuable addition to the clinical armamentarium of both novice and experi-

enced CBT practitioners alike.”
John Davies, Consultant Clinical Psychologist, Accredited Cognitive Behaviour
Therapist, Norfolk and Suffolk NHS Foundation Trust, Ipswich, UK
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Preface

Alison Coad

The aim of this volume is to offer new perspectives on the delivery of cognitive behav-
ioural therapy (CBT) to children and young people. The past decade has been a time
of considerable change in the provision of mental health services in the UK. Chapter 1
offers an account of these changes, including the introduction of Improving Access to
Psychological Therapies (IAPT) services and the ways in which these ideas were carried
through to services for children and young people (CYP-IAPT). These ideas were devel-
oped in response to Lord Layard’s (2006) pivotal report on the treatment of depression.
Evidence-based treatment was a central feature of the new services, and as a conse-
quence a new model of practice — based on outcome measures — evolved. As a clinician
working within the National Health Service (NHS) as these changes were introduced,
I observed a variety of reactions from my colleagues and from our young clients. This
is not the place to provide a detailed critique of the impact of these changes. However,
curiosity about that process is part of our motivation for producing this volume.

This is not intended to be a skills manual — there are already several excellent vol-
umes which fulfil this role. Instead, these case studies offer insights into the ways in
which CBT approaches can be used as the foundation for highly individual treatment
programmes. Therapists and clients bring their experiences into the therapeutic rela-
tionship, and various influences will shape the way that therapy progresses. For me,
as a late starter in the field of mental health (I qualified as an occupational therapist at
the age of 38), those experiences included a master’s degree in literature, and training
in CBT, systemic therapy and solution-focused therapy. The more I studied, the more
I saw links between theories that underpinned a seemingly disparate range of disci-
plines. I was familiar with the idea of interpreting a novel — a fictional narrative — in
certain ways. Could I transfer any of this learning to the understanding of my personal
narrative, or of those of my clients? I was intrigued by this, and became curious about
ways in which I could combine my interests in therapy, literature and philosophy. The
links between philosophical concepts such as Stoicism and modern psychotherapy
seemed clear, as the following quotation shows:

The Stoics realised that a life plagued with negative emotions — including
anger, anxiety, fear, grief and envy — will not be a good life. They therefore
became acute observers of the workings of the human mind and as a result
became some of the most insightful psychologists of the ancient world. They
went on to develop techniques for preventing the onset of negative emotions
and for extinguishing them when attempts at prevention failed.

(Irvine 2009: 5)
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This prompted further reading and discussion with colleagues, the results of which
appear in Chapter 2. My aim here is to encourage broad and creative thinking, and to
use resources from life outside therapy in order to help clients and therapists to find new
answers to questions in therapy. For Eleanor and Robert, two of the clients who gener-
ously agreed to participate in this project, the value of reading and literature is clear and
has provided new dimensions to our shared understanding. It has also provided common
ground between client and therapist, emphasising the collaborative nature of our work.

Central to each case are the experience and the voice of the young person and,
as appropriate, those who support and care for them. All client names mentioned within
the case studies are pseudonyms. These case studies will be valuable to trainee clinicians,
as they offer authentic accounts of successes and pitfalls in the therapeutic relationship.
However — and this is a unique feature of this volume — the cases also offer an accessible
narrative, represented jointly by the client’s and therapist’s voice, which it is hoped
will be relevant to young people experiencing these kinds of difficulties. The narrative
approach in qualitative research has been well documented (Andrews et al. 2013) and
also highlights links to other disciplines, including philosophy, literature and literary the-
ory. Narrative offers a structure to our efforts to find meaning — stories have long been a
metaphor for life experiences, from fairy stories to postmodern theories of the meaning
of the text, such as those of Roland Barthes (1915-1980). Therapeutic techniques such as
the genogram, the ‘lifeline’ and life story work all offer ways for clients to gain a clearer
understanding of their situation, and what might have led them to their current circum-
stances. In CBT, formulation performs a similar function. Formulation is central to the
case studies presented in this volume, and although the cases are presented according to
diagnosis, the therapeutic approach emphasises individual need over protocol.

As a cognitive behavioural therapist I have always strived to work in a collabora-
tive manner with my clients. It was not always easy to translate techniques developed
with an adult population in mind to my young clients, and I often struggled to adapt
techniques. Good supervision was essential, as was informal case discussion with
experienced colleagues of all disciplines. Paul Stallard’s work was a key reference for
me, and the development of a therapist rating scale was a very welcome addition to the
resources available to those training and to those responsible for assessing trainees.
Chapter 3 provides a summary of the cognitive behaviour therapy scale for children
and young people (CBTS-CYP), together with commentary on its application in prac-
tice. The principles which underpin Paul Stallard’s work are clear: a collaborative and
respectful relationship with the client, whether a child or an adult, is central to the
model. Ensuring that conversations in therapy are clear to all involved is the foun-
dation of meaningful interaction. The CBTS-CYP offers a means to structure highly
personalised aspects of work with children and young people, including aspects which
are not easy to quantify — for example, fun, creativity, and the negotiation of the power
relationship. It enables CYP therapists to work in developmentally appropriate ways,
without losing sight of key features of CBT such as agenda setting, Socratic dialogue
and between-session tasks.

Emphasis on the experience of the young person in therapy has also been evident
in initiatives to increase service user participation. The views of children and young
people are now actively sought via the use of routine outcome questionnaires and
through initiatives such as the Department of Health You're Welcome policy document
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(Department of Health 2011). Although these initiatives demonstrate commitment to
the principle of an open exchange of views, they take place against a backdrop of
severe financial constraint within the NHS. Inevitably, this produces tensions which
are not always easy to resolve. Increasingly stringent thresholds for access to ser-
vices, limited resources and a ‘value for money’ culture have all shaped the delivery of
services. A brief review of media coverage of these issues in the 12 months prior to the
time of writing illustrates the concerns of the public and politicians alike around these
changes. There is no doubt that these are difficult times. Readers will also notice that
several of the case studies involve work with clients over extended periods of time,
and it is recognised that interventions of this nature are not always feasible. It is hoped
that the creativity of the approaches described will provide inspiration and generate
new ideas, however long the intervention may be.

In 1952, Aaron Beck wrote a case study based on the outpatient treatment of a
patient diagnosed with schizophrenia. Beck’s observations on the therapeutic process
are as valid today as when they were written:

The major force in the therapeutic process appears to have been the emotional
experience between the patient and therapist. Important components in the
therapist’s attitude were a strong liking for and interest in the patient. No
fixed system of therapeutic techniques was employed other than an attempt
to perceive the patient’s needs and to deal with them in a flexible way.

(Beck 1952)

Each case study within this volume captures this spirit. The current economic and
political climate means that mental health services in the UK have been, and continue
to be, under significant pressure. This book cannot change that. What it can do is offer
some examples of the ways in which innovative clinicians can respond to the needs of
individuals, employing evidence-based practice, while simultaneously negotiating the
impact of sustained reductions in resources.
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A story only matters, I suspect, to the extent that the people in the story change.

Neil Gaiman, The Ocean at the End of the Lane






1 Introduction: changes in mental
health services for children and
young people

Alison Coad

The aim of this introduction is to provide a context for the case studies presented in this
book. Paul Calaminus (2013) offers a succinct summary of recent changes in healthcare
policy and provision which provides a useful background to this discussion. The past dec-
ade has been one of significant change within the National Health Service. Mental health
services have undergone several rounds of restructuring: this is an ongoing process with
far-reaching consequences for service users and professionals alike. Calaminus notes
changes in public expectations of the health service, highlighting the ways in which ser-
vice users have been invited to become involved in the design and delivery of services —
for example, in service design and the recruitment of staff. The value of experience of
chronic conditions has also been acknowledged, in the recognition and training of ‘expert
patients’ (NHS Choices 2014). These changes have led to a shift in the balance of power
between those who provide the service and those who are served by it. This is an impor-
tant point which links to some of the philosophical ideas discussed in Chapter 2 below.
The general trend within modern healthcare — what Calaminus (2013: 110) describes as
‘the shift away from paternalistic models of care’ — does not alter the fact that profes-
sionals still tend to have the final say (for example, when a decision is made to section a
patient under the Mental Health Act). However, as the case studies in this book show, it is
possible for clients and therapists to share decisions, and to learn from this process, even
in the context of financial constraint and service redesign discussed below.

There is a growing concern among professionals, charities and individuals that the
mental health services provided for young people in the UK cannot meet their needs.
This is evidenced not only in academic publications, but also in the national press,
where concerns have been voiced on a regular basis in the 12 months prior to the time
of writing. Examples of press coverage are provided in the ‘soundbites’ presented in
the illustration on page 6; these give some indication of the extent of public concern
about these issues.

The House of Commons Health Committee 2014-15

The concerns noted above have been recognised by the government, and in 2014 the
House of Commons Health Committee was asked to review these issues in detail. The
Committee heard evidence from a range of expert witnesses, including young peo-
ple using mental health services, the Minister for Health and the Chief Executive of
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NHS England. It is clear from the Committee discussions that concern exists about the
impact of changes arising following the restructuring of NHS commissioning, which
came into force on 1 April 2013. Since then, local commissioning arrangements have
meant that some child and adolescent mental health service (CAMHS) provisions have
experienced significant reductions in funding. This has been linked to concerns that
thresholds for access to services are growing higher, against a backdrop of increasing
numbers of young people seeking help for mental health difficulties. The provision
of specialist inpatient services (known as Tier 4 services, and including provision for
issues including deliberate self-harm and eating disorders) has also been under scru-
tiny. CAMHS services have not been exempt from a reduction in the overall number
of acute psychiatric beds, and as recent media reports demonstrate, this can cause
significant problems for patients and for service providers (Sabin 2014). The fact that
the news of this event reached public attention via the Twitter account of an Assistant
Chief Constable is also an indicator of the public mood around this issue:

We have a 16yr old girl suffering from mental health issues held in police cus-
tody. There are no beds available in the UK! #unacceptable.
(ACC Paul Netherton, 29 November 2014)

The message was retweeted 2,126 times.

The latest report from the Health Committee, which set up an inquiry into CAMHS
in February 2014, was published on 5 November 2014. The opening statement of the
report’s summary is very clear:

There are serious and deeply ingrained problems with the commissioning and
provision of children’s and adolescents’ mental health services. These run
through the whole system from prevention and early intervention through to
inpatient services for the most vulnerable young people.

(House of Commons Health Committee 2014)

Children and Young Persons’ Improving
Access to Psychological Therapies

The news is not entirely negative, however. Significant recent changes in service provi-
sion included, in 2011, the introduction of the Children and Young Persons’ Improving
Access to Psychological Therapies (CYP-IAPT) initiative. A total of £54 million has
been invested in the programme to date. It is aimed to roll out CYP-IAPT to the whole
of England by 2017; at the time of writing, approximately two-thirds of the country
have access to the service (Norman Lamb, 15 July 2014).?

This development was an extension of the original IAPT programme, which came into
being in 2007 following the publication of the Depression Report (Layard 2006). The Layard

3. http:/bit.ly/1A1B00J, ¢.3.34 p.m.
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report highlighted the need for greater recognition of treatments that were supported by
research evidence. It also placed emphasis on the role of psychological interventions in the
treatment of a range of mental health difficulties, concluding that ‘most people with mental
illness should be offered the choice of psychological therapy’ (Layard 2006: 2).

The development of an IAPT service for children and young people was outlined
in Talking Therapies: A Four Year Plan of Action, published in February 2011 (Depart-
ment of Health 2011). The introduction to this document, written by Paul Burstow MP,
makes reference to the link between the economy and the psychological health of the
UK population, speaking of the ‘emotional wounds’ caused by the economic recession.
The figures cited are impressive: £70 million pledged in June 2010, with a further £400
million earmarked over the four years to 2014-15.

There are three key aspects of the delivery of CYP-IAPT which reflect the concept
of service transformation: evidence-based practice (EBP), outcome monitoring and
participation (see the CYP IAPT Key Facts Document, http://bit.ly/12zzS6SR). Each of
these areas is discussed in more detail below.

Evidence-based practice
Sackett et al. (2000) define EBP as:

the integration of clinical expertise, patient values, and the best research evi-
dence into the decision making process for patient care. Clinical expertise
refers to the clinician’s cumulated experience, education and clinical skills.
The patient brings to the encounter his or her own personal preferences and
unique concerns, expectations, and values. The best research evidence is usu-
ally found in clinically relevant research that has been conducted using sound
methodology.

The case studies in this volume aim to demonstrate the practice of integrating these
elements in creative ways which reflect the particular needs of younger clients.

There is a distinction between evidence-based practice and evidence-based inter-
ventions, and it is important to understand this. Some treatments, such as cognitive
behavioural therapy or interpersonal therapy (IPT), have been the subject of a lot of
research. Research findings support the use of both of these treatments, and so they
have tended to attract investment from major employers such as the NHS. In July 2014,
Norman Lamb reported to the Select Committee that 770 individuals had received train-
ing in CBT, parent training or IPT to support the CYP-IAPT programme. CAMHS teams
are multi-disciplinary and are staffed by a range of professionals —nurses, psychologists,
psychiatrists, psychotherapists and social workers, for example. Each professional
brings a set of skills, and many will have additional training in specific therapeutic tech-
niques in addition to their core training. Anecdotally, the investment in CBT is seen by
some professionals as leading to the neglect of other therapies such as psychodynamic
therapy, which does not have such a solid body of empirical research to support its use.
Of course, this does not necessarily mean that it is less effective. However, without sta-
tistics to demonstrate its effectiveness, it is harder for those who control the budget to
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justify spending on staff training staff in psychodynamic techniques. A research study,
Improving Mood with Psychoanalytic and Cognitive Therapies IMPACT),* has recently
been undertaken within a small number of CAMHSs to study the outcomes for young
people diagnosed with depression. This study randomises subjects into one of three
treatment arms — CBT, psychodynamic therapy or standard clinical care (this includes
treatment such as medication reviews). The results of the IMPACT study, which are due
to be published in 2015, will provide a useful addition to the evidence base and will offer
a new perspective on treatment options for depression in young people.

Outcome monitoring

The Department of Health report Children and Young People in Mind (2008) identified a
number of areas for improvement within the provision of mental healthcare for children
and young people. The report also recognised the need to measure the effectiveness of
treatments, so that services can offer interventions that have a proven record of success.
Methods of measuring progress are a standard feature of CBT interventions — they can
take the form of a brief ‘mood check’ each session, or a subjective rating of level of
anxiety (see Chapter 11, this volume) or more formal questionnaires. Both can also be
used to measure progress at regular intervals. A wide variety of standardised measures
are available (for more detail, see http://www.corc.uk.net/) and a number of these ques-
tionnaires have become a routine part of therapy sessions. Measures such as the revised
Child Anxiety and Depression Scale (Chorpita et al. 2000) can be useful and even fun, as
the results can be represented in graphic form which enhances understanding for young
clients, parents and clinicians. Progress can be measured session by session, or at agreed
intervals; IAPT services require completion of measures at every session. Some services
have invested in tablet technology, such as iPads, as an alternative to paper-based ques-
tionnaires. The use of this kind of technology makes capture of data more efficient and
less labour-intensive, as computer programs record and calculate results rapidly and
with less room for human error. The interest in measuring progress is reflected in other
areas of society too. David Cameron has shown an interest in ‘happiness’ as a measure of
success since 2004 (Stratton 2010; but see also Allen 2012). ‘Happiness’ data is recorded
regularly by the Office for National Statistics, most recently in 2014, using categories
such as personal wellbeing, relationships, health and finance (see Office for National
Statistics 2014). This echoes initiatives in France and Canada to attempt to find a meas-
ure other than the strictly economic to reflect quality of life.

Collaboration and participation
Collaboration and participation, like outcome monitoring, are key features of CBT.

Within therapy, collaboration and participation take the form of shared activities
(agenda setting, goal setting and mutually devised behavioural experiments, for

4. http://www.impacttrial.org.uk
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example). The client is actively encouraged to shape the course of therapy, and to enter
into a relationship of equality with the therapist. Of course, complete equality would
be impossible to achieve; a range of issues, including age, professional versus personal
status and the relationship between the individual and a huge organisation such as the
NHS, mean that a power imbalance is inevitable. The best that can be hoped for is an
awareness of these elements, and a relationship which takes them into account.

In terms of service provision, collaboration between all participants in the pro-
cess of therapy is an essential feature of CYP-IAPT. This includes better coordination
between professional agencies, including appropriate information sharing between
agencies. It also calls for the routine involvement of young people and their parents in
the design of services. This can be achieved by encouraging open and honest feedback
about services received, via methods such as end-of-treatment questionnaires, com-
ments and suggestions boxes, and formal discussion groups.

Training of staff is also seen as an opportunity to share knowledge and expertise,
with the establishment of learning collaboratives between CAMHS services and higher
education institutions such as universities.

Question: What do you see as the main changes in service provision proposed by
the CYP-IAPT service?

Answer: There are three key points to think about: evidence-based practice and
interventions, the use of routine outcome measures, and collaboration and partic-
ipation. The paragraphs above give you a summary of what each of these terms
mean, and the websites listed in the references provide more detail if you would
like to explore these ideas further.

Question: What possible difficulties might there be in implementing these changes
within CAMHS services?

Answer: All of the changes described involve an investment of time and resources, and
so financial constraint is one of the most obvious potential difficulties. In an organ-
isation as large as the NHS, the implementation of any change requires energy and
support from staff at every level. Skilful management of this type of change is needed.
Service redesign will inevitably make some staff unsettled and this can lead to the
loss of experienced staff, which calls for the recruitment and training of new staff.
All of these processes take time, which can have a considerable impact on the level of
service provided, at least in the short term. It is also crucial to ensure that the young
people who need the service are given the opportunity to have a say about changes
which will affect them. The coordination of all of these elements is a complex process.

Conclusion

This introduction has presented two perspectives on recent changes in mental health
provision for children and young people. Accounts in the media, and the findings of the
House of Commons Select Committee on Health, describe significant concerns about
mental health services. There is also indisputable evidence that some service users
have suffered as a result of reduction in provision; the young woman who was the
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subject of the tweet from ACC Paul Netherton, for example. Investment in CYP-IAPT
services suggests an alternative picture, and could be said to address many of the con-
cerns raised in the earlier part of the discussion.

The day-to-day reality of service users, clinicians and those who are managing the
budgets seems to involve a mixture of concern and optimism. Anecdotally, students
training through the CYP-IAPT programme have encountered practical difficulties
such as limited access to essential course materials and training manuals. Balancing
a busy caseload with the demands of a university-level training programme can also
produce challenges. Trainees are likely to be members of a team with responsibility
for the provision of crisis care, and these responsibilities cannot be disregarded — this
could lead to conflict for the trainee, and possibly to resentment from other team mem-
bers. On a separate point, the aim of involving service users in the design and delivery
of services raises a number of questions. How realistic is it that the views of service

a N

e The Acting Chairman of the Select Committee, David Tredinnick MP, quoted a
description of CAMHS as ‘a system under siege, reporting significant reduc-
tions in resources, and all of that against a background of rising demand’
(1 April 2014).3

e In 2013, Young Minds magazine conducted a survey of staff working in men-
tal healthcare for young people. Of those surveyed, 66% ‘reported that qual-
ity of care had been affected because of cuts of budget changes’ and ‘77%
reported a cut in the 2012/2013 Budget’.*

e In May 2014 Maggie Atkinson, the Children's Commissioner for England,
raised concerns that ‘rising rates of mental health disorders among children
are linked to council budget cuts and health restructurings that have denied
vulnerable young people early help’ (Cassidy 2014).

e Recent UNICEF reports [show] that children in the UK are, relative to chil-
dren and young people in other European countries, less happy and more
affected by poverty than their peers elsewhere (UNICEF 2010, cited by Cal-
aminus 2013).

e On 1 January 2015, the BBC reported the resignation of a consultant child
and adolescent psychiatrist:

A child psychiatrist has said she resigned from her health trust job after
becoming disillusioned with the service for young children.
Dr Irene Lampert, who worked for the Norfolk and Suffolk Foundation Trust
(NSFT), said she was concerned about a decline in care standards.
She said the trust was putting resources into treating 14 to 26 year olds and
neglecting those younger.
(Rigby 2015)

3. http://bit.ly/1A1BK69
4. http://bit.1ly/11CJYTe
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users will be taken into account in the appointment of senior members of staff, for
example? And in a climate of economic constraint, how likely is it that the sugges-
tions of service users which have resource implications (more staff, for example, or
improved clinic facilities) can be taken on board? A recent news item brings another
aspect of participation into focus. Lady Elizabeth Butler-Sloss, who in 2014 stepped
down as the chair of a high-profile public inquiry into child abuse, commented that ‘for
[the victims and survivors] to be deciding who should be the person chairing it creates
real problems ... if you do not have a position of authority, how are you going to be
able to run the inquiry?’ (Wintour 2014). These remarks have led to debate within the
media regarding the nature of ‘the establishment’ — those who hold power in society,
and who has the right to exercise that power. It could be argued that this debate has
raised a fundamental question about ‘participation’ generally: how much difference
does it make to the outcome of major public decisions, and how can that difference be
measured? There is no straightforward answer to this question, but it is hoped that this
volume will encourage readers to reflect on issues like this, and to consider the ways
in which they can be addressed within therapeutic relationships.
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2 CBT: theory, history and
wider influences

Nick Wrycraft, Alison Coad and Tom Marshall

Introduction

In this chapter we introduce the concepts and ideas on which the cognitive behav-
ioural therapy (CBT) approach is based. We begin by considering what defines CBT,
before exploring the ideas that have fed into its development. Then we look at the var-
ious therapeutic approaches that combined to form CBT as we know it today.

CBT has played a prominent role in the in the Improving Access to Psychological
Therapies (IAPT) initiative which, as discussed in Chapter 1, has in recent years been
extended to services for children and young people (CYP-IAPT).

What is CBT?

Write down what you think are the characteristics of CBT, and then check them against
the features that are discussed below.
Cognitive behavioural therapy can be defined as a psychological therapy that:

Uses a structured approach

Is evidence-based

Is focused on collaboration and learning for both client and therapist
Is usually brief and time-limited

Looks at problems in the ‘here and now’

Teaches the client to become their own therapist

Considers relapse prevention.

A structured approach

When working with younger children, sessions would be held jointly with parents or
carers; for older children and adolescents, there is a choice of approach, including
individual sessions between the young person and the therapist, with involvement of
parents or carers as appropriate.

The first stage of therapy takes the form of an assessment and formulation
of the problem. The formulation is collaboratively devised and discussed between
the therapist and the client and is revisited and amended or updated as therapy
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progresses. CBT sessions are conducted using an agenda — an agreed list of issues
to cover. It can be useful for client and therapist to allocate time for each item at the
start of the session.

Sessions generally commence with a brief checking-in to discuss how things have
been for the client between sessions, and to highlight any significant changes or devel-
opments. In CBT there is also a focus on socialising the client to the model from as
early a point in therapy as possible. It is also necessary to focus on pacing the session
in accordance with the client’s developmental stage and style of learning. Regular sum-
maries and feedback are provided throughout the session, and the client is encour-
aged to contribute to this process. Towards the end of the session an overall summary
is provided by the therapist, which provides an opportunity to check understanding
on the part of both client and therapist. A key aspect of therapy involves testing ideas
between sessions and the setting of agreed homework tasks is therefore important.
Some clients prefer to use a term such as ‘home practice’ or ‘home therapy’ — for some,
‘homework’ has connotations of school and of an authority relationship. Checking out
details such as preferred terminology is an important part of the collaborative process.
Adopting a shared language is essential to successful engagement.

Children and young people have different needs than adults, and this needs careful
consideration when working therapeutically with this client group. This point is dis-
cussed in more detail in Chapter 3.

Question: Looking at the above, which aspects of CBT do you think might be the
most challenging? In particular, what needs to be considered when adapting tech-
niques so that they are accessible to young people?

Answer: This varies from person to person, as we all have differing strengths and
weaknesses. However, many student CBT therapists struggle with time manage-
ment and keeping to the agenda. Often there is also difficulty in keeping the client
on track when they digress — there is a need to be assertive without being per-
ceived as critical, which could impair the therapeutic relationship.

Evidence-based

CBT is evidence-based in two respects. Firstly, in CBT sessions there is an emphasis
on gathering and using evidence. This includes carrying out assessment measures as
a means of collecting baseline data and later repeating the same assessment to meas-
ure therapeutic progress. The client is also encouraged to gather evidence to support
or disprove their assumptions or beliefs, using a variety of methods such as thought
diaries, surveys and behavioural experiments. Each of these strategies enables client
and therapist to understand the client’s thoughts and beliefs, and to measure how and
when change occurs.

Secondly, there is a significant base of empirical research supporting the effec-
tiveness of CBT as a therapeutic approach, particularly with regard to the treatment
of anxiety and depression. It could be argued that, due to being a brief and time-limited
approach that is structured, and which emphasises the use of assessment measures,
CBT is especially amenable to research.
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Focused on learning

CBT encourages curiosity, gathering evidence and reflection on how this evidence
might enable therapeutic change. This is true for the therapist as well as the client.
The therapist, for example, uses their knowledge of CBT theory to find the right model
of treatment for a specific problem. Models are developed as a result of academic
research within clinical practice. There are a number of well-known models which
have come to represent standard approaches to treatment — for example, Beck’s model
of depression, or Clark and Wells's model of social anxiety. These models are usually
represented in diagrammatic form, and are supported by research which is published
in the academic literature. Psycho-education is also used, for example, to enable
the client to understand the links between uncomfortable emotions and physiological
symptoms (see Figure 2.1). Through work within sessions, which is often developed
and enhanced by the use of appropriate homework tasks, the client is encouraged to
adopt a pragmatic approach and to challenge and test beliefs. Using these strategies,
the client is enabled to identify unhelpful assumptions, negative automatic thoughts
and thinking styles such as ‘black and white’ (or inflexible) thinking. Awareness of
these factors can help clients to recognise some of the thinking that could be maintain-
ing their problem (see Figure 2.1 for an example).

Brief and time-limited

CBT is time-limited and a course of treatment is usually relatively brief. The models of
treatment discussed above include guidance about stages of therapy, and how many
sessions should be aimed for (for examples of treatment programmes and suggested
numbers of sessions, see Leahy et al. 2000). This reduces the risk of dependency devel-
oping and ensures that the ending of treatment can be planned for and is part of the
process. This means that, from the outset of treatment, the client’s ability to manage
without continuous support is recognised. Although there is guidance regarding the
number of sessions recommended for a particular condition, and this can be very use-
ful for therapists, the number of sessions and duration of treatment is specific to the
particular case. As the case studies in this volume demonstrate, models can be used as
the basis for a very flexible approach to treatment.

Problems in the ‘here and now’

CBT focuses on problems as they are currently experienced. Problems are addressed
in a spirit of inquiry and with an open mind. Sometimes it is helpful to reflect on aspects
of the client’s past experiences, as this helps to understand the function of current pat-
terns of thinking and behaviour. Problems may be linked to events experienced in the
past, for example an accident or trauma, or to repeated negative experiences such as
abuse. In the case of Sophia, for example (Chapter 14) past events have precipitated
the problem. Although in these cases an awareness of the historic origin to the problem
is essential, CBT works to resolve the effects of these events on the present situation.
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The focus of CBT interventions is often practical in nature. Recognising the connec-
tions between the client’s thoughts, feelings and behaviours opens up the possibility
of new interpretations and of the client’s choice to respond in a manner that produces
more positive outcomes.

Teaching the client to become their own therapist

As CBT is brief and time-limited, there is an emphasis on the client acquiring effective
tools and resources so that they can maintain new-found coping skills and positive
change once treatment has ended. The client needs to feel confident in the tools and
techniques they use, and such confidence is more likely if they have been effectively
socialised to the model and can clearly understand the rationale for the use of particu-
lar techniques. Understanding the model not only occurs at a cognitive level but also
experientially, so that while understanding CBT intellectually it can also be known to
have worked experientially. Homework outside the therapy session is therefore impor-
tant in reinforcing the understanding that learning which occurs in the therapy session
can be translated to the client’s everyday life.

Relapse prevention

Although generally focused upon the present, CBT also emphasises the need to plan
ahead and maintain positive change. Relapse prevention is therefore a very important
aspect of therapy. Measures that are considered in relapse prevention include recog-
nising effective coping strategies and potential ‘trigger’ situations, which may lead to
a recurrence of symptoms. The client is encouraged to develop a sense of self-efficacy
and to recognise that contingency plans, which can be called upon in the event of a
recurrence of symptoms, are an important aspect of remaining well. When working
with children and younger people, the role of parents and carers can be particularly
important here, by providing an overview of possible signs of relapse and by encour-
aging the recall of strategies which have proved helpful in the past. The nature of the
client group also means that these issues need to be handled with sensitivity to devel-
opmental changes — the young person’s needs, and their relationship to their parents,
will naturally undergo changes over time and this process may present new challenges.

CBT works on the premise that our thoughts influence how we feel, and that our
feelings influence what we feel able to do (or not to do). Our response is determined
by not only what happens to us, but also what we make of it. Figure 2.1 presents a dia-
grammatic representation of this process. The cognitive cycle identifies how thoughts,
emotions, behaviours and physical arousal interact in maintaining problems. This
information contributes to the formulation — that is, the overall picture of an individu-
al’s difficulties which acts as a basis for treatment planning.

An important part of this is for the therapist and client to work together to arrive
at a formulation which makes sense to them both. Active collaboration is an essential
part of the therapeutic relationship, as it emphasises the client’s abilities and skills and
encourages problem-solving.
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Figure 2.1 The cognitive cycle (Adapted from James et al., 2001)

The philosophy of CBT

Philosophy is the study of knowledge. One of the classic questions of philosophy, to
which much thought has been devoted, is how we know what we think we know. This
isrelevant to CBT: in therapy, the client is encouraged to ask this question in respect of
their thoughts, beliefs, emotions and action. How does an individual decide on what is
‘true’ or ‘fact’, and what is a potentially inaccurate interpretation of events? In this sec-
tion we briefly examine these questions, and how they have been addressed within the
work of some prominent philosophers, before progressing to consider developments
in the world of CBT theory and practice.

The nature of the relationship of mind and body is an elusive and complex problem.
Neuroscience allows us to construct an accurate understanding of how the physical
mechanism of our brain functions. However, it is much more of a challenge to explain
how our physical being connects with what we identify as our subjective experience
(Deary 2005). One of the most significant contributions to this debate was provided
by René Descartes (1596-1650), who proposed the notion of mind and body dualism.
Descartes suggested that there was an objective world, external to us and composed
of objects and material phenomena. The inner world of the human mind, comprised of
concepts such as thoughts and beliefs, was a separate strand of individual experience
which existed alongside the material world. Descartes stated that the objective world
operates in accordance with the laws of science, and that these laws could be identified
through inquiry. He argued that this strategy could also be applied to the subjective self,
and that similar laws and principles could be identified within subjective experience
(Deary 2005). Descartes’ ideas were highly influential in the origins of the rational and
empirical movement that began with the Enlightenment and which is still in evidence
today, in our faith in science. That said, there have been numerous critiques of the Car-
tesian view.
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Immanuel Kant (1724-1804) suggested that, as opposed to perceiving a con-
sistent objective world, our perceptions are filtered by subjective consciousness.
Perception, therefore, represents an interpretation, rather than a fixed external real-
ity. Kant does not suggest that the objective world is illusory, only that we can never
gain an impression of it that is not mediated by our subjective perception (Deary
2005). In contrast to the Cartesian idea of mind-body dualism, Kant proposes a mutu-
ally influential synergy or symbiosis. This idea offers the potential for reciprocity
between the concepts of ‘objective’ and ‘subjective’, as we seek ways to conceptual-
ise the world around us while simultaneously shaping the objective world through
our subjectivity.

Martin Heidegger (1899-1976) offers a further philosophical perspective which
is relevant to the idea of subjectivity. Contrary both to Descartes and Kant, Heidegger
argued that it was ultimately misrepresentative to talk about human beings in terms
of subjects and objects. He insisted that this was an abstraction and that the best way
to understand what we are is through an analysis of what we do. Heidegger discussed
how we find ourselves within a world surrounded by equipment which we manipulate
and navigate constantly — rather than as subjects disconnected from objects — and it
is through this that we establish our understanding of ourselves through our orienta-
tion towards goals and plans. He also insisted on the fact that we must acknowledge
what he called our ‘thrownness’ in the world. What this means is that when we begin
to think about things, we do so from a point that has already been conditioned by our
situation and surroundings; we have a race, a gender, a nationality, a language, and so
on, and these all feed into the way we interpret the world and ourselves. Rather than
seeing these as subjective prejudices, as many before him had, Heidegger insisted that
these factors were unavoidable starting points not just for philosophy but for being in
general, and that to pathologise them as unreliable or not objective was to seek after a
point of disinterest which we could never hope to achieve.

The origins of CBT

CBT can be seen as developing from two strands of therapy: behavioural therapy and
cognitive therapy. Behavioural therapy stemmed from work in the nineteenth and
early twentieth century on behavioural psychology, which relied on experimentation
and an empirical approach. Central to the behaviourist approach were the concepts
of classical conditioning and operant conditioning. Classical conditioning is reflex or
involuntary behaviour, such as salivating in the presence of food, whereas operant
conditioning is influenced by the consequences of behaviour, such as being rewarded
for good behaviour and punished for being bad.

During the 1960s, in the United States, Aaron Beck devised cognitive therapy as a
short-term, structured problem-solving approach focusing on the relationship between
the thoughts and feelings of clients experiencing depression. Beck’s approach paved
the way for the integration of behavioural and cognitive approaches, as it became
apparent that cognitive states had an influence on what the client felt able to do (or
not to do). The CBT approach recognises complex interactions between the ways in
which people think, feel and behave. The combination of cognitive and behavioural
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approaches has led to the development of a wide repertoire of therapeutic models,
each with a range of intervention strategies.

CBT Narratives: a brief introduction to narrative research strategies

The case studies presented within this book are presented as a collaboration between
therapists and clients. Although the therapist is the named author, and is responsible
for the overall structure of the chapter, the client has given permission for their story
to be told and has also provided material (verbal, pictorial, diagrammatic) which helps
to tell that story. Each client was given the opportunity to read and comment on the
case study before it was submitted for publication. The purpose of this section of the
chapter is to explain why this approach was adopted, and to provide some information
about the research theory which influenced this choice.

Research methodology falls into two main approaches: qualitative, which exam-
ines the quality of experience and uses data such as interviews with research subjects;
and quantitative, which uses numerical data derived from controlled situations such as
treatment trials. The quality and reliability of research findings needs to be evidenced if
the research is to be used as the basis for change, for example in treatment techniques
within healthcare. Qualitative data is sometimes referred to as ‘soft’ data, because it is
not possible to measure it in a completely objective way. It involves opinions and per-
spectives, which will naturally vary from person to person, be they interviewer or inter-
viewed. There has been much debate about how to ensure consistency in qualitative
research (see, for example, Mays and Pope 2000). For many researchers, a qualitative
approach offers an opportunity to explore their interests in an immediate, experiential
way. It is not unusual for studies to be conducted using a mixture of both approaches,
which can help to address some of the concerns about validity and reliability.

Narrative research is a strand of qualitative research which focuses on the
stories of its subjects. Josselson (2006) describes the results of narrative research
as ‘richly-detailed expositions of life as lived, well-interpreted studies full of nuance
and insight that befit the complexities of human lives’. For some researchers in the
healthcare professions, this approach provides a welcome contrast to a professional
existence which is dominated by financial constraints and the associated need to evi-
dence, through statistics, the efficacy of their interventions. Narrative research pro-
vides opportunities for individual stories to be explored in detail, and the meaning of
experiences including health and illness. Treatment strategies can be devised based
on ‘the creation rather than the telling of stories’, where ‘therapists ... help to create a
therapeutic short story that becomes a meaningful short story in the larger life story
of the patient’ (Mattingly 1991).

Narrative and literary theory: stories and their meanings

The idea of creating stories provides a link to another form of narrative, that of works
of fiction. It may seem surprising to consider works of fiction as a part of a discussion
about research methods and therapeutic approaches, but there are overlaps which are
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worth exploring. The theory which underpins the study of literature ranges from close
analysis of the text itself, known as literary criticism, to theories which encompass
philosophical, linguistic and political concepts such as structuralism and poststruc-
turalism. The work of writers such as Roland Barthes (1915-80) and Michel Foucault
(1926-84) is worth mentioning here.

Roland Barthes’ landmark notion of the ‘death of the author’ gives an account
of reading that seeks to challenge the concept of where meaning lies. Barthes char-
acterises the author as a godlike figure with complete authority over what their text
means and how it ought to be read. He goes on to argue that this figure can have no
place within literary criticism, since it serves only to limit the way in which the text
is interpreted. The reasoning behind this claim stems from the way Barthes thinks
about language and the written word. For Barthes, a written text is not a collection
of words with a single meaning, but rather a collection of symbols which gain signif-
icance through the act of reading. The meaning is not sealed into the words by the
actions of the author; rather, it is created by how the reader reacts to these words.
In this respect, the author ceases to have any importance. It is within the power of
the reader to create a meaning wholly independent of authorial intent. It is for this
reason that, to accompany the ‘death of the author’, Barthes declares that this kind
of understanding of writing heralds the ‘birth of the reader’. Therapy is also largely
conducted in words, and the idea of words holding different meanings for different
people needs to be kept in mind. Many therapists will be able to describe incidents
where misinterpretation has led to a rupture in the therapeutic relationship. The
author does not have final say when it comes to meanings, and neither does the
therapist.

Foucault’s work spans a wide range of topics, including literature, politics and
sociology. He examines power relationships in ways that challenge socially accepted
definitions, and argues that state control over individuals has become less barbaric
but more invidious in recent history: ‘The power to punish is not essentially differ-
ent from that of curing or educating’ (Foucault 1977). This is a sobering thought for
those of us who hope to help our clients to alleviate symptoms which cause them
distress. In doing so, are we simply imposing our view of the world on them? And
if so, who is to say which view of the world is the ‘right’ one? It could be argued
that symptoms which lead to a diagnosis of mental illness just do not fit within the
dominant ideas of our society. Those who experience these symptoms are therefore
regarded as ‘odd’ or deviant; perhaps this is the main source of distress, rather than
the symptoms themselves.

The concept of dominant voices within society highlights another aspect of narra-
tive research which is relevant to this discussion: the question of the balance of power
between the subject and the researcher. The aim of this volume is to give a voice to the
young people who are the subjects of the case studies. The use of their words, artwork
and images is intended to challenge the way in which books like this one speak about
clients, rather than allowing the clients to speak for themselves. However, the fact that
the voices of the young subjects of the case studies are mediated by the therapists who
have written the account raises the question of who has the most control over what is
said. The audience for this book is also relatively narrow. It is more likely to be read
by professionals than by young people, and this is something which also needs to be
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kept in mind when thinking about who benefits most from the publication of these
accounts. It is important that these issues are considered when reading these case
studies, in the hope that readers will be encouraged to reflect on and question what is
written, rather than taking what is written as fact. This mirrors the way in which those
undertaking a course of CBT are encouraged to challenge thoughts and to recognise
alternative perspectives.

Narrative CBT is one of the most recent developments in CBT theory and prac-
tice, often referred to as ‘third wave’ cognitive therapy. Rhodes (2013) provides a use-
ful summary of the concept of narrative CBT which draws together the various influ-
ences which have contributed to the approach. These include therapeutic approaches
including solution-focused therapy and systemic therapy, elements of developmental
psychology, and philosophical influences such as those discussed above.

Question: What do you understand by the term ‘narrative’? Can you think of ways
in which narrative approaches could be helpful in therapy?

Summary

This chapter has presented a wide range of material, including some quite complex
ideas from philosophy. Some of the discussion may seem to be a long way from the
day-to-day reality of the therapist or the client. It is certainly not essential to have a
fluent grasp of all of these ideas in order to understand the therapeutic work which
is presented in the case studies which follow. However, the ability to remain open-
minded, and to experiment with new approaches and ideas, is an essential feature of
CBT. Furthermore, CBT formulation is a process of understanding the connections
between various aspects of the experience of the client — including wider social and
cultural issues, which influence therapists as much as clients. We hope that the ideas
within this chapter will spark the curiosity of our readers, and encourage a lively and
responsive approach to therapy.
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3 The Cognitive Behaviour Therapy Scale
for Children and Young People

Nick Wrycraft

Introduction

In this chapter we discuss the Cognitive Behaviour Therapy Scale for Children and
Young People (CBTS-CYP). The scale provides the structure for the cases in this
book, and has been chosen as it represents the best evidence-based approach for
measuring the effectiveness of working therapeutically using a CBT approach with
children and adolescents. The commentary on the CBTS-CYP includes some links to
the case studies in this book. The reader is encouraged to keep these ideas in mind
when reading the case studies, to help to make connections between theory and
practice.

We begin by discussing aspects of CBT with children and adolescents and the chal-
lenges that this might represent. The purpose of this is to identify why the CBTS-CYP
is needed and why it is necessary that a different measure is used for children and
adolescents than for adults. The chapter then briefly outlines the Cognitive Therapy
Scales Revised (CTS-R), the stages that it follows and the scoring mechanism that is
used, before explaining the CBTS-CYP and the features of the 14 individual elements
against which therapists’ competence is scored.

CBT and working with children and adolescents

CBT is a time-limited, problem-focused and practical psychological approach. There
are many variations in the delivery of therapy due to factors such as the specific
nature of the problem, the stage of therapy, or the client’s ability to engage in the pro-
cess. However, there are a number of key features of CBT that are present for every
course of treatment.

When working using CBT with adults it is essential to consider the client’s indi-
vidual needs, including culture and values, educational level, and capacity to social-
ise to the model. It is important to assess these needs sensitively at the beginning
of therapy. When working with children and adolescents a range of developmental
factors also need to be taken into account in order to ensure that CBT is delivered
effectively. In order to highlight the contrasts and similarities in the treatment of
adults and of young people, we have used the distinction offered by Stallard et al.
(2014) to separate process and techiques, and have illustrated these differences in
Figure 3.1.



20

CBT Approaches for Children and Young People

Process (or relationship) aspects

CBT techniques and strategies

- an effective therapeutic alliance with the client which enables the exploration of sensitive
issues in an atmosphere of safety and trust

- a collaborative partnership, where problems and their meaning to the client be clearly
understood and used as a basis for goal setting

- jointly developing a formulation of the client’s problem and how it is maintained

- a problem focused approach that accurately understands how the problem is experienced
but also how solutions might address the problem

- alogical structure in the delivery of therapy and interventions

- use of techniques which encourage reflection and which, as a consequence, can change
the client’s mood and behaviour

Figure 3.1 Key features of CBT

Question: Looking at the features above, from the therapist’s point of view, write
down what might be the main challenge(s) firstly in the relationship and secondly
in the process aspects of CBT.

Answer: Your answer may include the possibility of falling into a parent role when
working with children or young people. This may be especially the case if the
therapist has children of their own that may be at a similar age to the client. It
is also possible that some of the client’s cultural references and activities might
be unfamiliar to a therapist from an older generation; this provides an excellent
opportunity for collaboration between the therapist and client!

Concerning the process aspects of CBT, the challenges may be that the cli-
ent lacks the emotional maturity, level of cognitive functioning or sense of social
responsibility to appreciate the connections between factors that maintain the prob-
lem. Alternatively, the client may not feel empowered to make changes, which is
also likely to affect motivation, and limit capacity to explore solutions to problems.

Question: What might be the solutions to the issues above, or those that you have
identified?

Answer: If we feel that we are adopting the parent role, then this might be brought
to supervision. It may be that concerns about being in the parent role arise from
our own anxieties, and are baseless. Alternatively, if that propensity is a real con-
cern, this may be managed through ongoing monitoring in supervision, taking care
to reflect on interactions and to note any areas of concern in a reflective manner. If
the therapist is working with clients who are of similar ages to their own children this
might be an advantage in terms of understanding the particular challenges of the
client’s developmental stage. Similarly, age or generation differences in therapeutic
relationships do not necessarily represent obstacles and may even be advantageous.

The age and stage of mental and emotional maturity, level of social respon-
sibility and capability of the client is very relevant. In some cases there may be
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legal guidance such as ‘Gillick competence’ (see NSPCC 2015) and the Childrens’
Act 1990 that provide specific criteria. In some cases, for example in older adoles-
cents, CBT may be predominantly one-to-one and there may be limited parental
involvement. In such cases, therapy relies on a high level of personal responsibil-
ity on the part of the client (for example, in the case of Stephanie, Chapter 14).
When working with younger children (for example, in the case of David, Chap-
ter 7) it is essential for parents to be very much involved within the therapeutic
process.

Careful consideration needs to be given to the specific needs of children and
young people in order to engage clients effectively. It is very important to ensure
that the concepts of CBT are accessible and have meaning for the young person,
and their family and caregivers.

The Cognitive Therapy Scale - Revised

The CTS-R was developed by James et al. (2001) to measure therapist competence
when working using CBT with adult clients. The scale consists of 12 areas, divided
into two categories (general skills and CBT-specific skills). Agenda setting and
adherence are included in both categories. The individual items on the scale are
listed below:

General items

Agenda setting and adherence
Feedback

Collaboration

Pacing and efficient use of time
Interpersonal effectiveness

Cognitive therapy specific items
Agenda setting and adherence

Eliciting appropriate emotional expression
Eliciting key cognitions

Eliciting behaviours

Guided discovery

Conceptual integration

Application of change methods
Homework Setting

Each of these 12 areas is then scored using the Dreyfus scoring system, which
defines six levels of competence. These are outlined in Figure 3.2. In applying
the Dreyfus model, therapists are scored in relation to each item of the CTS-R
ranging from 0-6 on the scale shown in Figure 3.3. The maximum score that can
be achieved is 72, although James et al. (2001) recommend reserving the highest
scores only for work that is either outstanding, or carried out in highly adverse
situations.
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Incompetent: There are errors and behaviour falling below that expected of a competent practitioner
and that lead to unhelpful therapeutic outcomes.

Novice: rigid observance of taught rules and a lack of adaption to situation specific factors, or use
of initiative and discretion.

Advanced beginner: all aspects of the task are given equal and individual attention. The ability to
adapt to differing situations and to exercise discretionary judgement is evident.

Competent: Tasks are connected within a conceptual overview within which plans are made and
standard and routine evidence based interventions are applied.

Proficient: The therapist has a holistic perception of the client’s issues, decisions are made rapidly,
tasks are prioritised, and there is clear evidence of skill and ability.

Expert: Rules are not used, however the therapist has a deep insight into the client’s issues and is
able to apply situation specific problem solving methods. High level skills are demonstrated even in
very challenging situations.

Figure 3.2 The Dreyfus scoring system levels of competence, as applied to the CTS-R

The Cognitive Behaviour Therapy Scale for Children and Young People

As more therapists undertook training in CBT, it became apparent that the CTS-R did
not address key aspects of therapist performance if the client was a child or young
person. The CBTS-CYP was developed in recognition of these differences. Examples
of these differences include the following:

® Children and adolescents are dependent upon parents or caregivers to
varying degrees; these relationships are likely to be influential in the
maintenance of problems, and maybe also in devising solutions.

® Children and adolescents are developing in terms of cognitive functioning
but also emotionally, linguistically and in terms of reasoning. CBT needs to
be delivered at the right level in order to effectively engage the client.

® Innovative and even non-verbal methods may be used to present the CBT
approach to the child or adolescent in a manner that they can relate to
and understand.

® Undertaking CBT with children and adolescents and their parents needs
clearer explanation than with adults.

(Stallard et al. 2014)

The CBTS-CYP provides a therapist competence scale intended specifically for
therapists working with children and younger people. The CTS-R influenced the devel-
opment of the CBTS-CYP, and although some of the elements of the CTS-R can be
mapped onto the CBTS-CYP, there are significant differences (Stallard et al. 2014). For
example, there are unique elements such as working at the right developmental level,
using creativity and ensuring that the sessions are as enjoyable as possible. These fea-
tures emphasise therapist competencies that can enhance the therapeutic relationship,
particularly when working with children and adolescents.

The CBTS-CYP functions on the basis of concentric levels of therapist competen-
cies. These are represented as 3 levels, as shown in Figure 3.4. There are a total of
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Classifications Score Interpretation of
scores

the item is not apparent, or there is inept performance 0
0-1 incompetent

inappropriate performance and significant problems 1
1-2 novice

competence is apparent but there are problems 2
2-3 advanced beginner

competence but some problems or a lack of consistency | 3
3-4 competent

good performance of the item but with minor problem 4

or inconsistency

performance of a higher level with very limited 5 4-5 proficient
problems or inconsistencies

high level performance, even in the presence of 6 5-6 expert

difficulties or challenges

Figure 3.3 The Dreyfus model classification, score and interpretation

18 competencies, with four on the inner and seven each on the outer two levels.
However, the CBTS-CYP only scores the outer two levels as these address the process
and specific skills that are used in CBT. The inner level concerns the core philosophy of
IAPT for the child and adolescent services (Roth et al. 2011) as opposed to competence
in CBT (Stallard et al. 2014).

Assessment & Goals

General skills

Enjoyable Partnership Behavioural

Child centred

Right

Self Efficacy  Qutcome focused  peieiopment

Formulation Reflective

Evidence based Cognitiye

Investigation Empathic

Creative

Emotional

Discoverg

Figure 3.4 Framework of the CBTS-CYP (Paul Stallard, 2012)
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In common with the CTS-R, the CBTS-CYP also uses the Dreyfus scoring system of
classification, score and interpretation.

The three levels of the CBTS-CYP begin from the centre, which uses the acronym
CORE which stands for:

C — child centred

O - outcome focused

R - reflective practitioners

E - evidence based approaches

The middle level of the framework concerns the process of CBT and uses the acronym
PRECISE. These elements stand for:

P — partnership working

R - right developmental level
E — empathic

C — creative

I - investigative

S - self-efficacy

E - enjoyable

The final level relates to CBT specific skills, and the acronyms for these involves their
being given successive letters of the alphabet from A-G as follows:

A - assessment and goals
B - behavioural techniques
C - cognitive techniques

D - discovery experiments
E - emotional techniques
F — formulation

G — general skills

Next we examine each of the 14 items within the CBTS-CYP, in order to to elab-
orate on the specific skills that are required at each stage. Inevitably, there is some
overlap between the different attributes. In scoring the therapist’s performance it is
necessary to examine how features of the therapeutic relationship, such as collabo-
ration or partnership working, are evident in relation to these individual criteria. The
CBTS-CYP makes it possible to quantify subtle distinctions and to acknowledge the
skills that clinicians use in adapting CBT to the individual needs of each young client.

Partnership — collaboration and shared learning

This element requires the therapist to encourage the development of a collaborative
and respectful partnership and involves parents or carers as appropriate. Among the
features that may be present are:
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® Encouraging and eliciting the client’s active involvement in discussion,
appraising options, identifying solutions and making decisions

® Seeking the views and perceptions of parents and caregivers as appropriate

® (Gaining the input and involvement of parents and carers in setting targets,
planning interventions and discussing activities and experiments to be carried
out at home

® Encouraging the client to give honest feedback about therapy.

It is important to make sure that the young person feels able to express their views
openly, which can be tricky when their experience of adults has encouraged them
to defer to the adult view (parents and teachers, for example). Stephanie’s case pro-
vides examples of the way in which this can be managed successfully. In sessions,
it can be useful to allow the young person some time to talk without their parents
being present — although for young people like Jane, who worried about being away
from her parents, this can present its own problems. Some young people are very
keen to let you know their views and it can be challenging to keep the session on
track!

Right developmental level — pitch, methods, family involvement

The therapist engages with the child or young person in a manner appropriate to their
understanding and developmental level. Among the features are:

The use of clear and non-technical language

A balance between behavioural and cognitive techniques

Suitable pacing of sessions to enhance the client’s level of understanding
Using both verbal and non-verbal techniques

Involving parents and carers in treatment sessions as necessary.

These issues are relevant to all of the case studies in this book. Specific examples
of the use of non-verbal techniques can be found in Stephanie’s case, and in Lily’s
case (Chapter 9). In both instances, drawings were a helpful adjunct to the talking
parts of the session, helping in a variety of ways — for example, as a means to exter-
nalise anxiety. Eleanor’s trips outside the clinic could also be seen as a non-verbal
strategy.

Empathy — acknowledgement, warmth and genuineness

The therapist demonstrates empathy to the child or young person and their parents or
carers as appropriate. This may be apparent through:

® Showing interest and concern in the form of active listening, feedback and
summaries
® Responding empathically and recognising distress, anxiety or excitement
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® A respectful, open and caring approach
® Empathising with parents or carers concerning their own issues, and the
effect on their ability to support the child or young person.

Again, these are core features of the accounts of therapy presented in this book and
there are examples to be found in each case study.

Creative — verbal and non-verbal techniques

The therapist creatively adapts CBT in order to ensure that the approach feels relevant
to the child or young person, and, as appropriate, to parents or carers. This may be
evident through the following features:

® A range of verbal and non-verbal methods that facilitate understanding and
engagement

® Innovative use of various media, such as talking, drawing, questionnaires,
metaphors, role-plays and puppets to illustrate ideas and concepts (Steph-
anie’s Manga drawings are a good example of this)

® Flexibly adapting the concepts of CBT to the child’s specific perspective

® Using the child and young person’s preferred media, for example computer,
drawing, writing.

Robert’s therapy (Chapter 11) was conducted almost exclusively outside the clinic,
demonstrating the flexibility of the approach and the way that it works with ‘real-world
concerns’. The balloon experiment, and the videos we made to consolidate Robert’s learn-
ing, provided a good example of the way that fun can be employed to ameliorate anxiety.

Investigation — discovery, reflection

The therapist applies a curious and open approach that promotes guided discovery
and reflection. This may be apparent through:

® Engendering an approach of collaborative inquiry, where the cognitions,
beliefs and assumptions of the child or younger person and their family or
carers can be objectively evaluated

® The child and young person being actively involved in the design of experiments

e Facilitating the child and young person to think about alternative explana-
tions of events

® Helping the child and young person to reflect on the findings of experiments.

Self-efficacy — building on strengths and ideas

The CBT approach encourages self-efficacy and positive attempts to change. This may
be apparent through:
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® Drawing attention to the strengths and positive coping resources of the child
or young person and their parents or carers

®  Assisting the child or adolescent and their parents or carers to recognise the
skills and strategies that have proven to be effective in the past

® Helping to develop the child/adolescent’s and parents/carers’ ideas and strat-
egies for coping

® Providing positive feedback and encouragement for the use of new skills by
the child or young person and their parents or carers.

Enjoyable — interesting and encouraging

The therapist makes the session interesting and engaging. This may be apparent
through:

® The materials and approaches that are used, including a balance of activities
and the use of humour (Eleanor’s trip to the beach (Chapter 8) involved all of
these)

® Keeping sessions to a suitable length of time (for younger children, having a
break within the session, and/or playing a game as a reward at the end of the
session, can be helpful)

® Balancing the session between task-focused content and developing the
relationship

e DMaking the session relevant to and actively incorporating the child’s interests
in the content.

Assessment and goals — ratings and diaries

The therapist identifies clear goals for interventions and makes appropriate use of
diaries, questionnaires and rating scales. This may be apparent through:

® A thorough assessment of the problem, involving information from other
settings

® Negotiation of the desired outcomes of interventions and the times and dates
to review progress

e Using a variety of methods to assess symptoms, emotions, thoughts and
behaviour such as diaries, tick charts, thought bubbles and rating scales

e Making reference to goals and targets when planning activities and to rating
scales and other assessments when considering progress.

Behavioural techniques — awareness, triggers, techniques of change

Various behavioural techniques are used that promote change. This may be apparent
through:
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The use of behavioural techniques, for example activity scheduling, develop-
ing hierarchies, graded exposure and response prevention (see Robert’s case,
Chapter 11)

Offering a clear rationale for the use of behavioural techniques

Identifying and carrying out reward and contingency plans (some of the tasks
set will be challenging and quite hard work — for example, in OCD. What to do
when things do not go to plan is an important factor to consider, and rewards
for hard work can be a source of encouragement)

The use of modelling, problem-solving, role-play and skills training

Offering praise and positive feedback, encourage involvement, highlight
important points or develop plans.

Cognitive — awareness, identification, challenge, cognitive reframe

The use of a variety of cognitive techniques that promote change. This may be appar-
ent through:

Promoting cognitive self-awareness through, for example, thought records
and bubbles. (‘What’s going on in your head? Are there words, pictures, or
both?")

Encouraging the identification of cognitions that are helpful, and those that
are unhelpful. Using analogies can be useful here — for instance, imagining
the difficult thoughts being the kind of thing that a bully might say, and the
helpful thoughts being the kind of thing that your best friend would say.
Identifying important dysfunctional cognitions.

Promoting reflection and the generation of alternative thoughts, through, for
example, considering alternative perspectives (‘What would you say to your
best friend if they were worried about this?’), attending to new information
(‘Have you considered all the possibilities here? Could there be other explana-
tions?’), and continuum work, which challenges ‘all or nothing’ thinking.

Discovery — experiments

The therapist uses a range of methods to promote self-discovery and understanding.
This may be apparent through:

The therapist using Socratic questioning and taking alternative perspectives
Providing rationales for behavioural experiments, and involving appropriate
family support in their planning

Carrying out behavioural experiments to test beliefs, assumptions and
cognitions

Collaboratively agreeing and planning session tasks and home activities to
promote self-discovery

Encouraging reflection on the self-discovery acquired through experiments.
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Emotional — awareness, identification, management

The therapist uses a range of emotion-focused techniques to promote change. This
may be apparent through:

Supporting the child or young person in identifying a range of emotions
Promoting the child or young person’s capacity to distinguish between differ-
ent emotions, through, for example, emotional recognition work and identify-
ing significant bodily signals

Supporting the child or young person to develop emotional management skills
through for example controlled breathing, guided imagery and relaxation.

Formulation — integration of CBT model

The therapist facilitates an understanding of the problem that illustrates links between
cognitions, emotions, events and physiological responses. This may be apparent through:

The therapist offering a clear and logical rationale for the use of CBT
Developing a collaborative formulation identifying the links between particu-
lar events, thoughts, emotion and behaviour supported by theory and assess-
ment measures

The therapist demonstrating an understanding of the contribution of signifi-
cant past events and relationships in the origin of current problems

Offering an explanation of activities, goals and targets in relation to the
formulation

Incorporating the role of parents or carers in the child or young person’s prob-
lem(s), where appropriate.

General skills — session planning and organisation

The therapist has prepared and is calm and organised in the session. This may be

apparent through:

e [Effective preparation of materials and resources that are required for the
session

® Responding appropriately to the child or adolescent’s behaviour during the
session

e Ensuring that there is an agenda, specific goals and a structure to the session

e Efficient timekeeping that allows for the completion of tasks

® Ensuring that sessions are effectively paced and adapted to the needs of the
child or young person

® The ending of therapy is prepared for and a relapse prevention plan is in place.

Learning task: When you have read the case studies, reread this chapter and try
to identify which of the areas identified within the CBTS-CYP are demonstrated.
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4 Ann - Depression

John Harrison

Biography

Ann (not her real name) is a 20-year-old woman who had a history of self-harming
behaviour when we met 5 years ago. Prior to this, Ann had no contact with mental
health services and was to all intents and purposes a fit and active individual.

This chapter examines the process undertaken by Ann and me as we aimed to use
a cognitive behavioural therapy approach to deal with her self-harming behaviours.
With Ann’s consent we will look at the stages we followed in her treatment and use
some of her own words to describe how the treatment felt to her. I will then look at
what we did in the light of what is known about the use of CBT within self-harm man-
agement before offering my own perspective on how things went.

Ann was 16 when we first met. She was undertaking an apprenticeship, having
left school that summer. She was a small, slightly built young woman who described
cross-country running as one of her real passions. Ann had been self-harming in her
room when a friend had walked in and discovered her. The friend was shocked to see
that Ann had cut the top of her arms with the blade from a disposable razor. A tearful
Ann confirmed that this was not the first time she had done this, and revealed scars
from previous cutting on the inside of her thighs.

An appointment with a general practitioner followed. While Ann expressed no sui-
cidal thoughts, she did state that she would find it difficult to stop self-harming. The
general practitioner thought a referral to mental health services would be best and a
meeting with a psychiatrist was made. After this initial consultation, it was felt that she
would be a candidate for CBT and I was assigned to meet with Ann and discuss how we
could best address the problems that had led to her referral. Ann and I worked together
over a number of months for 12 sessions, each of which lasted about an hour.

As I write, Ann has completed her apprenticeship with another organisation and
now works in the food service industry. This chapter will not only allow insights into
how CBT can be used to deal with self-harm behaviours but also identify some of the
causes for one particular young person.

Process

My first meeting with Ann took place in my office. I recall that she was quiet and with-
drawn, and I did my best to put her at ease. I told Ann that what I needed to do was first
of all listen to what she had to say. While she was initially reluctant, Ann was eventually
able to talk about herself, how she felt that she was ‘getting things wrong all the time’,
and this led to feelings of low self-esteem and self-loathing. We also talked about her
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childhood and who was at home and what she enjoyed doing. She spoke of her love
of running and we were able to establish that this was a pastime that we both enjoyed
doing. Ann was able to talk about her close-knit group of friends and how she had tried
to hide her self-harm from them, and how worried she now was that they might exclude
her from the group as the act of self-injury had become widely known. This allowed me
to lead into a few questions about her self-harm. These included what her self-harming
meant to Ann and what had led to her last act of cutting in particular. Ann was able to
articulate that the acts of self-harm came from her own sense of not being good enough.
Her most recent episode of self-harm had been precipitated by an incident in college. A
mix up in her cooking had caused Ann’s dish to be incorrect, and she felt that she had
once again failed due to her ‘clumsy and daft ways'’. As a result Ann felt that she did not
deserve her place on the apprenticeship and that others were judging her harshly. This
in turn had led to her ruminating on other aspects of her life such as her parents’ divorce
and how she had failed to make any close friends on her new course. These thoughts
would then be the trigger for her acts of self-harm. For Ann, the act was not only her way
of ‘teaching myself a lesson and to stop being so bad at things’ but also of prolonging her
negative feelings as she felt that she did not deserve to be happy. Afterwards, she would
feel ashamed at what she had done and often promised herself that she would not self-
harm again. However, she confessed that the act of harming herself was difficult to give
up as ‘Talways get things wrong and do wrong just by trying to be right’.

I thanked Ann for letting me listen to her story and said that I felt it would be good
if we met again in order to help her tell me more about her feelings and how these could
cause her to self-harm. Ground rules for the remaining sessions were established. I told
Ann that I was here as her therapist and that she could contact me in the clinic if things got
too difficult. I explained that she could leave a message out of working hours (she never
did) and that I would contact her as soon as I could. It was important that Ann understood
that I could not provide crisis support; in a crisis, she would need to contact her GP. Practi-
cal issues such as the time and location of each session were also mentioned, and I closed
by asking Ann to purchase a note book and to bring that with her to the next meeting.

Our second session saw Ann and me establish further ground rules, and we dis-
cussed the goals of the coming sessions. I asked Ann to keep a journal of her thoughts
and to use the notebook to write down when she felt the urge to self-harm and what
events might have triggered this. I never asked Ann to stop her self-harm, though we
did look at alternative ways of dealing with her emotions. This session also led us to
look at activities that would help her when the need to self-harm occurred. Ann spoke
of her love of cross-country running and we both expressed how good running made
us feel. Ann was able to talk about how running gave her a sense of getting away from
her problems and using the time to empty her mind of her bad thoughts about herself.
I encouraged her to look at other things she could do, such as phoning friends and
watching television with her mother. I felt that these events would help Ann build up
some resilience to the negative thoughts she had about herself.

The initial sessions that followed kept this same pattern. I would always begin by
asking Ann about her mood and from her journal we were able to begin to identify what
we called the triggers for her self-harming behaviours. The journal often provided a
way that we could begin our sessions as Ann would, on occasion, be reluctant to talk
and this gave us the entry point to see what had happened in the last 7 days. The journal
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was also useful in the sense that it allowed Ann to see that there were positive events in
her life and times when she felt good about herself and the things that she could do. As
she said, it made her realise that not everyone had negative thoughts about her and that
she did have a very good relationship with her mother and that love did exist in her life.
As a result of these sessions, patterns began to emerge in which certain situations
would allow her to see when the negative thoughts could lead to self-harm. These were
often around her time at college, when she felt that she was not as able as the other
students. For Ann, these other young people were both capable and confident in their
capability, and she could not help but compare herself unfavourably to them:

Everybody else just seems to know what to do. I feel clumsy and worry that
what I make is just not as good as theirs.

We looked at alternatives to dealing with these moods. Ann was able to speak
about playing music, and I suggested that doing this could help her when the need to
self-harm became too great. Combining music with running was Ann’s suggestion, and
we devised a playlist that she could listen to do deal with these bad days. I was particu-
larly pleased in one session when Ann noted that she had run back from college whilst
listening to her headphones:

it gave me a sense of breaking free from the rubbish day that I had. Instead of
sitting on the bus and just thinking about how bad college had been, I could
clear my head.

I told Ann I was delighted that she had come up with this idea and that she had
been able to see what had caused her to feel bad and by herself had found a way to
overcome them. We then looked at the pros and cons of both the thoughts that made
her feel down and the ways in which she was able to deal with them.

It was in these sessions that Ann confessed to avoiding college on some occasions
as she felt that that these were ‘the triggers’ that made her self-harm. I asked her to
write in her journal what these thoughts were like, and she described her sense of fail-
ure and loneliness on these days:

I dread even getting up on them days. That feeling that not only am I wasting
my time but everyone’s. Who is going to want to eat what I make, it is nowt
like the others. I just feel rubbish and that all I do is rubbish too.

Again, I was able to make use of Ann’s journal as she had described times when
she had cooked for her family and how much they had enjoyed what she made. This
allowed me to ask Ann to challenge her negative beliefs about her own abilities by
comparing these events. She was able to acknowledge that it was the thought of col-
lege itself rather than her abilities that caused her problems. I suggested that this
proved that she did have the ability to do well and that it was possible that others were
not comparing her unfavourably to the rest of the students in her class. Whilst she was
initially unable to accept this, we did agree that it was something that she could think
about over the coming days and we would discuss it again in our next session.
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It was agreed that Ann would prepare and cook a meal for a group of friends,
based on the work that she had done in college, and that she could invite some people
from her course. Ann expressed her anxieties about this but went ahead and held a
dinner party in her own home. This process was undertaken to deal with the emotional
avoidance that Ann was displaying and to improve her mood tolerance within stressful
situations. We were able to see that even the most negative emotions Ann had about
her abilities would be reduced in time and that she did have the ability to allow these
intense feelings to pass.

Skills

Once we had identified a number of issues and negative thoughts that affected Ann,
the therapy began to move more towards developing the skills that would allow her to
deal with them. It was evident that a pattern emerged of her emotional and cognitive
reasoning towards an event and the behavioural actions that followed. It was impor-
tant that we developed some form of response that would support her in the long term.

By using her journal and through our discussions, Ann was able to identify what
she saw as her main problems. Her perception that she was failing at college was the
greatest of these, compounded by her belief that she was not worthy of doing well as
she was an unlovable person who failed at all she did. We were able to label these as
her ‘big hills’ (a running analogy) that she would have to overcome by putting in a bit
more effort just as she did on her runs. My aim as therapist was to help Ann develop
these skills in her own time. I would simply act as a guide who could direct her as to
which way to go, but the work would be hers.

As with all new elements of our therapy sessions, Ann expressed reluctance and
voiced her inability to deal with what was taking place. I explained to her that she
had already began to solve problems as she had taken the first step. This was putting
her problems into words, something that I said she had done well even from our earli-
est sessions together. This process of problem-solving is a well-established element of
CBT and meant that Ann’s responses to problems could be structured and monitored
within our sessions.

After the problem had been put into words, the next step was to devise some plans
to tackle it and to select one to put into practice. The plan had then to be activated
before its evaluation. We were able to practise these within our sessions before Ann
implemented them on her own. These were very much based around the idea of help-
ing Ann confront the negative behaviours that could lead to her self-harm. The first of
these was based on her reluctance to go to college on certain days. Together, we for-
mulated the idea of Ann getting up to have breakfast with her mother on those morn-
ings when she would often just stay in bed. This not only ensured that Ann was ready
to leave the house but also meant that she would be supported and could talk through
her anxieties with her mother before facing what the deal had in store:

It is good to talk through things with Mum. She may not fully understand
what is going on, but I know she cares and it’s that bit extra that helps, isn’t
it?



Ann — Depression 35

We had already established that Ann’s self-harm often followed a negative day at
college and would take place when she thought her mother was not at home. While her
running after college had helped, it was something that she did alone, and we agreed
that on other occasions a different approach was needed. Again, we talked the issue
through in our sessions and followed the five-point plan® to devise a way of overcoming
these issues. It was agreed that Ann would ensure that she arranged to meet a friend
after college and go home via their house. This would give Ann the chance to allow
her intense emotions to pass in an environment where self-harm would not be possible.
These occasions also helped reduce the isolation that Ann felt before self-harming. A
common feature of self-harming behaviour in young people is the feeling perceived
or otherwise of being alone (Nijman and Campo 2002). Ann spoke of how these visits
with friends helped her a great deal, giving her time to ‘let off steam’. She arranged to
meet a friend once a week who wanted to begin running as a way of keeping fit. For
Ann, this was an empowering experience — here was somebody who sought her advice
and who, she could support, rather than being the one who needed to rely on others:

It’s dead weird isn't it? Here is [name] who I always saw as well confident and
popular and there’s me who's dead daft telling her how to run proper!

I suggested to Ann that the running sessions were an indication that her ability to
communicate with others was really improving. Her self-harm, though known among
her peer group, was not something that was discussed. Similarly, in her conversations
with her mother, self-harm was not something that was mentioned. When Ann’s mother
had learned of her daughter’s self-harm, she had reacted badly and fluctuated between
blaming Ann and then herself. This had compounded Ann’s feelings of low self-worth
and led to the topic becoming taboo at home. During our sessions we were able to
reflect on this and agreed that a good position would be one in which Ann could talk
about self-harm with her mother in a non-judgemental environment. Whilst this did not
happen overnight, due to Ann’s reluctance to 'set her Mum off’, she was able to articu-
late the need for her mother to listen without passing judgement.

Another area of concern was Ann’s poor communication with people in college.
Despite being in a close peer group at school, Ann had failed to make any real friend-
ships at college and described her days as ‘lonely and degrading’. I was able to encour-
age Ann to challenge the beliefs that she was not someone who deserved to be at
college, and who failed to live up to the high standards that she felt her peers had set.
Increasing Ann’s social network was an important element of her therapy. In order to
equip Ann with the cognitive skills to confront these negative thoughts, we needed to
give them a name and see how they could be overcome. Ann was able to concede that
there were some aspects of college work that she was stronger in than some of her
peers. Whilst there were some students who excelled at all aspects of the course, this
was not the case for everybody, and some struggled. Initially this was counter to Ann’s
self-perception and it took a long time for her to admit that her feelings of shame were

3. The five-point plan is based around the five areas of CBT: situation, thoughts, emotions, phys-
ical feelings, and actions.
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based on her beliefs rather than those of others. The chance to work in pairs or small
groups often arose and Ann would often try and distance herself from others and work
alone. I suggested that she volunteered to work with a student who had difficulty with
a certain dish, but Ann was unwilling to do this (‘What? So we can be rubbish together
and get it twice as wrong?’). Again, we looked at this as one of her negative schemas
and used the plan we had devised to approach it. By our tenth session, Ann had been
able to work with another girl in her class; this had led to a shared lunch break and Ann
speaking to other students. While I reflected that I was delighted and that I saw this as
a sign of real progress, Ann felt that she was just being humoured and that the others
would talk about her once she had left. These feelings of isolation never fully resolved
themselves and Ann continued to see time in college as a painful experience that left
her with a good deal of negative self-perception.

The final two therapy sessions that Ann and I shared took place at monthly inter-
vals following our tenth meeting. These sessions were very much concerned with
evaluation and follow-up. The sessions themselves were a chance to look towards the
future and to evaluate how much Ann had learned about her self-harm and how to pre-
vent future episodes. The most important aspect of our penultimate meeting was Ann’s
disclosure that she had decided to leave college. While this could have been seen as a
backward step, Ann was able to articulate that she felt our time together had led her to
seeing the need for a fresh start:

I know it sounds like I am running away but that is nowt like what is happen-
ing. In the past it would be me just going along with failing because that was
what I did. Now it’s new me, new start.

Ann’s intention was to enrol at another catering college a short distance away and put
what she had learned about herself into practice. I felt that this was a real indication
that Ann was taking a positive step in being the kind of person she deserved to be.

Our final session saw Ann reflecting on what she felt had worked and what she
had found most difficult. Ann was able to accept that there were still aspects of her
thinking that it could be helpful to address. There were days when she felt her self-
confidence was low and that the Ann of old was back. On these occasions the urge to
self-harm was there, but she was able to implement protective strategies. Whilst self-
harm remained a concern for Ann, she was able to see that it had been many weeks
since her last act of self-injury and our final session was a positive one. Our final act
was to draw up a list of what had worked for Ann during her therapy. We put these in
order of importance and agreed that what had worked best were the strategies that
Ann had developed for herself.

Ann’s viewpoint

Ann’s perception of her therapy is an important aspect of the process (Slee et al., 2007).
For Ann, her life had seemed to have hit a negative impasse and this generated feel-
ings of low self-worth. Her peer group at school had been important for her; they had
helped her come to terms with her parents’ divorce and she felt that she had suffered
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loss as a consequence of starting at college. For her, self-harm had become a way of
dealing with this:

You just feel rubbish. That all the fun had gone out and that there is no way
a thing is going to be better again. You know, just what’s the point? You are
rubbish, so treat yourself as rubbish. No one cares when you cry so just cut
and cry alone.

Ann’s initial reluctance to engage in therapy was born of these negative beliefs,
coupled with her fear of being seen as mentally ill. Her mother’s response to the dis-
covery of Ann’s self-harm had led to arguments and dire warnings of the future. As a
consequence Ann saw her therapy as the first process in a diagnosis that she would
carry with her:

There was no way. I mean no way, that I was talking to this bloke who has
me down as mad. I know loads of people that cut, there’'s masses of stuff in
magazines. I don’t want to be down as mad, I'm sad, it’s different.

What was noticeable was the fluctuation in Ann’s engagement over the course of
therapy. While the sessions are mentioned in brief in the body of this chapter, there
was not a clear, linear path. Some weeks not only saw limited progress but an actual
decline in Ann’s attitude toward her therapy and her life in general. Her journal entries
reflected these low points in her journey:

Some days are low days and all the running is not going to sort it out. Some
days dragging myself here and dealing with you are too much. Why ask me
how it went, you know the answer?

These setbacks were overcome by the development of skills such as identifying and
challenging negative thoughts, and a more positive outlook was attained for the most
part. Ann’s final sessions were tinged with anxiety for what the future would hold as
well as the belief that she would eventually be able to lead a life free of self-harm:

What I want in the end is to be a happier person and not be angry about that
[happiness]. What I want is my share and it will be me that will have to get it.

Therapist’s reflections

The most important aspect of my therapeutic relationship with Ann was to develop a
non-judgemental understanding of her self-harming behaviour. It was important for
me to see Ann not just as someone caught in a negative cycle of behaviours but as
someone who might eventually go on to carry out a fatal act of self-harm. The corre-
lation between self-harm behaviour and eventual suicide is well established (Hawton
et al. 2003). At the same time, it was vital that I did not ask Ann to stop her self-harming
behaviours as the act itself could be the very thing that was keeping her from carrying
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out even more destructive behaviours (Rudd et al. 2006). What I needed to establish for
Ann was the point that she was not just another client I saw but that I was her therapist
who would help her deal with the problems she was having at the time.

CBT as an intervention in the management of self-harm is designed to deal with
the negative cognitions that lead to self-harming behaviours, and the behavioural dif-
ficulties that can pre-empt them (Alford and Beck 1997). Whilst I had worked with a
number of self-harming individuals in the past, what struck me about Ann was that
her self-harm seemed very much to be based around her perceived failures at catering
college. I felt that these had very quickly escalated into negative self-perception and
isolating behaviours. The contrast to her outlook at school was quite stark, and I felt
it was important that we dealt with this as soon as possible. Also, I did feel that there
was a good deal of deep-seated resilience that could be tapped into. Ann coped well
with her parents’ divorce and had made much of her peer support network. That we
were able to develop a plan to visit friends after a difficult day in college was ideal in
combatting the isolation that is an integral part of self-harming behaviours.

While we made use of the strengths from Ann’s past, our sessions were also about
looking at the future. This meant making sure that the problem-solving techniques that
we developed together would help Ann in the long term and that self-harm would be
seen as less and less like an answer (Hawton et al. 1998).

By the end of our time together, Ann saw me as very much part of her ‘old world’
that was inhabited by a vulnerable, younger version of herself. I was very happy to go
along with this and felt that Ann had developed a new resilience. What is also pleasing
is that Ann was able to see the value of her time with the community team I worked
in and that she sent updates of how well she has done in the time since we first met.

Glossary

Self-harm. Self-harm is a term used to describe an event in which an individual injures
or harms herself. The methods for self-harm vary according to the individual and can
include cutting, hair-pulling or the ingestion or insertion of substances or objects. For
some people the act can be a way of dealing with stressful situations and keeping neg-
ative emotions under control. For others it can be in response to psychotic episodes,
where the self-harm can have a highly ritualised aspect (Hill 1995). It is important that
each individual has their act of self-harm taken seriously and that they are treated with
compassion and understanding. Whatever the reason for the act, self-harm is one of
the most frequent causes of hospital treatment, with over 150,000 admissions each year
(Royal College of Psychiastrists 2006).
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5 Carly - Substance misuse

May Baker

This case study has been written from the author’s different experiences in her field of
practice, but the story is brought together under one person’s voice.

Biography

Carly is a 19-year-old woman who is currently in treatment with a community drug
team. Her story begins when she was assessed and accepted at a city centre inpatient
drug detoxification unit (IDDU). For purposes of confidentiality a pseudonym is used
(Nursing and Midwifery Council 2008).

Carly has been known to drug services in this area for 3 years. She was initially
seen in the outpatient community clinic where she attended appointments every
2 weeks to see the nurse facilitator in relation to her drug use. When she first came
into services she was living with her mother, who is a sex trade worker. Carly has
lived with her mum all her life but has never known her father. She has an ambivalent
relationship with her mother and does not feel particularly close to her. She has used
heroin since the age of 16. She states that there was no particular reason why she
started to use heroin, only that she hung around with some people who used. At times
her story of how she began using changed, depending on who she spoke to. Carly
also uses cocaine on a recreational basis. She does not see this as a problem and only
uses when she is out with friends. She smokes approximately 10 cigarettes a day and
states this is more of a problem than her ‘coke’ use. She does not use any other drugs
including alcohol.

Carly’s physical health is fairly good, with no history of any physical problems. Her
early milestones were met and she attended school regularly. She left school at the age
of 16 with two GCSEs. She sees this as a remarkable achievement as she was hanging
around with lots of boys at the time and says she was hardly ever in school. Towards
the latter months of her studies she started using drugs. On leaving school she quickly
became engrossed in her heroin use, which escalated out of control. She was using up
to 1 gram of heroin daily. This was smoked from foil; she says she has never injected as
she is scared of needles. About 1 year ago she became involved with a much older man
whom she continues to see. She says this man is her friend and is the only one who really
cares about her. She has a platonic relationship with him and he buys her presents and
clothes. His name is Eddie and he is 45 years old; he has his own flat where she lives
on and off. Her main residence is her mum Sandra’s house, but she tries not to spend
too much time there. She is very disapproving of her mum’s work, even though she has
been around this all her life. She finds her mum supportive in financial terms, but not
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emotionally. Her mum thinks her relationship with Eddie is ‘disgusting’ and has tried to
persuade Carly to break her friendship with him, but to no avail.

Carly has been admitted to the inpatient unit to refrain from illicit heroin and to
establish a therapeutic dose of maintenance methadone. This will stop any withdrawal
symptoms and encourage her to be independent of street heroin. Her drug regime has
been maintained at 50 mg methadone mixture oral daily. She appears to have stabi-
lised on this amount for the last 5 days and has regained some normality. Carly will
progress to fully detox using the drug lofexidine. Her physical and mental health will
be monitored and she will be given the supportive medication when necessary (British
National Formulary, 2014).

Process

My first meeting with Carly was disjointed and strained. We initially met when she was
being assessed for the IDDU and she was under the influence of heroin. She was unable
to fully respond to the assessment and was not coherent in her thinking. I was aware of
this and had to ensure that she was not only mentally but physically able to take part
in the assessment process (Ashcroft 2011). The assessment was therefore postponed
to a later date. This annoyed Carly as she thought she was being rejected for a bed in
the unit. She became very emotional and started to cry and sob. It was difficult to calm
her, and she needed lots of reassurance that the assessment was not cancelled but put
off to another day. It was apparent at this stage that Carly appeared quite fragile and
would need a supportive and simple approach. I offered her another appointment the
next day and said if she wished she could bring along a friend or her key worker. I
told her I would phone her the next morning to confirm her attendance. She appeared
relieved that she would be seen so quickly and left the unit composed and grateful that
she would soon be given help. I also had to reiterate that she would have to attend the
assessment in a sober state and not ‘out of it’. I decided I would ring her the following
morning prior to her appointment.

On reflection I thought that perhaps I had succumbed to Carly’s emotional break-
down and given her preferential treatment by offering her something which other ser-
vice users do not automatically get. The usual procedure for clients who attend under
the influence of drugs or drink is to be sent another appointment in line with the exist-
ing waiting times. It is not normal practice to offer a second appointment so quickly.
1 did, however, try to rationalise my behaviour with the thought that she was a young
vulnerable woman who needed help now and not when the next available appointment
was, which was in 6 weeks. I tried to think of working collaboratively with her and felt
that her engagement in the process was of paramount importance at this point (Simp-
son and Brennan 2009). I wanted to work in partnership with Carly to ensure that she
attended the initial assessment and so begin the process of working together.

The following day, I called Carly at 10 a.m. to remind her of her appointment at
11 a.m. Her response was clear and she appeared upbeat. Her attendance at the IDDU
was completely different from our initial meeting. She attended on her own and she
appeared slightly embarrassed but quite calm. She was composed and eager to tell me
how much she needed this detox.
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After the assessment, which lasted for an hour, I asked her what she wanted from
our service. The main point she stated time and again was not to come off heroin but
that she needed help. She said that she was useless and that her life was ‘crap’ and that
it was all her fault that she was like this. I did try to clarify what this meant, but at this
point it was not clear. She did, however, agree that in order to begin the process of
receiving help, she would need to detox. After consultation with her key worker and
consultant at the community drug team, an arrangement was made for her to be given
the next available inpatient bed (Rassool 2011).

Carly entered the IDDU within a week and her stay was scheduled for 3—4 weeks.
This would offer enough time for her to be detoxed from heroin and to think about and
begin a plan for relapse prevention.

My partnership with Carly commenced also at this time as I had completed her
assessment and played a pivotal role in her treatment and welfare while she was in the
unit. I felt a strong sense of empathy for her as she was around the same age as my
daughter, but had clearly experienced a different side to life. Her experiences from a
young age had moulded her psyche and behaviour. As the days progressed her emo-
tions became erratic. At times she would be jolly and happy, sharing jokes with oth-
ers and teasing staff. On other occasions she would be despondent and inconsolable.
She had very low self- esteem and thought of herself as a failure. Her detoxification
played a large part in her emotional disturbance, but by the end of the second week
she seemed more aware of her behaviour and some focus began to emerge.

At this stage I did wonder what would become of Carly; she did not appear ready
to embrace the outside world, although she was due for discharge within the next
week or two. She was almost drug-free and her plan to prevent relapse had barely been
mentioned. Her only thought was to return to live with Eddie, staying with her mum
when she needed to.

I had built up a good working relationship with her and I know that she trusted
me — perhaps this was because she may have seen me as a mother figure. She knew
I had a daughter her age and we discussed things like clothes and music and TV pro-
grammes. She was very keen to find out more about my home life and wanted to know
which university my daughter attended and what she was studying. At this point I had
to be clear with Carly about our relationship and how we could work together. It was
important not only for Carly but also for me that boundaries were in place and that
we respected each other’s privacy. I stated that we should only disclose what we felt
comfortable with. At first she felt a bit put out as she was a very open person who told
everyone her business. However, once I explained to her that this was to help her and
protect her then she seemed fine (Hewitt et al. 2009).

Carly was unsure what she wanted when she left the unit. She knew that she
would be drug-free but did not know how she could maintain this. She thought that
she would just hope for the best. She had been drug-free before, stating that she went
‘cold turkey’ about 2 years ago and managed to stay off heroin for about 4 months. She
did, however continue to use cocaine when she was out with her friends. I really tried
to understand what it must be like for her and to envisage how she perceives things
around her, especially relationships. These seem to be quite superficial and based on
her needs and what she wants. She does not appear to have any real friends whom she
can trust and confide in or who really care for her. On her own admission she says
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most of her friendships are based on and around drugs. Eddie was the only person
who really cared about her. My understanding of Eddie was somewhat different and I
tried to think of a way in which I could get Carly to examine and think about her rela-
tionship with Eddie. I did not want to frighten or judge Carly in a way that could lead
her to retreat from our relationship, which really had just begun to develop. However
I did want her to be able to leave the unit with hope and opportunity so that she could
change things for the better and be more in control of her own life (Wardell 2013).

I spoke with the consultant psychiatrist and other members of the team to elicit
their views on my idea for undertaking cognitive behavioural therapy with Carly. I
had not at this point asked her if she would be interested in doing this, as I wanted to
make sure the team thought that this process could be a move forward for her. Most
of the team members thought that it was a good idea but were not sure if she would
stick with it for any length of time as they perceived her as ‘flighty’ and ‘manipulative’.
On the other hand, they also thought that this could be an ideal opportunity for her to
make changes that centred round her real needs and perhaps could help her to gain
some sort of control over her future. It was agreed that I would approach Carly to
explain the process of CBT and ask her if she would be interested. The plan would be
to commence the first two sessions whilst she was still in the unit and then carry this
into the community when she was discharged.

Carly was delighted that I wanted to be her therapist and I think she saw this as
an extension of friendship that would continue after she left the unit. At this point I
had to spend some time with her explaining what my role would be and what would
be expected of her. I tried to get across in straight terms that this was something that
would make her think a lot about her behaviour and aspects of it that she wanted to
change. It may not always be a good thing in that it could be distressing at times. She
was not put off by this and still wanted to do it.

Skills

Our first meeting for CBT was scheduled for the end of the third week. As I already
knew Carly quite well and understood her habits and her outward persona, I believed
that the sessions would need to be manipulated to make them serve her needs. At this
time, I was also aware of how little I had disclosed of myself. This may have been unin-
tentional on my part, but I did recognise that the balance of power was in my hands.
To develop a true therapeutic relationship and encourage discussion and disclosure,
I knew that I would have to be much more open with her (Baughan and Smith 2013).

I decided that, as an intelligent and insightful person, Carly had to be given infor-
mation on the process of CBT and then this could either be the catalyst for her to
embrace the technique or to reject it as a tool for her development. Therefore the first
session was really more of a teaching session with her asking lots of questions about
CBT and how it works (Simmons and Griffiths 2009). She was fascinated by this and
had never really been aware that her thoughts and feelings could be linked to how she
behaved.

I tried to identify our common link and what made us like each other. This was much
easier for Carly to do as she said I was easy to talk to but ‘didn’t take any shit’. I was not
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quite sure what she meant by this, but she did articulate that what she meant was that I
could see through people when they were not being true or were covering up. I asked her
if this was a good trait and she said that was why she got on with me, because I could see
that she was suffering as a person and did not just see her as drug addict. This made me
think of my own behaviour and how I must come across to others. I wanted to explore
why she did not think that her drug taking was a big problem to her and she gave a very
open and honest reply. Carly found that using heroin managed in some way to block
out any of her feelings of hopelessness; she liked the way the drug took away all her
pain and just made her ‘kind of numb’. It allowed her not to think, and this then made it
easier to function in her own world. She said that what she thought about herself always
made her feel ‘worthless and a nobody'’. This is why using heroin helped. From the first
time she took it she knew that it seemed to saved her from her own thoughts — thoughts
that always resonated how stupid and useless she was. I wanted to explain to Carly how
important an effect our thinking has on our feelings and behaviour. I explored this by
explaining Beck’s (1976) CBT model. Carly could recognise how some of her feelings
made her feel physically unwell at times and she felt nervous and anxious around some
social situations. She could see how this worked when we put this onto paper.

This made her think about her own situation and her use of drugs. She said she
used heroin so that she did not have to face up to anything. She acted silly and super-
ficial, threw tantrums if she did not get her way, and argued with her mum just to
wind her up. Most disturbing was her belief that she did not deserve any friendships.
She really thought that real friends were for special people who worked hard and had
lovely families and were clever and bright and had a future. I wondered at what age
Carly had started to think this, and she stated it was ‘as long as she could remember’.

We did not use the term ‘homework’ during our work together, but decided that
work between sessions would be a project, which Carly related to. She liked school
when she was really young and loved to do projects and lots of independent work. She
was clearly a bright girl and I wondered if she had ever considered further education as
part of her future. Her two GCSEs were in art and history. She thought this was a bit of
a dream as her life was in ‘such a mess’; she also didn’t think that Eddie would approve.

I wanted to keep to a tight schedule with defined areas. I was very much aware
that Carly had many issues with her life and did not want to open up too many areas
in which she would feel overwhelmed and unable to cope. I therefore let her take the
lead and asked her to put a ‘wish list’ together. I think at this point Carly really felt
empowered and set about this with gusto.

This approach uses CBT but links into solution-focused therapy (SFT), which is a
reliable tool as an adjunct to CBT (McAllister, 2007). Beck (1976) describes core beliefs
and assumptions, and he states that people can have strong beliefs in what they are
thinking even if there is no evidence to support this. Carly’s core beliefs are based in
negativity. She states she is a failure, she is worthless and hopeless. These negative
automatic thoughts are usually triggered by an event or situation and can provoke
significant anxiety. Assumptions are usually identified as an if~then approach. For
example, Carly assumes that if she tried to go to college then people would find out
that she is a drug addict and would judge her as a ‘nobody’. She has such low self-es-
teem that when we work together to elicit her negative automatic thoughts, I can show
Carly how these thoughts are being maintained by her belief in them. She has no proof
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to explain why she believes in these thoughts. I then turn this around and challenge her
belief. What are these thoughts based in and where is the evidence to support this? For
instance, Carly constantly states that she is useless; however, when I list the numerous
things she has achieved, and describe to her what she wishes for and what dreams
she has, she starts to think about the words she is saying and the match between her
achievements and her dreams. She does see that it is her perception of the situation
and not always what others see. This makes her laugh and it is almost as if the penny
has dropped. I try to roll with this, and get her to look at her strengths and achieve-
ments and to stop dwelling on the negatives (Miller and Rollnik 1991).
These sessions continued for some weeks.

Client’s viewpoint

At first Carly was not entirely sure whether the CBT was really what she needed; however,
she was sure that she wanted and needed to speak to someone on a regular basis in order
to clear matters in her head. I managed to convince Carly that what she was describing
was really CBT. She also agreed that talking and breaking things down had managed to
help her see where she was going. This was not without its obstacles for Carly, as she
had had a deep conviction of self-preservation from a very early age. She stated that
opening up and actually speaking about her issues was the most difficult thing to do. She
said this was easy with me as she knew I would help and would not let her down. The
weekly appointments that were arranged after her discharge from the IDDU were rather
gruelling for her at first. She missed the first appointment due to illness but when she
eventually attended on a more regular basis she started to explore the real issues behind
her drug use and how she was going to cope with these and try to move her life forward.

Carly soon talked about her father and why she had never known who he was.
This had made her bitter from a young age. ‘I remember asking my mum why I never
had a dad’, she explained. Her mum’s reply was cutting: ‘We're better off without him
and don't talk about it again’. Carly spoke of the few occasions when she tried to find
out more about her dad. She said she always got the same answer until she was in her
teens when her mum was much more confrontational about the matter. She clearly did
not want to speak about the subject and told Carly to never speak to her again about
it or she would be thrown out of the house. At this point Carly knew that the matter
was closed. However, this still didn’t stop her thinking about it and so her thoughts and
dreams tended to revolve around her missing father. She did recognise that she liked
Eddie because he was older but did not go any further in relation to him as a father
figure. She seemed to see him as more of a friend who looked after her but said she did
not confide in him. Towards the end of our sessions I did wonder if Carly had indeed
‘opened up the can of worms’ that she did not know how to control, but she said she felt
an element of empowerment (Grant, 2009). She said she looked at herself differently
and felt that life could be different if she really wanted it to. She thought that it was
unbelievable that she still hadn’t gone back to using heroin since she had left the IDDU,
and saw this as an enormous achievement. She thought this was about me being there
for her and did not really see how she had managed this entirely by herself. Her real
aim now was to find her dad.
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Therapist’s viewpoint

My belief in Carly was somewhat subjective as I really liked her as a person. This
seemed rather strange to some of my colleagues as they saw her as manipulative
and childish. However, what stood out for me was her intelligence and vulnerability.
I thought that this was a young woman who had been given no chances in life and
had tried to make the best of her situation. I did not see her having the kind of strong
mother—daughter bond which I had with my daughter, and I believed that her behav-
iour was a product of her upbringing and social circumstances. However, I did not
condemn or blame her mother for her lifestyle. As far as I knew, Carly didn’t lack any
material things and had always had a safe warm home. However, the only person who
could have given her love and security was her mother and it seemed she was rather
cold and distant with her daughter. The attention and approval she craved just was not
to be realised at home. This perhaps was the real reason why she liked Eddie so much,
as she saw him as someone who accepted her for who she was. However, Carly had
pondered and thought about Eddie and how he fitted into her life. She was beginning
to think that her life needed to move in a different direction and that Eddie in some
way was stifling this as he wanted to take care of her. However, what the evidence
actually revealed was that he wanted to control her. Only Carly could have come to
this conclusion as she was the one who, with my help, analysed what her relationship
with Eddie had become. This made things more difficult for her as she knew what she
really wanted to do but felt as yet that she could not make the break with Eddie. She
believed that she was just too weak and that she needed him whilst she looked for her
father. This could have been Carly’s self-preservation kicking in, and I acknowledged
her bravery in doing so.

Conclusion

The CBT sessions continued for another 2 months and at this stage Carly had come
to a crossroads. She cited her main achievements as growing up and standing on her
feet; being proud of who she is; knowing she has a father whom she is searching for;
and of course staying off heroin. The path 