ISSN (online): 2304-0394

| KJIIMHUYECKAS
U CHEUNAJIBHASA TICUXOJION UA

Clinical Psychology and Special Education

l/'
B

HAYYHO-JOKA3ATEJIbHAA [ICUXO0JIOTUA: IPAKTUYECKHUE PEKOMEHJALIMH

EVIDENCE-BASED PSYCHOLOGY: A GUIDE FOR PRACTITIONERS

2022.Tom 11, Ne 2
22.Vol.11,no0.2




Knuanyeckas M cienuaJbHas Clinical Psychology

ICUXO0JIOTHS and Special Education
MesknyHapOAHBI HAYYHBI 3J1eKTPOHHBII KYPHAJI International Scientific Electronic Journal
«KilmHnYeckas M cnenuaIbHasA ICHX0JIOTH» “Clinical Psychology and Special Education”
PenakuuoHHast KoJLIerus 3 Editorial board
Baukos I1.B. (Poceus) — ri1aBHblii peraxrop Vachkov, LV. (Russia) — editor-in-chief
Pesnnuenko C.U. (Poccust) — nepBblii 3aMmecTUTE/b IVIABHOTO Reznichenko, S.I. (Russia) — first deputy editor-in-chief
peAakTopa Meshkova, T.A. (Russia) — deputy editor-in-chief
Memkosa T.A. (Poccust) — 3amecTuTeNIb [JIABHOIO PeAaKTOpPa
Anexur AH. (Poccns), Axyruna T.B. (Poccus), Babknna H.B. Alekhin, AN. . (Russia), Akhutina,. T.V. (Russia), Babkina, N..V.
(Poccust), Bacunosa T.A. (Poccus), Bepakca A.H. (Poccus), 3sepeBa (Russia), Basilova, T.A. (Russia), Veraksa, AN. (Russia),
H.B. (Poccns), Unzen6aym EJL (Poccus), Zvereva, N.V. (Russia), Indenbaum, E.L. (Russia), Kazmin, A.M.

(Russia), Korobeynikov, I.A. (Russia), Lifintseva, A.A. (Russia),
Mednikova, L.S.  (Russia), Meshkova, T.A. (Russia),
Haprosa-Bouasep C.K. (Poccuss), Poumma W.®. (Poccus), NartoYa—Bochaver, SK (Russia), Rezniche?nko, S.I. (Russia),
Capyanos ®.C. (Poccus), Crporanosa T.A. (Poccns), Roschlna, LF. (RuSSIa), Safuanoy, F.S. (Russia), Stroganova, T:A.
Vibsmusna  O.A.  (Poceust), Illenkosa O.JO.  (Poccns), (Russia), Ulyanina, O.A. (Russm), Shchelkova, O.Yu. (Russia),
Ilep6axosa A.M. (Poccus) Scherbakova, Anna M. (Russia)

Kasemun AM. (Poccus), KopoGeitnukos HW.A. (Poccus),
Jupunuesa A.A. (Poccust), Menuukoa JI.C. (Poccus),

Editorial Board for Foreign Issues

Elena L. Grigorenko (USA) — editor-in-chief

Marina A. Zhukova (Russia)— deputy editor-in-chief

Catts Hugh (USA), Gilboa-Schechtman Eva (Israel), Haeffel
Gerald (USA), Mandelman Samuel (USA), Silverman Wendy
(USA), Venta Amanda (USA)

Penxosuierus 3apy0e:KHbIX BBIIYCKOB
I'puropenxo E.JI. (CILIA) — ruiaBHbIi pegakTop
Kyxosa M.A. (Poccust) — 3amecTHTE/Ib IJIABHOI0 PeJaKTOpa

benra Amanna (CIIA), T'unp6oa-1lextman Vea (M3panis),
Karre Xbio B. (CILIA), Manaensman Comiodns (CLLIA),
CusBepman Bonnn (CHIA), Xeddens Txepansa (CLIA)

Cexperapb Secretary

VYmakosa M.1O. Ushakova, M.Yu.

Penakrop, KoppeKkTop U BepcTanbIMK-0)OPMHUTEIb Editor, Proofreader, and Graphic Designer

Pesunuenko C.1. Reznichenko, S.I.

Yuypeaurenab u u3gateb Founder & Publisher

OT'BOY BO «MOCKOBCKHI rOCYAapCTBEHHBIN Moscow State University of Psychology and Education (MSUPE)

MICHXOJIOr0-NIeJArOTHUECKUIT YHHBEPCUTET)»
Editorial office address

Anpec perakuun Sretenka Street, 29, office 209 Moscow, Russia, 127051
127051 Poccust, Mockaa, yi1. Cperenka, 1. 29, koM. 209. Phone: +7 495 6081627

Tenedon: +7 (495) 608-16-27
E-mail: psyclin12@gmail.com
E-mail: psyclin12@gmail.com Web: https://psyjournals.ru/en/psyclin/
Caiit: https://psyjournals.ru/psyclin/

HNupexcupyeres: Indexed in:

BAK Munobprayku Poccum, Poccmifckuit Munexc Haywnoro Higher qualification commission of the Ministry of Education and
Iuruposanns (PUHIT), RSCI, EBSCO Publishing, Ulrich's web, Science of the Russian Federation, Russian Index of Scientific Citing
ERIH PLUS, Index Copernicus, DOAJ database, RCSI, EBSCO Publishing, Ulrich's web, ERIH PLUS,

Index Copernicus, DOAJ
Wznaercs ¢ 2012 roga

IMepuommunocts: 4 pasa B T0J Published quarterly since 2012

CaugerenscTBo 0 peructpanuu CMU: The mass medium registration certificate number:

On Ne ®C77-66442 ot 14.07.2016 El # FS77-66442. Registration date: 14.07.2016

Bce mpaBa 3ammuinensl. Ha3BaHue xypHana, JIOTOTHII, PYOPHKH, All rights reserved. Journal title, logo, rubrics, all text and images
BCE TEKCThI M WILTIOCTPALUHK SBJISIOTCS cobcTBeHHOCThI0 DI'EOY are the property of MSUPE and copyrighted. Using reprints and
BO MITIIIY u 3amuineHbl aBTOPCKHM TMpaBoM. IlepemedaTka illustrations is allowed only with the written permission of the
MaTepHalIoB JKypHala H  HCHONB30BAaHHWE  WIUTIOCTPALM publisher.

JIOIIyCKAeTCs TOIBKO C MMCbMEHHOTI'O Pa3pelIeHUs pelaKIHH.
© MSUPE, 2022
© OI'bBOY BO «MockoBcKuii rocyaapCTBEHHbIA IICUXO0JIOr0-
NeIarOTU4ECKUH yHUBEpCUTET, 2022

MocKoBCKHH ToCyAapCTBeHHBIN IICHXOI0r0-IIearOrHIeCKA YHHBEPCHTET
Icuxonoruueckuii MHCTUTYT Poccuiickoit akajgeMun 0Opa3oBaHUsL

Moscow State University of Psychology & Education
Psychological Institute of the Russian Academy of Education


https://psyjournals.ru/en/editorial_boards/97407.shtml

International Scientific Electronic Journal

MexayHapoJHbIM HAyYHBIU 3JIEKTPOHHBIMN Ky pHaJI

Clinical Psychology and Special Education

2022.Vol. 11, no. 2 (Foreign Issue)
Evidence-based Psychology: A Guide for Practitioners

Editor-in-chief: E.L. Grigorenko
Deputy editor-in-chief: M.A. Zhukova
Editorial Assistant: K.S. Kharitonova

Graphic Designer: S.I. Reznichenko

KinnHnuyeckasa u ClieliliaJIbHAA IICUXO0JIOI'u4d
2022.Tom 11, Ne 2 (3apyO6eXKHbIi BbINYCK)
Hay4Ho-J0Ka3aTe/ibHaA ICUXO0JIOTUA:
[IpaKTU4YeCKue peKOMeHJaluu

['naBHbIN pepakTop: EJI. [puropenko
3aMecTuTeJIb IJIaBHOTO pegaktopa: M.A. JKykosa
[TomowHuk penakrtopa: K.C. XaputoHoBa

Juzaitnep-opopmuTesib: C.U. PesHM4YEHKO

Moscow State University of Psychology & Education

MOCKOBCKHM roCyjapCTBEHHBIN [ICUX0JIOTO-IIearOTM4eCKUN YHUBEPCUTET




Clinical Psychology and Special Education KnvHuYeckas u cenyaibHas MCUX0JIOTHS

2022,vol. 11, no. 2. 2022. Tom 11. Ne 2.
ISSN: 2304-0394 (online) ISSN: 2304-0394 (online)
CONTENT
THEORETICAL RESEARCH
Gilboa-Schechtman E., Azoulay R. Treatment of Social Anxiety Disorder:
Mechanisms, Techniques, and Empirically Supported Interventions 1-21

Zhukova M.A., Trent E.S. Evidence-Based Psychotherapy Practices for Preschool

Children: A Brief Review for Clinicians 22-42
EMPIRICAL RESEARCH

Sorem E.B., Priebe K., Anderson ].L. Personality Psychopathology and the Role

of Self-Compassion 43-62

APPLIED RESEARCH
Goodson J.T., Haeffel G.J. Treating Posttraumatic Stress Disorder in Combat

Veterans: A Guide to Using Behavior Therapy for Anxiety and PTSD (BTAP) 63-80
Hershenberg R., Glass 0.M. Implementing Behavioral Activation in Geriatric

Depression: A Primer 81-96
Lawlor C.E., Goodson ].T., Haeffel G.]. Cognitive Behavioral Therapy for

Depression: A Primer 97-107
Patriarca G.C., Pettit J.W., Silverman W.K. Implementing Cognitive-Behavioral

Therapy in Children and Adolescents with Anxiety Disorders 108-122
Walker J., Muench A., Perlis M.L., Vargas I. Cognitive Behavioral Therapy for

Insomnia (CBT-I): A Primer 123-137
METHODS AND TECHNIQUES

Chinn L.K., Momotenko D.A., Grigorenko E.L. A Russian Translation of the
BRIEF2 Disproportionately Flags Typical Russian and Previously
Institutionalized Individuals on Validity Scales 138-157

Kovalenko J.D., Li N., Grigorenko E.L. Gold Standard Versus Treatment as Usual:
Assessment Practices in the Juvenile Justice System 158-173

Talantseva 0.1, An L.0., Zhukova M.A., Trubitsyna A.N., Teedemaa A.V.,

Grigorenko E.L. Psychometric Properties of the Preschool Language Scales,

Fifth Edition (PLS-5) in Russian-Speaking Children: A Classical and Item

Response Theory Study 174-195

SCIENTIFIC DISCUSSIONS

Venta A. Proposing a Model-Based Addition of Risk and Protective Factors to the
Evaluation of Displaced Youth 196-206


http://www.psyedu.ru/journal/2014/2/index.phtml
http://www.psyedu.ru/journal/2014/2/index.phtml

Clinical Psychology and Special Education KnvHuYeckas ¥ crenyajibHas MICUX0JIOTUS
2022, vol. 11, no. 2. 2022. Tom 11. Ne 2,
ISSN: 2304-0394 (online) ISSN: 2304-0394 (online)

COJAEPKAHUE

TEOPETUYECKHE UCCJIEJOBAHUA

T'unv6oa-llexmmat E., A3yaaii P. JledeHue COLMATBHOTO TPEBOXKHOTO
paccTpoMCTBA: MEXaHU3MBI, METO/bI M AMIIMPHUYECKH NTOATBEPKAeHHas Tepanus 1-21

Kykoea M.A., Tpenm 3.C. HayyHO 060CHOBaHHbI€ METO/Ibl ICUXOTEPANNH JJ1
JleTel JI0IIKOJIbHOTO BO3pacTa: KpaTKUK 0630 /1Jisi KIMHULIUCTOB 22-42

IMIIMPUYECKHUE UCCJIEJOBAHUA

Copem 3.B., IIpuée K., Audepcon /Ic./1. IlcuxonaTo 10Tys TUYHOCTH U POJib
CaMOCOCTpaZlaHHUA 43-62

[TPUKJTAZAHBIE UCCJIEJOBAHUA

I'yocou /. T., Xedhgpenw Joic./[oic. JledeHre IOCTTPAaBMATHUECKOTO CTPECCOBOTO
paccTpoiicTBa y BeTepaHOB 60€eBbIX IeMCTBUI: pyKOBO/CTBO 10 UCIOJIb30BAHHUIO
NIOBEJIeHYECKOW Tepalliy IIpY TPeBOre Y IOCTTPAaBMAaTHYECKOM CTPeCCOBOM

pacctporictBe (BTAP) 63-80

Xepweno6epe P., I'nacc 0.M. Peanvizaiysi NoBeieHU€CKON aKTUBALIMU MTPH
repyaTpru4ecKou Jienpeccuu: pyKoBOACTBO 81-96

Jloyaop K.3.,, I'yacon /I.T., Xedhgpenw /J]oc./[o1c. KorHUTHUBHO-TIOBE/IeHYeCKast
Tepanud AelpeccCur: pyKOBOJCTBO 97-107

Ilampuapka I'.C., lemmum /c.B,, Cunbeepmat Y.K. [IpoBeieHrie KOTHUTUBHO-
MOBeJleHYECKOM TePAIUHU C IeTbMHU U OAPOCTKAMHU C TPEBOKHBIMH
pacCTpOMCTBaMU 108-122

Yokep /pc., Mionu A., Illepauc M.JI, Bapzac A. KoTHUTUBHO-TIOBEejleHYecKast
Tepanus 6ecconHunbl (KIIT-B): pykoBoacTBO 123-137

METO/bI U METOZIMKHU

YunH J1.K., MomomeHnko /l.A., 'puzopenko E.JI. Pycckuii nepeBos BRIEF2
HENMpPONOPLMOHAIBHO OTMEYAET PYCCKOTOBOPSIIIMX JIFO/IeH C ONBITOM U 6€3 OMbITa
VHCTUTYLIMOHA/IIU3AaLMHU 10 1IKa/IaM BaJIMJHOCTH 138-157

Koeasenko 10./].,, /lu H,, I'puzopenko E.JI. <3010TOU CTaHAAPT» B CPAaBHEHUH
C JledeHHMeM Ha OCHOBAaHUM COOCTBEHHOTO KJIMHUUYeCKOro omnbITa ("Treatment as
usual"): amarHocTuyeckas NpakTUKa B CUCTEME I0BeHa/IbHOM IOCTULIUMH 158-173

Tananyesa 0.H., AH 10.0., ’Kykosa M.A., Tpy6uysiHa A.H., Teedemaa A.B.,,

I'puzopenko E.JIL [lcuxoMeTpHUieCKUe CBOMCTBA PYCCKOA3BIYHOM BEPCUU

«f13BIKOBBIX IIKAJ AJ1s1 JOUKOJbHUKOBY NsiTOro nepecMotpa (PLS-5):

¥ccJie[JoBaHMe C IOMOLIbI0 KJIaCCUYeCKOM TEOPHUU TECTOB U COBPEMEHHOMN

TEOPUHU TECTUPOBAHUSA 174-195


http://www.psyedu.ru/journal/2014/2/index.phtml
http://www.psyedu.ru/journal/2014/2/index.phtml

Clinical Psychology and Special Education KnvHuYeckas u crienajibHas MICUX0JIOTUS

2022, vol. 11, no. 2. 2022.Tom 11. Ne 2.
ISSN: 2304-0394 (online) ISSN: 2304-0394 (online)
HAYYHBIE JUCKYCCUH

Benma A. TeopeTuyeckasi MoJieJib 1J151 OLlEHKU PaKTOPOB PUCKA U 3aL{UTHBIX
dbakTopoB Npu paboTe C MOJIOJbIMU UMMHUTPAHTAMHU 196-206


http://www.psyedu.ru/journal/2014/2/index.phtml
http://www.psyedu.ru/journal/2014/2/index.phtml

Clinical Psychology and Special Education KnvHuYeckas u crenyaibHas NCUX0JIOTUS

2022, vol. 11, no. 2, pp. 1-21. 2022.Tom 11. Ne 2. C. 1-21.
DOI: 10.17759/cpse.2022110201 DOI: 10.17759/cpse.2022110201
ISSN: 2304-0394 (online) ISSN: 2304-0394 (online)

Treatment of Social Anxiety Disorder:
Mechanisms, Techniques,
and Empirically Supported Interventions

Eva Gilboa-Schechtman
Bar-Ilan University, Ramat-Gan, Israel,
ORCID: https://orcid.org/ 0000-0002-2831-5835, e-mail: evagilboa@gmail.com

Roy Azoulay
Bar-Ilan University, Ramat-Gan, Israel,
ORCID: https://orcid.org/0000-0001-7104-0067, e-mail: royazoulay87 @gmail.com

Social anxiety disorder (SAD) is a prevalent condition negatively affecting one’s sense of
self and interpersonal functioning. Relying on cognitive but integrating interpersonal and
evolutionary models of SAD as our theoretical base, we review basic processes contributing
to the maintenance of this condition (e.g., self-focused attention, imagery, avoidance), as
well as the treatment techniques geared to modify such processes (e.g., exposure, attention
modification, imagery rescripting). We discuss cognitive-behavioral treatments (CBT) as
combining multiple treatment techniques into intervention “packages.” Next, we review the
existing empirical evidence on the effectiveness of CBT. Although CBT has accumulated the
most support as superior to other credible interventions, we suggest that many treatment
challenges remain. We conclude by discussing the ways to enhance the efficacy of CBT for
SAD. Specifically, we highlight the need to (a) elucidate the complex relationship between
basic processes and techniques, (b) advance personalized interventions, and (c) include
a more diverse and comprehensive array of outcome measures.

Keywords: Social anxiety, mechanism of change, cognitive biases, treatment techniques,
personalized interventions.
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JledeHH e COUATIBHOTI0 TPEBOXKHOTO
pPacCTpOMCTBA: MEXaHU3Mbl, METOAbI
U SMIMPHUYECKH NOATBEPKAEHHAs Tepanus

I'mab60a-lllexTMaH E.
Ynueepcumem Bap-HUaan, Pamam-I'aH, U3paub,
ORCID: https://orcid.org/0000-0002-2831-5835, e-mail: evagilboa@gmail.com

Asyuan P.
YHueepcumem Bbap-HUnaaH, Pamam-I'an, U3pause,
ORCID: https://orcid.org/0000-0001-7104-0067, e-mail: royazoulay87 @gmail.com

CoupanibHOe TpeBoxHOe paccTpoicTBo (CTP) siBasieTcsl pacnpocTpaHeHHbIM 3a60/1eBaHUEM,
HEraTUBHO BJIMSIIOLIMM Ha CaMOOLIylleHHe W MEXJIUYHOCTHOe (YHKLMOHUPOBaHUE
yesoBeka. Onupasicb Ha KOTHUTUBHbIE, HO HWHTETrpPUPYIOIIUE MEXJUYHOCTHbIE
U 3BoJIOLMOHHble Mojenn CTP B kauyecTBe Halledl TeopeTU4YecKOW 6asbl, Mbl
paccMaTpUBaeM OCHOBHbIE MPOLECCHI, MPOBOLUPYIOIHE 3TO PACCTPOMUCTBO (HampuMmep,
COCpeJloTOYEHHOE Ha cebe BHUMaHHUE, MbICJIEHHble 00pa3bl, U30eraHue), a TakKe MeTO/Ibl
JleyeHUs], HallpaBJeHHble HA U3MeHeHUe TaKUX MpoLeccoB (HanpuMep, 3KCIO3ULMOHHAs
Tepanusi, MoAMPUKaLMsi BHHMaHUS, PECKPUNTHHT). Mbl paccMaTpUBaeM KOTHHUTHBHO-
noBesieHueckyto Tepanuio (KIIT) kak ob6befrHeHHWE HECKOJBKUX METOJIOB JIeYEeHHUSs
B «Habop» BMellaTesbCTB. /lajiee Mbl pacCMaTpUBaeM CyIeCTBYIOIHE 3MIUPHUYECKHUE
faHHble 00 3¢pPpextuBHOocTU KIIT. HecMoTpsa Ha To, yto KIIT mosnyyusa Hambo/blIyIO
HO/IIEP’KKY B CPAaBHEHUH C IpPyTMMH 3aC/yKUBAIOIIUMU JJ0BEPUsI BMellaTelbCTBAMU, Mbl
npejnoJsiaraeM, YTo MHOTMe MPo6JieMbl C Jile4eHUEeM OCTAIOTCS HepelleHHbIMU. B cTaTbe
Takxe 00CyxatTcs cnocobbl noBbiieHUs a¢pdektruBHocTU KIIT npu CTP. B yacTHOCTH,
Mbl MOJYEPKHMBaeM HeEOOXOAUMMOCTb (@) MPOSICHEHUS CJIOXKHOM B3aMMOCBSI3U MEXIy
06a30BbIMM @poueccaMd M MeTojaMM, (6) NpoJBMXKEHUS IepPCOHATU3UPOBAHHBIX
BMellaTeJbCTB U (B) BKJIIOUeHUs 6Gojiee pa3sHOOOpPA3HOr0O U KOMIJIEKCHOTO MOJX0/a
K OL|eHKe pe3yJibTaTOB Tepanuu.

Kiaw4yeBble CJ0Ba: cooraJibHad TPEBOXHOCTb, MEXdHHW3M W3MeHEeHUM, KOTHUTHUBHbIE
HCKaXeHHf, MeTOobl TepalluH, IepCOHAJIM3UPOBAHHbI€ BMellaTeJ/IbCTBA.

dunaHcupoBanue. IlpejcTraBjieHHOe UccaAeloBaHWE OblIO NPOGUHAHCUPOBAHO
N3pannbckuM HayuyHbIM poH0M, 740-15, Ha umsa EBbl ['nnb60a-IllexTMmaH.

Jnsa puratel: [uav6oa-lllexmman E., A3yaati P. JledeHWe COLMAJIBHOTO TPEBOXKHOTO
paccTpoycTBa: MeXaHU3Mbl, METOAbl W SMIHUPUYECKU TMOATBEPKJEeHHAas Tepamnus
[9n1exkTpoHHbIN pecypc] // KninHuuyeckas u crieniuanabHas ncuxosorus. 2022. Tom 11. Ne 2.
C.1-21.DO0I:10.17759/cpse.2022110201
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Introduction

Most of us can recall getting intensely self-conscious and uneasy on some occasions,
such as giving a speech, interviewing for a job, or getting ready for a date. Whereas for most
people, such mental states happen only occasionally, for others, they are frequent and
intense, causing a substantial impairment in multiple aspects of daily life, such as work,
study, and relationships [3]. Individuals with social anxiety disorder (SAD) experience
marked fear of one or more social or performance situations in which they are exposed to
unfamiliar people or possible scrutiny [6]. Socially anxious individuals frequently attempt
to avoid such feared situations altogether or to regulate their anxiety by subtler avoidance
strategies, such as minimizing eye contact with others or speaking in brief sentences.

Social anxiety disorder is the third most common mental health disorder after
depression and substance abuse, with lifetime prevalence rates of around 12% in
industrialized countries [66]. SAD typically has an early onset and chronic course [79; 95;
103]. Most individuals with SAD experience a comorbid disorder during their lifetime, with
the onset of SAD preceding the development of these comorbid conditions [27]. Despite its
prevalence, severity, and association with suicide [116], SA lacks the “public relations” of
its sibling disorders such as depression or substance abuse [65]. However, SAD has begun
attracting scientific attention in the last several decades, leading to rapidly accumulating
empirical data regarding the effectiveness of treatment techniques and “treatment
packages” geared to alleviate the distress associated with this condition. These scientific
efforts resulted in increased knowledge of psychopathological processes involved in SAD
maintenance and the effectiveness of treatment techniques and intervention packages.
However, the successful treatment of SAD remains a challenge, as even the best available
psychological treatments are associated with only about 65% response and only 40%
remission [101].

In the present review, we outline the existing state of knowledge regarding the
psychological treatment of SAD, focusing on cognitive models and processes. We integrate
and expand these cognitive models with interpersonal and evolutionary perspectives on
SAD. We then focus on the treatment techniques geared to modify core maintaining
processes. Next, we review the existing empirical evidence on the effectiveness of
cognitive-behavioral therapy (CBT) for SAD, in which these techniques are utilized. We
conclude by discussing ways to enhance the effectiveness of CBT in SAD. Specifically,
we highlight the need to (a) elucidate the complex relationship between basic processes
and techniques, (b) advance personalized interventions, and (c) include a more diverse and
comprehensive array of outcome measures.

Cognitive Models of SAD

Cognitive models differentiate between etiological and maintaining factors of SAD.
Genetic, neurobiological, and temperamental factors, as well as the nature of the early
environment, are postulated to be involved in the etiology of this condition [95; 97].
Specifically, the risk of developing SAD is increased by over-controlling, critical and cold
parenting; insecure attachment; emotional, physical, and sexual maltreatment, and
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aversive social experiences [89]. Thus, SAD appears to develop via a complex interplay of
biological and psychological factors.

According to cognitive models, socially anxious individuals firmly believe that it is
important to make a favorable impression on others and the uncertainty regarding their
ability to do so [23; 50; 54; 72; 83; 96]. SAD individuals tend to evaluate their social
abilities and skills as low [41] and the standards needed to make a favorable impression as
high [84]. Such negative beliefs are activated in social settings, generating a sense of threat
and alarm [54]. This perception of threat engenders a chain of cognitive, affective, and
behavioral responses, which prevents the disconfirmation of the maladaptive beliefs about
self and others. These models emphasize several interrelated processes: self-focused
attention, biased information processing (attention, evaluation, memory), negative
imagery, enhanced avoidance, and anticipatory and post-event processing.

Recently, the “classical” cognitive models of SAD have been expanded and refined by
interpersonal and evolutionary perspectives. The interpersonal perspective highlights the
functioning of the affiliation system, which guides people towards potentially rewarding
social situations and appears to be critical in the development and maintenance of
satisfying social relationships [17]. Indeed, high-SA individuals display fewer approach
behaviors such as initiation of social encounters, nonverbal displays of warmth and
friendliness, and self-disclosure than low-SA individuals [10; 106]. Significantly, this
perspective emphasizes the need to enhance affiliative behaviors in the treatment of SAD.

Recently, cognitive approaches to SAD also incorporated some insights from the
evolutionary perspective. According to this perspective, social cautiousness is rooted in an
ancient system that regulates social order and controls behaviors that may elicit conflict
and disrupt such order — the social-rank system [36]. Specifically, avoidance tendencies
seen in SAD are viewed as evolutionary-shaped mechanisms to avoid confrontations with
dominant others [36; 37; 44; 108; 110]. Consequently, regulating negative emotions (e.g.,
shame, humiliation, [71]), reducing submissive behaviors [38; 40; 110], and correcting self-
deprecating cognitions regarding social status [18; 41; 44] have been emphasized.

Maintaining Processes in SAD

There is considerable overlap among the processes proposed by cognitive,
interpersonal, and evolutionary models for maintaining SAD: all highlight self-focused
attention, biased processing of social cues and situations, and self-concealing behaviors.
There are also important distinctions between the models, with cognitive models
highlighting intrapersonal processes (such as memory, imagery, and emotion-regulation
[16]) and interpersonal and evolutionary models emphasizing interpersonal processes
(such as enhanced social avoidance and decreased affiliation). Integration of the three
models suggests several central core processes detailed below.

Self-focused Attention. In SA, the perception that one is observed by others can lead
to heightened self-focused attention. This shift of mental focus is experienced as enhanced
attention toward one’s physiological symptoms, negative images of the self, or thoughts
regarding the negative ways one is judged by others [23; 55]. Indeed, under the perceived
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scrutiny of others, socially anxious individuals become more aware of their bodily
sensations (sweating, blushing). These sensations, in turn, are perceived as visible and
indicative of weakness. Such internally focused processing may prevent an individual from
concentrating on the emotions and reactions of others and thus miss important social
cues [81].

Attention Biases. Selective attention to, and difficulties with, disengagement from
social threats (e.g., facial expressions and features; voice) are viewed as central in
maintaining SAD [43; 52; 91; 92]. Evidence that individuals with SAD exhibit enhanced
vigilance, early engagement, and difficulty disengagement from threats have been
documented [70; 107]. Moreover, some evidence suggests that attention bias modification
alleviates SA symptoms [15]. Although many conceptual and methodological issues remain
[114], attentional biases among high-SA individuals may interfere with learning new,
benign information from one’s surroundings and may result in avoidant behaviors, thereby
preventing disconfirmation or inhibition of one’s beliefs about oneself and others.

Evaluation Biases. Evaluation biases include interpreting ambiguous information
and estimating the probability and cost of non-ambiguous events. SA appears to be
specifically and positively related to the propensity to negatively interpret ambiguous
social information and negatively related to the formation of positive interpretations
[11; 32; 58; 105]. Moreover, SA is associated with the tendency to evaluate the cost of
social mishaps as high [39]. Decreasing individuals’ probabilities and consequences of
negative social events (e.g., loss of affiliation or social status) appear to be promising for
alleviating SA [12; 76] and is indeed present in many CBT interventions [23; 82].

Memory Biases. Memories of social events recalled by individuals with SAD contain
more self-referential information and fewer external sensorial details than memories
recalled by non-anxious individuals [84]. Moreover, SA-severity is related to the re-living of
socially stressful events [12; 100] and seeing these events as central and identity-defining
[42]. Importantly, socially anxious individuals exhibit a greater tendency to remember
social (but not neutral) events from an external “observer” perspective than from their
own “field” perspective [29].

Negative Images. SA individuals commonly experience involuntary and distressing
negative self-images during social encounters [49]. In such situations, they may picture
themselves as unattractive or incompetent and as behaving in embarrassing, shameful, or
humiliating ways [85].SA individuals then mistakenly assume that these images are
accurate reflections of the way they appear to others [53]. Importantly, whereas negative
self-evaluations and self-perceptions are found in many psychopathologies [112], negative
self-images appear to be uniquely associated with SA [58].

Emotion Regulation. Several maladaptive emotional processes are postulated to be
involved in social anxiety. First, emotion differentiation (i.e., the ability to distinguish
between various affective states and classify felt experiences into discrete emotion
categories) is impaired in SA [60; 62; 63]. Lack of differentiation, particularly concerning
negative emotions, may impair emotion regulation and result in a low perceived emotional
control [60]. Emotion regulation refers to the processes by which individuals influence
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which emotions they have, when they have them, and how they experience and express
them [47; 48]. Such strategies include cognitive reappraisal and response modulation
(e.g., emotion suppression). Dysfunctional regulation of negative and positive emotions is
viewed as one of the core vulnerabilities in SAD [30; 45; 59; 68]. Enhancing the use of
a wide repertoire of emotion regulation skills to dampen and control negative affect [67] as
well as to upregulate positive affect [70] is seen as promising to alleviate SA-related
distress [46].

Anticipatory and Post-Event Processing. This processing refers to mental activities
and content preceding and following social situations. Although temporally distinct, post-
and pre-event evaluations are correlated and influence each other [115]. During
anticipatory processing, socially anxious individuals mentally preview upcoming social
interactions and possible rejection, embarrassment, or humiliation scenarios. This focus
enhances anticipatory anxiety and avoidance behaviors. Similarly, post-event processing
typically involves reviewing the social event, focusing on one’s anxious feelings and
assumed (negative) image. This process may cause interpersonal interactions to be
encoded negatively, resulting in shame, self-blame, and negative predictions regarding
future interactions [1; 13].

Enhanced Avoidance. Avoidant behaviors are believed to be central in maintaining
SAD. Direct avoidance of social situations involves refraining from attending social events
such as work events, parties, and one-to-one meetings. More subtle avoidance strategies
include looking at one’s phone during a party, refraining from disclosing self-relevant
information, and maintaining a “low-key” appearance. Although partially effective in
regulating SA in the short run, these avoidance strategies tend to increase anxiety in the
long run, most likely because they impede the modification and updating of prior negative
predictions [23] and prevent the accumulation of novel social experiences. Indeed,
engaging in avoidant behaviors is found to lead to impaired performance [99], enhanced
feelings of inauthenticity and incompetence (low social rank), and decreased feelings of
belongingness and affiliation [94].

Reduced Affiliation. SAD is characterized by a dysregulation of the affiliative system
[10; 109]. Individuals with SAD tend to display lower frequency and intensity of affiliative
intent (e.g., smiling) during relationship formation [90] and show less unintentional
movement synchrony, a marker of affiliative mode. Self-protective motivation and
discounting positive social signals may maintain social impairment in SA. They affect high-
SA individuals’ ability to engage in actions that lead to emotional closeness [35]. Combined,
enhanced avoidance and reduced affiliation contribute to the persistence of SA by
decreasing opportunities for rewarding interaction.

Modifying Maladaptive Processes in SAD: Main Techniques

In the following, we list the main techniques geared to modify the maladaptive
processes contributing to the maintenance of SAD. Importantly, in a context of a full-
fledged individualized intervention, these techniques are embedded in a secure and
authentic therapeutic relationship [34]. Establishing a secure bond and a close and
supportive alliance with the therapist is central to most intervention programs. It is
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particularly important in treating individuals with SAD, given their reduced utilization of
affiliative modes of interaction [36].

Psychoeducation in CBT typically includes familiarization with the clinical picture of
the condition and the model underlying the treatment (such as the model used by Clark &
Wells [23]). It further includes information regarding the factors contributing to treatment
success, such as self-observation and engagement in treatment-related activities outside of
therapeutic sessions. It is emphasized that the treatment includes a set of skills and that
practice is encouraged to achieve proficiency in these skills.

Attentional Control is a common strategy to counteract painful self-awareness.
These exercises may take the form of concentrating on non-threatening aspects of the
environment, such as the actual behaviors and emotions of others [81]. For example, the
ability to focus on the appearance of others or learn a new fact about them may offer a way
out of painful self-awareness. Alternatively, direct attentional control training was also
found to reduce this self-awareness [33].

Exposure is the most efficient way to counteract avoidance behaviors is by enhancing
exploratory and approach behaviors. Exposure is a collaborative process in which the
client, guided by the therapist, chooses to engage in challenging situations voluntarily and
systematically. Importantly, the process of exposure differs in several ways from
spontaneously encountering anxiety-provoking situations. First, the client actively chooses
and plans these encounters, facilitating a sense of agency. Second, exposures are planned
with pre-specified goals (e.g., to ask one’s boss for a raise). It is the therapist’s role to
navigate the treatment such that exposures have a chance to modify the client’s beliefs
regarding the outcome of these social situations. It is emphasized that the importance of
examining one’s predictions is more central than achieving the “social” goal (such as
actually getting a raise). Third, exposures are planned to be conducted systematically so
that easier tasks and encounters are followed by more challenging ones. An exposure
hierarchy is created to allow for gradual progression (and a fair amount of repetition) of
those tasks. Fourth, exposures are preceded and followed by an “envelope” of collaborative
discussion between the therapist and the client. Before exposure, the therapist attempts to
elicit specific predictions regarding the most likely outcome of the exposure (e.g., “My boss
would be angry with me for even trying to get a raise”). Exposures are effective primarily
when new, belief-inconsistent information is encountered (e.g., “Although my boss did not
agree to the raise, | was able to state my case clearly. My boss was not angry, and even
expressed appreciation of my work”). The construction of specific predictions allows for
a more effective correction of faulty prior beliefs. To facilitate these corrective experiences,
clients are invited to reflect on what was learned during the exposure. Finally, the
collaborative work with the therapist before and after the exposures emphasizes the
potential of affiliative bonds that include sharing thoughts and feelings in a close and
empathic setting, a rare context for many individuals with SAD [36].

Cognitive Restructuring refers to a therapeutic technique involving multiple sub-
components:(a) understanding the range of emotions elicited by a particular situation
(emotion identification and emotion differentiation), (b) linking these emotions to
components of the situation and their meaning, and (c) question this meaning, usually
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engaging in re-appraisal. This sequence is geared to allow new perspectives to emerge [24].
The cognitive restructuring may begin with work on emotion differentiation between
emotion-infused thoughts and actual emotions (“I feel stupid” vs. shame) or between
distinct emotions (shame vs. guilt). It is emphasized that specific emotions are associated
with certain core meanings (e.g., shame is associated with hypothesizing that unsavory
characteristics of the self are revealed). Next, meaning-questioning entails identifying,
evaluating, and modifying unhelpful thinking [48; 111]. Identifying unhelpful thinking
involves recognizing an event (internal or external) in which a negative emotion was
experienced. The therapist then invites the clients to attend to their thoughts at the time of,
before, and after the event’s occurrence. Next, the client and the therapist can evaluate how
helpful such thoughts were in the given context. This process calls for examining the
evidence for and against a certain thought and the utility of focusing on certain aspects of
the event. Finally, in the modification stage, the therapist facilitates the discovery of
additional information and examination of other possible points of view. As a result, a more
helpful and balanced viewpoint can be adopted. Learning to differentiate between
emotions, link them to meaning, and question these meanings are discussed as acquired
skills.

Imagery Rescripting is a therapeutic technique that aims to update core negative
representations of the self and modify the meaning of socially stressful memories [98].
Clients are invited to relive a painful past autobiographical experience and then re-imagine
this experience in a way in which the needs of the younger self are understood and
addressed [9]. Thus, clients may be invited to express compassion for their younger selves
or imagine them behaving differently than they did [98]. Imagery rescripting has been
found to effectively reduce SA and promote significant changes in negative self-beliefs (see
[75] for review). Although the significance of imagery versus verbal processing of
memories is still debated [80], the amassed evidence points to the importance of detailed
processing of autobiographical memories to reduce SA severity.

Effectiveness of CBT for SAD

So far, we have focused on distinct processes presumed to maintain SA and the
associated techniques aimed to rectify the operation of these processes. As our previous
review illustrates, some studies examine the effects of single techniques on alleviating SA
distress. However, most existing data on the effectiveness of empirically-based treatment
of SAD are grounded in examining the effectiveness of “packages” of techniques. The most
researched type of such a package is CBT. Most empirically supported CBT programs are
implemented throughout approximately 12-16 sessions. CBT consists of a group of
different but theoretically related interventions, each emphasizing a different intervention
“package.” For example, cognitive therapy (based on Clark & Wells's [23]) typically
includes psychoeducation, attentional control, cognitive processing, and memory
rescripting. In addition, it includes behavioral experiments to test ominous predictions,
a technique bearing a resemblance to exposure. Based on Rapee and Heimberg’s
conceptualization [96], a model includes psychoeducation, exposure, and cognitive
restructuring. Despite the differences between these packages, they share significant
similarities, thus being reviewed as a single interventional modality.
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Empirical data examining the effectiveness of CBT compares this intervention either
to the wait-list control condition, to placebo, or to other intervention “packages.” The effect
size of CBT compared to the wait-list condition varies from 0.81 to 1.56 [78]. A meta-
analysis of randomized controlled trials for SAD [21] found a mean controlled effect size of
0.41 for CBT compared to a placebo condition. Importantly, CBT for SAD has also been
found to be effective in naturalistic conditions [104], and most individuals with SAD exhibit
some improvement over just a short course of CBT (up to 16 sessions [73]). CBT was also
compared to alternative treatments using a randomized design. CBT was found to be more
efficacious than interpersonal psychotherapy (IPT, [102]), as well as acceptance and
commitment therapy (ACT, [51]). Other studies compared CBT to a manualized version of
psychodynamically oriented therapy (PDT) for SAD (e.g., [74]). Results of PDT and CBT
were comparable for social anxiety and depression symptom improvement, with CBT
outperforming PDT concerning remission rates and reduction of interpersonal problems.

Providing access to state-of-the-art interventions for SAD is a major societal
challenge. There has been a fair amount of progress toward advancing this important
frontier by developing variants of well-established CBT protocols in the form of guided
internet-based interventions [8; 28]. Internet-based CBT typically entails some contact
with therapists who guide the treatment [7]. Importantly, the efficacy of CBT has been
demonstrated in individuals [2; 21; 78], groups [113], in virtual reality exposure [20; 22]
and in internet-delivered interventions [61; 88].

The UK and the German governments publish treatment guidelines based on the
recommendations of independent societies synthesizing the available research evidence.
The German [14] and British (NICE, [86]) guidelines for treating SAD recommend CBT as
the first line of treatment. According to the German guidelines, individuals with SAD should
be offered PDT only if CBT is unavailable, was shown to be ineffective, or if the adequately
informed patient expresses a preference for this treatment [14].

Despite these encouraging findings, the treatment of SAD remains a considerable
challenge: many patients either do not stay in therapy (attrition rates tend to be around
20%, [57]), fail to respond to CBT (40-57%), do not exhibit clinically significant symptom
reduction even after completing the full course [26], or remain considerably symptomatic
at the end of treatment (only 40% reach remission, [101]). Moreover, even following a full
course of CBT, many patients reported reduced well-being and satisfaction with the quality
of their interpersonal relationships [31].

Discussion

In the following, we consider the reasons for the limited effectiveness of CBT. First,
these difficulties may stem from a complex and only partially understood association
between maintaining processes and treatment techniques. Importantly, the relationship
between techniques and processes is unlikely to be adequately modeled by one-on-one
associations (see [19; 56]. Rather, each treatment technique (e.g., exposure) may impact
multiple processes (such as attention, interpretation, and emotion regulation). Similarly,
a modification in a specific process may be a part of several distinct techniques (e.g.,
attention control may be involved in the exposure and cognitive restructuring). In other
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words, the mechanism of change in SA (as well as in other disorders) is likely to be
multidetermined and multifactorial.

Second, the “packaging” of treatments is likely lacking in nuance, imperfectly
capturing the maladaptive processes of a specific individual. This suggests that an
intervention needs to be individually tailored, drawing from a range of theoretically-sound
and empirically tested techniques and adapting them to a specific individual in a given
societal, cultural, and life-span context [93]. Moreover, based on the central mechanisms
postulated to be implicated in the disorder, a clinical evaluation may provide an
individualized profile, allowing a precise selection of therapeutic techniques. However,
such personalized interventions may only become clinically relevant if we can predict the
treatment outcome at the level of a single patient. Unfortunately, most predictions so far
rely on group-based methods that do not yield predictions suitable for individual patients.
Thus, novel analytical methods are needed [77].

Third, the partial success of CBT may be due, at least in part, to a rather partial view
of vulnerability in SAD, which focuses almost exclusively on negative affect in the context of
the social-rank system (e.g., assertiveness). Many studies examining the outcome of CBT
address only a subset of inter-and intra-personal outcomes. For example, a sense of
authenticity and belongingness and the ability to experience and savor positive emotions
(such as pride, [25; 45; 64]) typically remain outside the scope of many assessments.
The importance of addressing both social approach and avoidance (in the context of
hierarchical and affiliative relationships) is underscored by the partial independence of
these systems [87]. Indeed, a CBT treatment enhanced by affiliative approach techniques
resulted in significantly greater satisfaction with social relationships immediately after and
12 month after treatment with a more standard CBT-like package [4; 5]. These findings
strongly favor addressing positive social functioning in SAD interventions.

The endpoint of therapy for SAD is to enable clients to increase self-compassion and
become authentic and relaxed in the presence of others. Developing and empirically
assessing the utility of single therapeutic techniques, feeding these efforts back to the
understanding of basic processes, and assessing the impact of combinations of these
techniques remains the best way to enhance the effectiveness and precision of our
interventions.
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HecmoTps Ha pacTymuil KOHCEHCYC B OTHOLUEHHWH TOTO, YTO KJIMHHUYECKHEe BMellaTesbCTBa
JIO/DKHBI NTOAKPEIJIATbCA IMIUPHUYECKUMH JaHHBIMY, [IeTH JOLIKOJIBHOTO BO3pacTa yalle,
4yeM JIeTH 6oJiee cTapllero BO3pacTa, MOoJIy4yaroT IICUX0JIOTUYECKYI0 NOMOLb C MUHUMa/IbHON
SMIIMPUYECKON MOAAEeP>)KKOUN WK 6e3 Hee. PacnpocTpaHeHUe pe3y/IbTaTOB UCCIeJ0BaHUMN 06
3¢ PEeKTUBHOCTY KOHKPETHBIX BMEUIATEJbCTB CJEpPXKUBAETCS OrPaHUYEHHBIM JOCTYIIOM
KJIMHULUCTOB K peLleH3UpyeMbIM HAay4YHbIM >KypHaJlaM WM PYKOBOJCTBaM IO JIEYEHMIO.
Hacrosamasa craTba npejcraBisgeT coO60M 0000leHHe JIMTepaTypbl MO ICUX0JOTHYECKOMY
JIeYEeHUIO JleTel ¢ Npo6/ieMaMu UHTepHa/IM3alMy U SKCTepHa/IM3alMy NOBeJleHUs, a TaKxKe
IOMOLIM MX POJUTENSIM WJIU ceMbsiM. B 00630pe OCBelalOTCA KJIIOYEBble TNPUHIMIIBI
Y MOJXO/bl K JIeYeHUIO, MOATBepKAeHHble PAaKTUYECKUMH JaHHBIMU, YTOObI KJIWHUIUCTHI
MOTJIM JIETKO TNpPUMEHSAATb I3TU JoKa3aTesbHble MeToAbl. [logxozibl, KOTOpble HMEKT
HaKWOOJIBLIYIO SMIIMPHUYECKYIO IOAJEPXKKY AJ1A IPo6JieM 3KCTepHAINU3aL MU, — 3TO 00y4yeHUe
ynpaBJjieHU0 mnoBeseHueM pojautenerd (PBMT), Tepanuss B3auMMOJEWCTBUS poOAUTeEsEN
u aeteit (PCIT) u koruutuBHo-noBegeHueckas Tepanus (KIIT (CBT); B unguBUiya1bHOM WU
rpynnoBoM ¢opmMare, BKJIIOYasl TPYIIbI M0 COLMaJbHBIM HaBblKaM). UTo KacaeTcs npobsieM
VHTEepHA/IM3aLluK, UCCIeJ0OBAaHUS [TOKA3bIBAlOT, YTO CEMeUHas U IPYINoBas pOAUTEsbCKas
KIIT (oTaenbHO WM B coueTaHuM ¢ rpynnoBoi fetckoit KIIT), oprueHTHpOBaHHasA Ha TPaBMy
KIIT u apanthpoBaHHble Bepcud PCIT sBss0TCS Haubosiee HAaydYHO OOOCHOBAHHBIMU
MeTO/JaMHU IICUX0JIOTUYECKOW IIOMOILHU JIeTAM JOLIKOJIBHOro Bo3pacTta. O6cyxaarTcs obiiue
IPUHLUINBIL, KOTOpblE BXOJAT B PAJ, HaydyHO OOOCHOBAaHHBIX METOJIOB JieYeHUA JeTel
JIOIIKOJIbHOT'O BO3pacTa, pEKOMeH/JaluK /IJ1s Bpauel U Ji/isi HAy4HOr'o COO01IecTBa.

KnioueBble cjoBa: Jjoka3aTesibHasA Tepanus, HUHTEPHAJIU3aIUs, SKCTePHAIU3AIUs, 1eTH
JIOIIKOJILHOTO BO3pacTa.

duHaHCcMpoBaHUe. Pa3paboTka UAeH HCCAeJOBaHUS W IOMCK JIMTEPATypbl ObLIX
noagepkanbl ['panToM IlpesupenTta Poccuiickont Pegepanuu MK-4217.2021.2 (Benymui
uccienoBaTtesib: MapuHa A. XKykoBa). @UHaHCHpOBaHME aHa/M3a, CUHTe3a pPe3y/bTaTOB U
MOATrOTOBKH MaHYCKPUIITA YaCTUYHO OCYIIECTBJISJIOCh U3 CpeicTB HayuHO-TeXHO/I0rM4ecKoro
yHuBepcuTeTa «CUpUyC».
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Introduction

Early childhood is a key developmental period during which many mental health
problems emerge for the first time [12]. Mental health difficulties at this point in life are
predictive of continued problems later in development [e.g., 56]; as such, early and
effective intervention is critical. As preschool-aged children are highly sensitive to their
environment (e.g., household organization, parenting style, and peer relationships) [35],
early intervention at this stage can have a clinically meaningful and long-lasting impact on
preschoolers’ wellbeing [10].

Externalizing and internalizing problems represent two clusters of psychological
disorders requiring early identification and intervention in this age group. Externalizing
problems characterized by behavioral dysregulation, poor impulse control, aggression, and
defiance are the most common reason for parents of preschoolers to seek therapy and
counseling [36; 74]. Internalizing problems are characterized by negative affectivity. They
include depressive and anxiety symptoms [22], which also commonly prompt parents to
seek professional help for their preschool-aged children, with prevalence rates of about
10% in this age group [25]. While intervention research for these two clusters of
psychological problems among school-aged children and adolescents is extensive [e.g., 32;
53; 82], such intervention research efforts for preschoolers are relatively lagging in
comparison. As this body of literature has developed in recent years, a synthesis of the
current state of science is called for.

Despite growing consensus that clinical interventions must be supported by empirical
evidence, preschool-aged children are more likely than older children to receive services
with little to no empirical support [1; 79]. This can be attributed, in part, to a gap between
research and implementation in clinical practice [14; 84]. A number of published
randomized controlled trials and meta-analyses have demonstrated the efficacy (or lack
thereof) of interventions for externalizing and internalizing problems in preschoolers
[3; 27; 28; 34; 77].

However, the dissemination of these findings is constrained by clinicians’ limited
access to peer-reviewed research journals. In addition, journal articles reporting on clinical
trials typically do not include sufficient detail required for clinicians to apply the
techniques in their routine interventions. Moreover, treatment manuals that do include
such details may not be readily available or accessible to clinicians wishing to implement
evidence-based approaches due to financial, organizational, or geographic barriers.
Treatment manuals are numerous, and many are based on overlapping behavioral
principles and mechanisms of change (i.e., “common elements”; [40; 60]). Thus, a synthesis
of the literature highlighting key principles and treatment approaches that are supported
by the evidence may allow clinicians to readily implement them.
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Existing reviews of evidence-based treatments for childhood internalizing and
externalizing problems have typically categorized any child under the age of 13 years as
“children” ([e.g., 29; 32; 72; 82; 87]; with the exception of a review by Eyberg et al. [28] on
disruptive behavior treatment, which identified programs geared towards 2-5-year-olds).
Most existing reviews thus have not examined specific treatment effects for preschool-aged
children younger than 6 years. Given significant developmental differences between
preschool-aged children and school-aged children, this is a gap that warrants attention.
Among reviews that have specifically focused on preschool-aged children, these reviews
have focused on a particular disorder (e.g., anxiety disorders [18]) or treatment approach
(e.g., cognitive-behavioral intervention for anxiety [77]). Furthermore, describing the
principles and shared elements of these evidence-based interventions has typically been
outside the scope of these existing reviews (e.g., [83]). The present review fulfills an unmet
need for a synthesis of the literature on evidence-based treatments for preschoolers that
details their shared principles in sufficient detail to be implemented by clinicians.

The aims of this review are to: 1) inform clinicians on the current state of the
literature; 2) provide clinicians with the information needed to evaluate available
treatment approaches and make informed decisions in selecting evidence-based
interventions; and 3) describe principles and techniques underlying these evidence-based
interventions.

Evidence-Based Practices for Externalizing Problems in Preschool Children

Externalizing behavior problems refer to a group of aggressive or impulsive
behaviors that are aimed at the outward (or external, as the term suggests) environment.
They include disruptive behavior, hyperactivity, and aggression [48]. The process of
gaining autonomy from an attachment figure and exploration typically involves testing
boundaries [17; 52]. Therefore, in the context of preschool-age children, it is important
to distinguish between developmentally appropriate manifestations of defiance and
problematic behaviors. Typically, when the magnitude and/or frequency of temper
tantrums, aggressive behaviors, or disobedience are significant, parents tend to seek
professional advice [64]. The mean prevalence of externalizing behavior problems in
preschool children is estimated at 9% [25].

Generally, mental health problems of young children are viewed through the
dimensional lens of developmental psychopathology that focuses on symptoms rather than
distinct diagnostic categories. Preschool children rarely receive formal diagnoses such as
attention-deficit/hyperactivity disorder (ADHD) or oppositional defiant disorder (ODD)
prior to placement in a more rigorous academic environment [86]; however, they may
exhibit poor impulse control, defiance, outward aggression, and behavioral dysregulation,
which fall under the umbrella of externalizing behavior problems. Importantly, evidence-
based techniques that are applied to externalizing behavior problems can be used
regardless of the magnitude of the problem or the presence of a diagnosis. Below, we
review evidence-based principles and interventions for ADHD and temper tantrums, as
well as aggression and defiance (for further information about externalizing problems in
children, see [8]).
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Parent Behavior Management Training

In severe cases in which children fail to pay attention or control their motor agitation,
parents may seek intervention before children begin school, even though the ADHD
diagnosis is typically given after children have entered structured classroom instruction.
Parent management training and behavioral classroom interventions (if children are
attending preschool) are considered frontline interventions for ADHD in this age group.

The common underlying principle of all evidence-based interventions for ADHD is the
implementation of structure and consistency [26]. Strategies aimed at the attentional
component of ADHD include establishing eye contact, using visual reminders, creating
checklists, scheduling breaks, and alternating between activities using timers. Techniques
that address hyperactivity include establishing explicit rules, ignoring mild misbehavior,
and providing labeled praise for desired behavior [71]. As working memory is implicated in
ADHD, the use of simple, specific instructions that do not include multiple steps is
encouraged to minimize information overload. Parent training for ADHD is a brief
intervention (up to 10 sessions) that is done either in a group format or individually and
includes behavior modification [86]. Given that ADHD is highly heritable [42], parent
training has the added value of teaching parents themselves how to structure their
environment and establish routines; such parenting practices play an important role in
remediating the symptoms of ADHD in children.

For older age groups (ages 6-12 years), the combination of behavioral interventions
and medication may lead to maximized treatment gains of ADHD: specifically, adding
medication secondary to initial behavior modification results in better outcomes in
oppositional behavior [62]. However, for preschoolers (ages younger than 6 years), the
recommendation remains to start with behavioral interventions and later supplement
these with medications (i.e., methylphenidate in particular [86]) if behavioral interventions
alone do not lead to significant improvement [2]. However, given recent concerns with the
overprescription of stimulants to youth [4] and the potential neurological and psychiatric
side effects of long-term methylphenidate use in preschoolers (see [41] for a review),
caution is advised when prescribing stimulant medication to this population.

To address temper tantrums and defiance, the use of parent training in behavior
modification (PTBM) is recommended [37]. PTBM is an evidence-based approach that can
be used regardless of the presence of the diagnoses. In fact, it is advised to intervene before
the diagnosis of ODD is given. In PTBM, parents are taught how to handle specific behaviors
and how to effectively set limits. It utilizes principles of behavioral psychology, such as the
use of contingencies, reinforcement, negotiation, and contracts, among others.! First, the
intervention focuses on repairing the relationship between children and parents by
engaging in “special time.” Special time is a period of time set aside each day, during which

1 Contingencies refer to consequences that immediately follow a behavior. They are broadly categorized into
reinforcers, which aim to increase the frequency of desired behaviors (e.g., verbal praise, material reward),
and punishment, which aims to decrease the frequency of undesired behaviors (e.g., reprimand, removal of
a toy, time-out). Negotiating refers to the process of establishing explicit rules about rewards for following
rules and costs of not adhering to them. A behavior contract outlines parents’ expectations for their child’s
behavior and specifies the privileges attached to desired behavior. For an in-depth description of behavioral
principles and their application in PTBM [42].
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children are provided with a unique opportunity for positive attention and freedom of
choice in activities. Providing positive attention and putting children in charge allow
parents to provide children a sense of agency and trust, which is the first step in rebuilding
the parent-child relationship. Parents are advised to refrain from using questions or
directions during the special time. Special time is implemented on a consistent basis
regardless of how a child behaves during the day.

Next, behavior modification techniques are introduced. Generally, all behavioral
techniques capitalize on the principles of operant conditioning [37]. They postulate that the
consequences of behavior either increase or decrease the frequency of future behaviors.
The first step in modifying undesired behaviors involves ignoring. Parents are encouraged
not to engage with children in any way until they stop undesired behavior. When ignoring
is used, parents are prepared for an extinction burst, which refers to an increase in the
undesired behavior. Like all other behavior techniques, ignoring needs to be applied
systematically and consistently (across time and settings) until the behavior is
extinguished. Ignoring problematic behaviors is paired with praising desired behaviors.
Importantly, ignoring is not recommended when the child is posing a danger to themself or
others (e.g., hurting others, running onto a street); in such instances, parents are taught to
set firm limits using time-outs (i.e., placing the child in a setting without reinforcements for
a specified number of minutes) and time-out warnings (i.e., a statement warning the child
of an impending time-out unless they follow directions).

Parents are also taught behavioral techniques to increase desired behaviors. For
example, how to provide labeled praise so that children know what specific behavior
triggered it. Another effective technique is the token economy, which is a system to reward
children for behaving in desired ways. To establish a token economy, parents and children
collaboratively assign certain values to different chores and activities that the child is
supposed to do, for which they receive points/tokens. Children can exchange their acquired
points/tokens for rewards from a predetermined list of activities, prizes, or privileges.
After the token system is in place, parents are encouraged to have a conversation about the
behavior response cost, which is the removal of privileges after specific undesired
behaviors (which are also negotiated with the child in advance).

A recent meta-meta-analysis, in which the authors combined all meta-analyses
published on the topic until 2018 [57], evaluated the effectiveness of parent training
interventions for children with externalizing behaviors. A moderate effect size
(standardized mean difference [SMD]=0.45, 95% confidence interval [CI]: 0.35 to 0.55,
p<.0001) was found for parent-based interventions for externalizing behavior problems of
children under 13 years of age, and this effect was stable at follow-up from 1 to 72 months
post-treatment.

Parent-Child Interaction Therapy (PCIT)

An alternative intervention for externalizing behaviors is Parent-Child Interaction
Therapy (PCIT), which is parent training done in vivo [46]. PCIT typically consists of two
phases. In the child-directed interaction phase, parents are taught selective attending for
the purpose of improving the parent-child relationship. The main approach in this phase
focuses on ignoring undesired behaviors (e.g., tantrums) and reinforcing positive,
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appropriate behaviors (e.g., verbalizing anger). Next, during the parent-directed interaction
phase, parents are taught how to implement effective discipline strategies. Both phases
typically begin with a didactic, followed by parent-child interaction in which parents put
these lessons into action; a clinician observes the parent-child interaction and provides
recommendations and feedback to parents in real-time using a “bug in the ear” device. The
intervention is typically used with children from 2 to 7 years of age. A meta-analysis
demonstrated that PCIT is effective in decreasing problematic externalizing behaviors
(standardized mean difference [SMD]=-0.87, 95% CI: -1.17 to -0.58) [75]. One example of
programs that include components of both PCIT and PTBM is the Incredible Years Program
[81]. The goals of the Incredible Years Program are to promote the values of positive
parenting and to coach parents how to effectively communicate with their children. This is
accomplished by providing parents didactics and by watching and discussing videos of
parents’ interactions with their children. The Incredible Years program has been
successfully implemented with families of diverse cultural backgrounds [44].

Social Skills Groups

Social skills groups are an intervention frequently used with children with aggressive
and defiant behavior [43]. Social skills interventions for preschool-aged children typically
teach children effective communication skills by exposing them to ecologically valid
stressors. These include negotiating with peers, taking turns, being assertive, and
understanding boundaries. Social skills groups teach children emotion regulation
techniques such as taking breaks and verbalizing frustration instead of acting out
physically. Groups typically range in size from 6 to 10 children. In social skills groups,
children receive instant feedback from their peers and the therapists. The benefits of social
skills groups have been widely studied in the context of ODD and CD in older youth.
A recent meta-analysis on the efficacy of social skills training for externalizing problems
examined 98 studies, of which 22 studies included children under the age of six [9]. This
meta-analysis found that, in general, adolescents (ages 16 and above) benefited more from
the interventions than younger youth. However, a small positive effect of social skills
groups on aggressiveness, antisocial behavior, delinquency, and oppositional behavior was
also observed in preschool-aged children (Cohen’s d=0.15+0.18) [9]. The findings from the
literature regarding the efficacy of social skills groups are mixed; some studies have found
a “peer contagion effect,” which refers to the exacerbation of aggressive behavior in youth
who are placed in environments with deviant peers [24]. The peer contagion effect is
observed especially when aggressive children are clustered together into intervention
groups in a homogenous manner [45]. While studies reporting peer contagion typically
involve samples of adolescents, there is also evidence that young children can learn
aggressive behavior through modeling [61]. As such, more research is needed to better
understand the mechanisms and the circumstances in which peer contagion is more likely.

Of note, the cognitive component is not emphasized in the evidence-based
interventions for preschool-children with externalizing behavior problems. A recent meta-
analysis on the effectiveness of cognitive-behavioral therapy (CBT) for externalizing
problems demonstrated that the cognitive aspect of therapy is introduced in most studies
once children reach school age [7]. As such, when treating externalizing behaviors in
younger children, it is commonly the parents’ maladaptive cognitions that are addressed in
lieu of the child’s (e.g., encouraging a parent to cognitively reframe their child’s acting out
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as a request for attention, rather than an attempt to upset the parent). Taken together,
behavioral interventions have the strongest evidence for treating preschool-aged children
with externalizing behaviors. These interventions are relatively cost-effective and brief.

Some interventions that do not have sufficient evidence of effectiveness for treating
externalizing behaviors in preschool children include play therapy, pet therapy [38],
sensory integration (which is especially popular in the context of ADHD), and dietary
modifications [13]. While the listed approaches are not harmful [88], their efficacy is
inconclusive or has not been demonstrated for externalizing behavior problems.

Evidence-Based Practices for Internalizing Problems
in Preschool Children

Early identification and intervention for internalizing problems (i.e., anxiety and
related problems and depression) in preschool children are critical, given that untreated
internalizing problems are chronic and impairing [50; 78]. When assessing anxiety-related
problems in preschool children, it is important that clinicians distinguish between
developmentally appropriate fears and problematic anxiety. Fear of the dark may be
expected of a 2-year-old child, whereas this same fear may be less appropriate for
a 10-year-old child, for instance.

The four most common anxiety disorders in preschool-aged children are separation
anxiety disorder (fear of separation from attachment figures), social anxiety disorder (fear
of one or more social situations), generalized anxiety disorder (excessive anxiety and
worry about a number of events), and specific phobia (marked fear of a specific object or
situation) [22; 83]. Notably, separation anxiety problems typically manifest between the
ages of 5-7 years (i.e., when children begin attending school) in the form of school refusal
[20]. While less common, selective mutism (failure to speak in specific social situations
where speaking is expected) is another anxiety disorder that onsets typically in the
preschool years [80] (for additional information about childhood anxiety disorders, see

[55D).

Contrary to initial beliefs that preschoolers are not cognitively capable of
experiencing depression, research has found that depression can indeed affront children as
young as 3 years [83]. Depression in preschoolers may present differently from depression
in older youth that clinicians typically encounter, but several key markers distinguish
depressed preschoolers from their non-depressed peers: decreased energy, increased
anhedonia, irritability, excessive guilt, and engagement in activities or “play themes”
related to death or suicide [51; 83] (for additional information about childhood depressive
disorders, see [65]).

Below, we review evidence-based approaches for treating anxiety and related
problems and depression in preschoolers. The DSM-5 no longer categorizes obsessive-
compulsive disorder (OCD) and posttraumatic stress disorder (PTSD) as anxiety disorders;
however, symptoms of these two disorders can onset in preschool [19; 70], and the
principles of evidence-based treatment of these problems overlap with those for anxiety
disorders. As such, in this review, we conceptualize these problems as falling under the
umbrella of “anxiety and related problems.”
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Cognitive Behavioral Therapy

The past two decades have seen an increase in research testing the efficacy of
psychotherapy treatments for preschool anxiety and related problems. CBT-based
treatments have the greatest empirical support for treating this cluster of internalizing
problems in preschool children. Specifically, family-based CBT is efficacious in treating
various types of anxiety and related problems, including separation anxiety, social anxiety,
behavioral inhibition, generalized anxiety, phobias, selective mutism, mixed anxiety
symptoms, traumatic stress, and OCD symptoms [18]. Family-based CBT primarily involves
only the therapist and the child’s parents, although it can also involve the child (e.g., “Being
Brave” program; [33]). Other CBT-based treatments for preschool anxiety and related
problems include group parent CBT (alone or in combination with group child CBT) and
trauma-focused CBT [18].

Family-based CBT. One of the key principles of family-based CBT for anxiety-related
problems is reducing problematic parenting behaviors that (inadvertently) contribute to
young children’s anxiety. A common example of such parenting behaviors includes parental
overprotection, in which parents attempt to shield their child from anxiety-provoking
experiences. Although this decreases the child’s anxiety in the short term, it interferes with
the child’s normative development of autonomy and self-efficacy in the process (e.g.,
a mother accompanying her child on all social outings; [16]). Another common example of
problematic parenting behaviors is family accommodation, which allows the child to avoid
situations that cause anxiety (e.g., allowing the child to sleep with a light every night; [76]).
These parenting behaviors may provide the child (and parent) relief in the short term but
actually maintains the child’s anxiety in the long term.

In family-based CBT, the therapist first teaches the parent about these problematic
parenting practices and their effect on the child’s anxiety. Thereafter, the therapist teaches
the parent how to encourage the child to face their fears instead, in an effort to teach the
child that their fears are manageable and/or unsubstantiated. Parents and children develop
a fear hierarchy (or “fear ladder”), which allows them to complete exposure exercises
starting with relatively low fear-provoking stimuli (e.g., for a child with a dog phobia,
seeing a photograph of a dog) to greater fear-provoking stimuli (e.g., petting a dog).

In a recent systematic review, 38 treatments in samples of children with a mean age
of under 8 years (N=2,228 children) were evaluated and classified according to one of five
levels of empirical support: well-established, probably efficacious, possibly efficacious,
experimental, or of questionable efficacy [18]. The first three levels of treatments have
demonstrated varying degrees of efficacy in randomized controlled trials (see [73] for
details), “experimental” treatments have not been tested in a randomized controlled trial
or otherwise do not meet the criteria to be possibly efficacious, and treatments of
“questionable” efficacy are found to be inferior to other treatments or control groups. In
this review, family-based CBT was the only treatment classified as “well-established” [18].
Indeed, the efficacy of CBT for preschool anxiety is supported by a recent meta-analysis of
42 samples (N=2,611; SMD=-0.81 compared to control conditions) [77].

Family-based CBT is also the most strongly empirically supported treatment for
early-onset OCD in children aged 5-8 years [31]. It draws on the principles of CBT for OCD
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in older youth; as such, a core component of treatment is exposure and response
prevention (ERP; [31]). ERP involves the therapist and parent assisting children to
challenge fears through facing obsession-provoking situations (“exposure”) while reducing
or eliminating compensatory compulsions and avoidance (“response prevention”). For
example, in treating a child with cleanliness-related obsessions and compulsions, the
therapist may coach the parent to assist their child to touch a restroom floor (exposure)
without washing their hands for a specified amount of time (response prevention).

Family-based CBT for early-onset OCD differs from CBT for OCD in older youth in
several ways. First, the therapist uses concrete and “child-friendly” metaphors to educate
children on the connections between obsessions and compulsions (e.g., obsessions are
a “worry monster” and tell one to do things) and explain the benefits of ERP exercises
(e.g., akin to a “yucky” medicine that makes one feel better; [5]). Second, therapists
extensively involve parents as “coaches” who ensure the child adheres to treatment outside
of sessions. Third, therapists address parental accommodation of child OCD behaviors.
Finally, therapists address parents’ own exposure to their own distress in response to their
child’s distress during ERP exercises [5].

Group CBT. CBT for preschool anxiety and related disorders has also been adapted to
group formats to allow treatment delivery to multiple families at once. Group CBT, whether
it involves only parents, or involves parents and children, is classified as a “possibly
efficacious” treatment for preschool anxiety and related problems [18]. Group parent CBT
is efficacious for social anxiety/behavioral inhibition and mixed anxiety symptoms, and
group parent CBT in combination with group child CBT is efficacious for separation
anxiety, social anxiety/behavioral inhibition, worry/fear/generalized anxiety, phobias, and
mixed anxiety symptoms (e.g.,, Fun FRIENDS program, Turtle Program; [5; 15; 18]). Group
parent CBT and group child CBT address much of the same domains as family-based CBT,
in addition to addressing parents’ own anxiety. Another key feature of group parent CBT
sans children is that exposure exercises are assigned to parents to conduct in between
sessions, rather than conducting exposure in vivo (i.e, within the session with
the child).

Trauma-focused CBT (TF-CBT). TF-CBT is the most strongly empirically supported
treatment for preschool PTSD [69]. TF-CBT is a short-term, structured treatment
developed for young children impacted by trauma and their caregivers. It addresses
posttraumatic symptoms and other affective symptoms related to the trauma by teaching
children skills to manage difficult emotions and reduce negative patterns of behavior
stemming from the trauma. Specifically, TF-CBT has been tailored for preschool-age
children by 1) using a cartoon-based narrative to address the trauma; 2) co-constructing
a book with the child’s narrative of the trauma; 3) considering the parent’s own trauma and
trauma recovery; and 4) showing the parents a videotape of their child narrating the
trauma, in later stages of treatment [68]. Variants of TF-CBT for preschool PTSD, which
also have empirical support, include family-based TF-CBT (i.e., joint child-parent sessions)
with or without a trauma narrative component [21] and stepped-care TF-CBT [67], which
titrates the intensity of treatment according to the child’s level of severity or need (and
thus, reduces delivery costs as compared to typical TF-CBT). A recent systematic review of
trials of TF-CBT for PTSD in preschoolers ages 3-6 years concluded that TF-CBT meets the
criteria as a “possibly efficacious” intervention for PTSD in this age group [54].
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Parent-Child Interaction Therapy (PCIT)

PCIT was originally developed for young children with externalizing problems (see
above for a detailed description) but has been adapted for preschool children with
separation anxiety [63] and for preschool children with depression [49]. PCIT modified for
preschool separation anxiety adds a third phase to the typical two-phase sequence
described above. This third phase, titled the “bravery-directed interaction” phase, includes
a didactic session that provides parental psychoeducation on the nature of anxiety and the
utility of graduated exposure [63]. This session also involves developing a hierarchy of
activities the child typically avoids (titled the “bravery ladder”) and a reinforcement system
to reward the child for completing exposures (titled “reward stones”). The didactic session
is followed by two “coaching” sessions which implement graduated exposure in vivo. As
such, this modified PCIT for separation anxiety disorder incorporates elements of family-
based CBT while also making use of PCIT’s live coaching model.

To date, PCIT-Emotion Development (PCIT-ED) is the only evidence-based
psychotherapy treatment for preschool depression [49]. PCIT-ED is an adaptation of PCIT
that is specifically tailored for preschool depression, which adds a third phase titled the
“emotion development” module. The ED module aims to improve children’s emotional
competence (i.e., ability to identify and understand emotions) and emotion regulation
skills. This is done by teaching parents in vivo how to serve as an “emotion coach” and
regulate their children’s intense emotions that are specifically related to depression
(e.g., persistent negative affect, sadness, or guilt). A randomized controlled trial found that,
compared to a waiting list condition, PCIT-ED lowered rates of depression (odds
ratio=9.52, 95% CI [8.44, 10.74]), depression severity (Cohen’s d=1.01, 95% CI not
reported), and levels of impairment (Cohen’s d=1.16, 95% CI not reported [49]).

Treatments with Insufficient Support for Preschool Internalizing Problems

Clinicians are cautioned against using treatments with insufficient empirical support.
While play therapy is currently widely used with young children with a range of difficulties,
including internalizing problems, there is little evidence supporting the efficacy of play
therapy for preschool anxiety and depression [83]. While clinical trials have tested play
therapy in the treatment of preschool anxiety and related problems, it is currently
classified as “experimental” given insufficient empirical support for its efficacy [18].
Likewise, attachment-based therapy is also currently classified as “experimental” in the
treatment of preschool anxiety and related problems [18].

It is important to note that CBT, and some CBT-related techniques, are also
insufficiently supported for certain internalizing problems in preschoolers. Specifically,
relaxation therapy has been classified as having “questionable” efficacy in the treatment of
preschool OCD; relaxation therapy was found to be inferior to other treatment groups and
waitlist control groups [18]. Moreover, CBT has yet to be adapted and tested for depression
in preschool children [83]; this is in part due to the fact that depression was only recently
recognized in this age group, and intervention research is still lagging.

Finally, a recent systematic review of 11 studies testing the use of medication
treatment for internalizing problems in preschool children noted that this literature is
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extremely limited and weak in terms of methodological rigor [6]. Additionally, although
a growing number of children ages 2-5 years are being prescribed antipsychotic
medication to manage mood, no published clinical trial to date has tested the efficacy and
potential harm of antipsychotic medication for very young children with depression [59].
As such, empirically supported psychotherapy is recommended as a first-line treatment,
with pharmacologic interventions considered in unique cases and with caution [6].

Discussion

The first aim of the current review was to synthesize the literature on evidence-based
approaches to treating externalizing and internalizing problems in preschoolers. The
approaches that have the most empirical support for externalizing problems are parent
behavior management training (PBMT), parent-child interaction therapy (PCIT), and
cognitive behavioral therapy (CBT; in individual or group format, including social skills
groups). For internalizing problems, research suggests that family-based CBT, group parent
CBT (alone or in combination with group child CBT), trauma-focused CBT, and adapted
versions of PCIT are the most evidence-supported treatments in preschool children.

Importantly, an integral component in both internalizing and externalizing
interventions for preschoolers is the heavy involvement of parents. Parents are the main
figures in the environment of preschool children and thus are the key to their successful
socialization and adaptive functioning; therefore, their active involvement in therapy with
preschoolers is important. Many parents inadvertently contribute to the exacerbation of
problematic behaviors [e.g., 68]; for example, parents of clinically anxious children
may enable avoidance of feared stimuli, and parents of children with externalizing
problems may reinforce tantrums by responding with attention. For these reasons, the
first component of many evidence-based treatments with preschoolers is providing
psychoeducation to parents and teaching them new interaction strategies.

The synthesis of the literature revealed several gaps that warrant attention from the
research community. First, more clinical trials testing potentially efficacious treatments for
preschool depression are needed. Intervention research for preschool depression lags
behind that for externalizing problems and anxiety problems, with PCID-ED being the only
evidence-based treatment currently available for preschool depression. Adapting and
testing CBT for depression in preschool children is an important next step for intervention
research. Another future direction for research is studying the efficacy and potential side
effects of medication for internalizing problems in preschoolers. Additionally, the research
community is recommended to engage in dissemination efforts. Despite research studies
that demonstrate the inefficacy of certain treatments (e.g., play therapy) for externalizing
and internalizing problems, in practice, such treatments continue to be used in lieu of
evidence-based treatments. While this issue is observed in healthcare research as a whole
and is not unique to psychotherapy research (e.g., [85]), the research community is
encouraged to utilize dissemination practices where possible [66], study the effectiveness
of treatments in routine clinical practice, and identify barriers in the implementation of
evidence-based treatment for preschool children.

The second aim of this review was to provide clinicians with information to make
informed decisions to select evidence-based interventions. To date, there is widespread

33


http://www.psyedu.ru/journal/2014/2/index.phtml
http://www.psyedu.ru/journal/2014/2/index.phtml

Zhukova M.A., Trent E.S. Evidence-Based Kykosea M.A., Tnenm 3.C. HayuHO 060CHOBaHHbIE

Psychotherapy Practices for Preschool Children: MeTO/bl ICUXOTEPAINNU AJs AeTeN JOILKOJIbHOTO
A Brief Review for Clinicians BO3pacTa: KpaTKUi 0630p 151 KIUHUIUCTOB
Clinical Psychology and Special Education KnuHuveckas u crierjuanbHasi CUX0JIOTUSA
2022,vol. 11, no. 2, pp. 22-42. 2022.Tom 11. Ne 2. C. 22-42.

use of interventions for preschoolers that have little to no empirical support. Such
interventions include play therapy, attachment-based therapy, relaxation therapy (in the
case of early-onset OCD), sensory integration, animal therapies, and biofeedback.
Regarding play therapy, it should be noted that given that play is one of the leading
activities for preschool children, elements of play therapy are incorporated into several
evidence-based approaches. For instance, PMBT utilizes “special time,” which in essence is
a child-centered non-directive play therapy. The first phase of PCIT also uses unstructured
play to repair the parent-child relationship. While play is a necessary component of these
interventions, the evidence suggests that it is not sufficient to produce the behavioral
change needed to alleviate internalizing and externalizing problems. There is growing
research in the field examining the efficacy of play therapy and animal-assisted therapy,
among others [11; 23; 47; 58]. While it is possible that these interventions may
demonstrate an evidence base in the future, currently, they are not recommended for the
treatment of internalizing and externalizing problems in preschoolers. Clinicians are
strongly encouraged to use empirically supported treatments instead. Professional training
to implement several of the empirically supported treatments discussed in this article are
available through resources such as Evidence-Based Behavioral Practice (https://ebpp.org),
PracticeWise (https://practicewise.com), the Beck Institute (https://beckinstitute.org), and
PCIT International (https://pcit.org).2

The field of research on intervention for preschool internalizing and externalizing
problems is still evolving. As new findings from upcoming clinical trials emerge,
recommendations may be adjusted. As such, it is important for clinicians to stay up-to-date
with the literature as much as possible through methods such as: reading peer-reviewed
journal articles through an institutional subscription, in open-access journals, or available
from the authors; and reading resources identified in online resource centers
(e.g., Substance Abuse and Mental Health Services Administration’s Evidence-Based
Practices Resource Center; https://www.samhsa.gov/resource-search/ebp). The American
Psychological Association Society of Clinical Psychology (Division 12) provides a free
online resource detailing various treatments and their level of empirical support
(https://divl2.org/treatments/). Additionally, the Blueprints for Healthy Youth
Development offers an online database of evidence-based treatment programs for youth
(https://www.blueprintsprograms.org).

Finally, the third aim of this review was to provide clinicians with a framework for
implementing evidence-based approaches. In this review, we described the principles
underlying evidence-based interventions. Treatment manuals and treatment programs
frequently share a common treatment approach and techniques at their core [60]. In
describing the shared treatment approaches, we highlight that an evidence-based approach
to intervention does not necessarily equate to manual-based therapy. While manualized
treatments are important in psychotherapy research and helpful in clinical practice,
clinicians may be advised to adopt a stance of “flexibility within fidelity” [39]. Fidelity to
the treatment approach that is supported by empirical evidence, combined with the flexible
application of the approach to the needs and presentation of each patient, will likely yield
the best therapeutic outcomes. This is especially the case with treating internalizing
and externalizing problems with preschoolers, whose symptom presentations and

2 Resources are provided for informational purposes only and do not constitute an endorsement.
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environments vary widely and represents a still-emerging area of intervention research. To
provide the best care possible to this population in need, clinicians are encouraged to apply
evidence-based approaches described above in a way that appropriately addresses each
child’s and parent’s needs.
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Previous research has examined the relationship between particular personality disorders
(PDs) and self-compassion. However, the field has developed new methods for assessing
and diagnosing personality psychopathology, and previous work has not extended to the
Alternative Model for Personality Disorders (AMPD) of the DSM-5. The current study aimed
to examine associations between self-compassion and personality psychopathology using
an evidence-based assessment and diagnosis approach. The study used Neff’s Self-
Compassion Scale (SCS) in addition to Criterion A (elements of personality functioning) and
Criterion B (pathological traits) of the AMPD in order to observe associations between PDs
and self-compassion. The results indicated that there were strong associations between
identity and self-compassion, as well as that self-compassion and its components were
moderately negatively associated with the majority of the AMPD personality traits. The
findings can help to establish working treatment methods for individuals with PDs as well
as provide support for the evidence-based hybrid dimensional-categorical model of
personality assessment.

Keywords: Self-compassion, empathy, personality psychopathology, alternative model for
personality disorders, DSM-5.
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B nmpenblaylmiMx HccaeoBaHUSIX H3y4yasach B3aMMOCBSI3b MEXAY ONpeAesSeHHbIMU
pacctpoiictBamMu JuyHOCTU (PDs) ¥ camococtpazanueM. OJlHakKOo B 3TOW 06J1acTH ObLIU
pa3paboTaHbl HOBbIE MeTOJbl OLEHKU M JIUAaTHOCTHUKH TICUXOMATOJIOTUM JIMYHOCTH,
W TOpeAblAyliue MCCIeJOBaHUSI He KacaluCb aJlbTEPHAaTUBHOM MOJeNHd pacCTpPOUCTB
snyHocTy (AMPD) DSM-5. Teky1ee nccnefnoBaHre HalpaBJieHO Ha U3y4YeHHe CBS3el MeXy
CaMOCOCTPalaHWeM U TICUXOIMATOJIOTHEN JIMYHOCTH C MCIOJIb30BAaHHWEM MOJX0/a K OlleHKe
Y JIMarHOCTHKe, OCHOBAHHOI'0 Ha 3MIHUPUYECKUX JAHHBbIX. B HccienoBaHUM UCIOIB3YeTCs
[llkana camococtpaganus Kpuctun Hedpd (SCS) B gomosiHeHUe K KpUTepuio A (3/1eMEHThI
JIMYHOCTHOTO (QYHKUMOHUPOBAHHUS) M KpUTEpHUIO B (4epThl MaTOJIOrMYECKOW JIMUHOCTH)
aJIbTEPHATUBHOW MOJeJId PacCTPOUCTB JIMYHOCTH, YTOObI OOHAPYKUTh acCOLUALIUU MEXAY
PacCTPOMCTBOM JIMYHOCTH M CaMOCOCTpPailaHHWeM. Pe3ysibTaThl MOKA3aJiH, YTO CYlLIECTBYET
BbICOKasl KOppeJslus MexXAy HAEHTUYHOCTbI0 M CaMOCOCTPaJlaHheM, a TaKKe 4YTO
CaMOCOCTpa/laHhe U ero KOMIIOHEHTbl yMEpPEeHHO HEeraTUBHO CBfI3aHbl C OOJIbIIMHCTBOM
JIMYHOCTHBIX 4YepT aJbTEePHATUBHOW MOJIeJIM PACCTPOMCTB JIMYHOCTH. I[losiyyeHHbIe
pe3yJibTaTbl MOTYT NOMOYb B pa3paboTKe METOJOB JIeYeHUs JIIOJEH C pacCTPONCTBOM
JINYHOCTH, a TaKXe O00eCleyuTb MOJAJep>KKY OCHOBAHHOM Ha 3MIHUPUYECKHUX JaHHBIX
rubpUHON pa3aMepHO-KaTeropruaJbHOU MO/Ie/IU OLleHKH JINYHOCTH.

KioueBble cjoBa: caMocoCTpajiaHue, 3MIATHUA, [ICUXONATOJIOTUA  JIMYHOCTH,
aJibTepHaTUBHAs MO/leJib PAaCCTPOUCTB TUYHOCTH, DSM-5.

2 JlaHHble, HCIOJIb30BaHHbIE JJIsi 3TOr0 MPOEKTa, a TaKXKe JOMOJHUTeJbHble MaTepHasbl HaXOASTCS
B OTKPBITOM J0OCTyIIe 1o cchliake: https://osf.io/49sdc/?view_only=31a7040ebd3244d7b815d060ea51d256
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duHaHcupoBaHMe. [Ipe/icTaB/ieHHOe UcCle0BaHKe OblI0 MPOGHUHAHCUPOBAHO CTY/leHYeCKUM
YCCIei0BaTebCKUM IrpaHToM O61iecTBa OLleHKU JIMYHOCTH (SPA).

BaaroaapHoctu. ABTOps! 6siarogapaT T.H0. UBaHOBY 3a nomolp B c60pe JaHHbIX.

Ana puratel: Copem 3.b., llpube K., AHdepcon /[lxc./l. [lcuxonaToiorus JUYHOCTU U POJIb
caMocoCTpajaHus [JJeKTpoHHbIN pecypc] // KinHuyeckass U cnenuasibHasi MCUXOJIOTHUS.
2022.Tom 11. Ne 2. C. 43-62.DOI: 10.17759/cpse.2022110203

Personality Psychopathology and the Role of Self-Compassion

Personality disorders (PDs) are widely defined as being configurations of
maladaptive personality traits accompanied by functional impairment. Research into the
DSM-5’s current taxometric approach to diagnosis suggests that PDs are better assessed via
a dimensional approach [24; 26]. With the introduction of the Alternative Model for
Personality Disorders (AMPD), clinicians are able to focus on the expressed symptoms
within a broad range of personality psychopathology rather than relying on the specific
symptom lists within each disorder. This can lead to better evidence-based case
conceptualization and potentially assist in tailoring treatment to each individual to
maximize symptom reduction.

A strictly categorical approach to PD diagnosis is currently used in the DSM-5.
However, due to numerous criticisms of this model, many have argued a dimensional
approach should be implemented [6; 8; 19; 63]. Indeed, there is an absence of research
supporting the clinical utility of the categorical model [62], and there is substantial
diagnostic overlap [40; 67], resulting in an extensive amount of comorbidity and
heterogeneity between and among PD diagnoses. The current conceptualization of PD
diagnosis is, therefore, complex, and there is a dearth of evidence-based assessment
strategies currently being utilized in clinical settings [53]. Given the stigma associated with
PDs [54], and the lack of evidence-based treatment for the variety of PDs listed in the DSM-
5 [3; 11], it is concerning that our current method of diagnosing PDs also lacks much
empirical support.

In response to these limitations, the DSM-5 created an alternative model for the
assessment and diagnosis of personality psychopathology. Section III of the manual
includes an Alternative Model for Personality Disorders (AMPD), which takes a hybrid,
dimensional-categorical approach. This hybrid model attempts to separate PD “severity”
(Criterion A) from “style” (Criterion B). Criterion A focuses on significant impairments of
the self (e.g., identity and self-direction) and interpersonal functioning (e.g., empathy and
intimacy), and Criterion B focuses on pathological personality trait domains and facets.
Criterion B consists of 25 pathological trait facets subsumed under five pathological
domains (Antagonism, Detachment, Disinhibition, Negative Affect, and Psychoticism) that
can be conceptualized as a pathological variant of the well-established Five-Factor Model of
personality [66]. The model allows for a more dimensional perspective of personality
psychopathology in clinical work but also maintains the categorical diagnoses using
Criterion A and B (see Appendix 1). Numerous studies have supported the AMPD and the
validity of its measures [6; 33; 37]. Given that the model is relatively new and not yet
routinely used for diagnosing PDs, research surrounding the model is still somewhat
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limited, whereas research studying personality psychopathology using the categorical
model is abundant. However, given the lack of a cohesive evidence-based approach to PD
assessment and diagnosis using the previous model, it is imperative to further explore the
new empirically based system.

Impairment in Personality Functioning in Personality Disorders

Important to the AMPD conceptualization of personality psychopathology, PDs are
characterized by impairment in personality functioning. Indeed, numerous studies have
shown associations between personality psychopathology and impairment in personality
functioning [e.g., 5; 34; 46; 55].

Relevant to the current study is impairment in empathy. Indeed, impairment in
empathy has been demonstrated across several PDs [2], with each PD having an explicit
profile for impairment in empathy according to the AMPD Criterion A. Additionally,
numerous studies supported a lack of empathy, or alteration in empathy, in individuals
with borderline personality disorder (BPD), which was predicted to impact the level of
impairment in interpersonal relationships of those individuals [9; 20; 45]. Of additional
import, numerous studies have suggested that empathy and compassion are strongly
related to one another, and research frequently conceptualizes compassion as falling
within the broader concept of empathy [4; 13; 23; 70]. Therefore, compassion-focused
research, including research into self-compassion, may be relevant to better understanding
personality psychopathology both in the categorical and hybrid models. Expanding our
understanding of the various facets of impairment associated with personality
psychopathology will help researchers to improve the tools used to assess PDs and, in turn,
lead to more empirically supported diagnostic strategies.

Self-Compassion

Self-compassion is an ability to understand one’s own emotions without judgment or
blame. Self-compassion includes three main principles: self-kindness, common humanity,
and mindfulness [42]. Self-kindness encompasses an understanding of oneself rather than
holding onto judgments of shortcomings. Common humanity is the understanding that no
one is perfect and that all humans are flawed. Finally, mindfulness refers to one’s ability to
have a clear understanding of one’s own suffering [42]. Much of the literature on self-
compassion supports the idea that individuals with high levels of self-compassion have
better emotional coping skills [43]. On the other hand, individuals with low levels of self-
compassion tend to judge themselves more harshly than they do others [41]. Not
surprisingly, previous work has shown links between self-compassion and the constructs
of anxiety and depression. Numerous studies have suggested that self-compassion
moderates the relationship between symptoms of depression and anxiety in the presence
of psychological stressors [5; 7; 12; 21; 22; 28; 29]. Cumulatively, these studies suggest that
higher levels of self-compassion reduce the severity of anxious and depressive symptoms,
suggesting that self-compassion is beneficial in times of adversity [41].

Most of the research regarding self-compassion and PDs has specifically focused on
BPD, with limited research focused on other PDs. For example, Rivera [50] found evidence
supporting the idea that reduced levels of self-compassion increase symptoms of BPD.
Relatedly, another study found that Compassion Focused Therapy (CFT), which involved
promoting self-compassion, reduced BPD patients’ self-loathing symptoms over time [31].
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However, the same study found that many individuals with BPD associate self-compassion
with self-destructive behaviors, which can lead to a developed fear of self-compassion [31].
Other work has examined shame in NPD populations, where the authors found that shame
could potentially be resolved by having patients access their underlying self-compassion in
psychotherapy [25]. More recent research into models of self-compassion and PDs have
found that paranoid, avoidant, dependent, and borderline PDs all evidence deficits in self-
compassion [61].

Although the studies above included a variety of methods and measures of self-
compassion, the Self-Compassion Scale [41], appears most frequently in research. The SCS
was designed based on the three principle features of self-compassion, including self-
kindness vs. self-judgment, common humanity vs. isolation, mindfulness vs. over-
identification. Furthermore, the previous studies examining PDs and self-compassion have
been limited to the categorical model, which lacks empirical support [19]. Therefore, the
utilization of the AMPD and its associations with self-compassion would allow for insight
into the specific trait domains and facets, as well as areas of impairment in personality
functioning that have the strongest correlations with self-compassion and its facets.
Additionally, utilizing both of these measures would increase our understanding of the
interplay between self-compassion and personality psychopathology using evidence-based
methods. Notably, the AMPD Criterion A provides an explicit profile of impairment in
empathy, along with other elements of impairment in personality functioning across PDs
that would allow for associations between such areas of impairment and self-compassion
to be examined. In addition, the AMPD Criterion B provides pathological trait domains and
facets for each PD that can be used to further examine the role of self-compassion in PDs.
Therefore, the use of the AMPD is advantageous as it will allow for a more nuanced and
empirically supported view of the role of self-compassion in personality psychopathology.

Current Study

The current study aimed to examine self-compassion and its relationship with
impairment in personality functioning and pathological personality traits in the AMPD
using evidence-based methods of assessment. These concepts are important in
considerations for the treatment of individuals with personality psychopathology. Although
some research has been conducted regarding the relationship between self-compassion, as
measured by the Self-Compassion Scale [41], and personality psychopathology [25; 31; 41;
50], this work has been limited and has utilized strictly categorical approaches that lack the
empirical support observed in the AMPD’s hybrid dimensional-categorical approach [19].
Therefore, this study examined personality psychopathology and its impairment using
a categorical-dimensional approach to increase the relevance of findings from an empirical
standpoint.

Although self-compassion and its facets were expected to show at least moderate
associations with personality impairment (AMPD Criterion A) in both self and
interpersonal functioning broadly, a particularly strong association was expected with
impairment in empathy. As noted, past research has supported the interchangeability
between empathy and compassion [4; 13; 23; 70]. Therefore, although Empathy in the
AMPD model refers to empathy towards others, empathy was expected to show strong
associations with self-compassion. Furthermore, at least moderate relationships were
expected between self-compassion and its facets and several dimensional personality traits
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(AMPD Criterion B). At the domain level, the strongest (negative) association was expected
between self-compassion and Negative Affectivity. Given the previous work showing
associations between categorical BPD and self-compassion [31; 50], as well as the level of
negative affectivity common in individuals with BPD [2; 17; 18], it is expected that self-
compassion will show strong associations with trait-based BPD and its associated
impairment. Therefore, the strongest associations at the trait facet level were expected
between self-compassion and Anxiousness (-), Emotionality Lability (-), Submissiveness (-),
and Impulsivity (-), given their prevalence in the dimensional conceptualization of BPD.

Methods
Participants and Procedures

The current study used both an undergraduate sample (n=155) and an Amazon
Mechanical Turk (MTurk) sample (n=278). G*Power analysis [10] suggested a sample of 79
to capture a medium effect; therefore, the anticipated sample was adequate for all
proposed analyses. All measures were administered online using Qualtrics software,
following the participants reading an informed consent document and providing digital
consent to participate. Undergraduate students received course credit for their
participation. Individuals on Amazon Mturk were compensated $1.50 USD for their
participation. All data collection was approved by the Sam Houston State University (SHSU)
Institutional Review Board. Groups were analyzed separately in order to focus on similar
findings across both samples.

Three hundred and twenty students were included in the undergraduate sample.
Using a built-in validity measure (described below), 165 participants were excluded from
the analyses, leaving a total of 155 participants. Of the remaining sample, participants were
89.8% female, with a mean age of 20.48 years (SD=3.86). Participants were primarily
Caucasian (47.8%), followed by Hispanic/Latino (24.8%), African American (19.7%), Asian
(3.2%), and Other race/ethnicities (3.2%; other included participants who identified as
“mixed,” “Caucasian/Native American” and “multi-ethnic”). The majority of participants
identified as straight/heterosexual (80.3%), with the remainder identifying as bisexual
(15.9%), lesbian (0.6%), and gay (0.6%). Of the sample, 25.5% reported having been
previously diagnosed with a mental illness.

One thousand responses were included in the MTurk sample, with 722 participants
being removed after failing to pass the validity measure, leaving a total of 278 participants.
These participants were cleared via the validity check, and their completion time was also
evaluated to ensure valid participation. Initial data evaluation also supported the validity of
the 278 remaining responses. Of the remaining sample, participants were 59.3% female,
with a mean age of 36.70 (SD=12.08). Participants were primarily Caucasian (68.9%),
followed by Asian (10.4%), African American (10%), Hispanic/Latino (6.4%), Pacific
Islander (0.7%), Native American (0.4%), and Other (2.5%; other included participants who
identified as Middle Eastern, European, African European, and “mixed”). Approximately
38.2% of individuals reported a bachelor’s degree as their highest level of education, while
23.9% reported high school as their highest level of education, 18.6% reported having an
associate’s or technical degree, 15% reported having a master’s degree, and 3.6% reported
having a doctorate. The majority of participants identified as straight/heterosexual
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(81.4%), with the remainder identifying as bisexual (10.7%), lesbian (3.2%), gay (2.5%),
demisexual/polyamorous (0.4%), and fluid (0.4%). Of the sample, 25.4% reported having
been previously diagnosed with a mental illness.

The data used for this project as well as supplementary materials are publicly available and
can be found at: https://osf.io/49sdc/?view_only=31a7040ebd3244d7b815d060ea51d256

Measures

Self-Compassion Scale (SCS). The SCS [41] is a 26-item self-report questionnaire
designed to assess an individual’s level of self-compassion as characterized by the three
components of Self-Kindness, Common Humanity, and Mindfulness. Each of the 26 items is
answered on a 5-point scale ranging from 1 (almost never) to 5 (almost always). The three
components of the SCS are then integrated to identify a single higher-order self-
compassion scale. The internal consistencies for both samples are shown in Appendix 1.

Personality Inventory for DSM-5 (PID-5). The PID-5 [2] is a 220-item self-report
questionnaire developed to measure the pathological personality traits in Criterion B of the
AMPD. Items are answered on a 4-point scale ranging from 0 (very false or often false) to 3
(very true or often true). It assesses five-dimensional trait domains (Negative Affect,
Disinhibition, Antagonism, Detachment, and Psychoticism), which are further divided into
25 facets. Previous research has supported the reliability, validity, and factor structure of
this measurement of pathological traits (see [1] for a review). The current study used the
official PID-5 scoring algorithm, and all scores were derived using the mean across all items
on each domain or facet. The internal consistencies for both samples are shown in
Appendix 1.

Level of Personality Functioning Scale Self-Report (LPFS-SR). The LPFS-SR [36] is an
80-item self-report questionnaire designed to measure the severity of one’s personality
psychopathology across the four dimensions included in Criterion A of the AMPD. These
four dimensions of personality functioning include identity, self-direction, empathy, and
intimacy. Each item is measured on a 4-point scale ranging from 1 (totally false) to 4 (very
true). Previous research supports the overall reliability and validity of the measure [36].
The internal consistencies for both samples are shown in Appendix 1.

Validity Indicator. Because the measures used in this study do not have built-in
validity scales, six validity items were dispersed throughout to ensure participants were
responding appropriately to the item content. Validity indicator items were written as
statements that a majority of participants would disagree with, such as “I am only friends
with people born in August.” Individuals who agreed with two or more validity items were
removed from analyses.

Results

Given the number of comparisons in the current study, there is an inflated possibility
for Type I error. Therefore, we used a Bonferroni corrected alpha of p<.001 to determine
statistical significance. This was calculated by dividing the original alpha value (p<.05) by
the number of tests being conducted with each dependent variable (n=48). In addition, we
only interpreted moderate correlations (r>.30) as meaningful. All moderate correlations
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were also statistically significant in the current study. Finally, we included associations
between demographic variables and main study variables (See Supplemental Tables 2
through 6 at https://osf.io/49sdc/?view_only=31a7040ebd3244d7b815d060ea51d256).
The two samples differed significantly from one another in both gender, x2(2, 429)=47.01,
p>.05, and ethnicity, x?(6, 430)=52.07, p>.05. As age was significantly correlated with
multiple variables of interest, we controlled for this in our analyses.

First, we evaluated the zero-order associations between the LPFS-SR impairment in
personality functioning and self-compassion. These results are shown in Appendix 2. All
LPFS-SR Total and subscale scores were moderately or largely correlated with the SCS
Total and subscale scores in both samples. However, the LPFS Identity subscale and the
LPFS Total scale were the only scales that showed strong correlations across the majority
of facets of self-compassion in both samples. Additionally, although the LPFS Empathy
subscale was expected to have particularly strong correlations with self-compassion,
it showed the weakest correlations with all facets of self-compassion compared with the
other total and subscales of functional impairment.

Next, we evaluated the zero-order associations between AMPD pathological
personality domains and trait facets on the PID-5-SF and self-compassion using the SCS.
These results are shown in Appendix 3. The majority of AMPD domains and traits facets
were moderately correlated with SCS total and subscale scores in both samples. The
strongest association was found between the trait domains Negative Affectivity, followed
by Detachment and Disinhibition. The majority of Negative Affectivity trait facets had
moderate negative correlations, with the facets of Anxiousness and Emotional Lability
exhibiting the strongest correlations. Additionally, particular facets of Detachment
(i.e, Withdrawal, Anhedonia, Depressivity, and Suspiciousness) and Disinhibition (i.e.,
Impulsivity and Distractibility) showed moderate associations with SCS total and subscale
scores. However, no associations were found between the trait facet Grandiosity and self-
compassion in either sample.

Discussion

The primary purpose of the current study was to investigate the role of self-
compassion in personality psychopathology, as measured in the DSM-5 AMPD. Two
samples were examined in the study to investigate the convergence of self-compassion and
the AMPD scores across both samples. We examined self-compassion and its associations
with impairment in personality functioning and pathological personality domains and
traits. The utilization of two samples allowed us to see if the findings would be similar
across undergraduate and community populations. We focus this discussion on findings
that were compared across both samples.

Our results showed a pattern of moderate to strong negative associations between
impairment in personality functioning and the three facets of self-compassion. This was not
surprising, given that previous research indicates self-compassion is associated with better
emotional coping skills [2; 43]. However, we predicted that impairment in personality
functioning in empathy, specifically, would have the strongest association with self-
compassion and its facets due to previous research suggesting that empathy and
compassion are interchangeable terms [4; 13; 70]. Despite our prediction, the results
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showed that although impairment in empathy had moderate negative associations with
self-compassion and its facets (as expected), the associations were weaker compared with
other total and subscales of the LPFS. Instead, Identity evidenced the strongest associations
with self-compassion. This may be accounted for by previous research that indicated that
individuals that judge themselves more harshly tend to have lower levels of self-
compassion [41], which may be better accounted for by impairment in empathy. In
addition, it is possible that empathy and compassion are interchangeable terms but that the
operationalization of empathy in the AMPD is different from empathy operationalized by
self-empathy. Nonetheless, this finding extends beyond previous literature in regard to the
relationship between self-compassion and impairment in personality functioning and
provides further insight into the underlying components of the assessment tools used.

The second aim of the study was to investigate associations between self-compassion
and its facets and specific trait domains and facets of Criterion B. The domain of Negative
Affectivity was shown to have the strongest (negative) associations with self-compassion,
followed by Detachment and Disinhibition. These findings are consistent with expectations.
More specifically, moderate associations were found with Negative Affectivity’s traits of
Anxiousness, Emotional Lability, and Submissiveness, with the first two showing the
strongest associations. Given previous research suggesting that low levels of self-
compassion can impact and exacerbate BPD symptomology [50], it is unsurprising that
Negative Affectivity (a core feature of BPD) and its composite traits were found to have
strong negative associations.

Furthermore, particular traits of the domains of Detachment (i.e, Withdrawal,
Anhedonia, Depressivity, and Suspiciousness) and Disinhibition (i.e, Impulsivity and
Distractibility) were found to have moderate negative associations. Although these were
not hypothesized to be among the strongest associations, past findings have shown
a relationship between higher levels of self-compassion and both anxious and depressive
symptoms [7; 21; 22; 28; 29; 41], making the Detachment associations less surprising.
Furthermore, this finding provides additional evidence that using a dimensional approach
to personality psychopathology allows for a more in-depth understanding of the specific
underlying facets of personality psychopathology, rather than limiting our understanding
to a single PD.

Implications

Overall, our findings have implications for the role self-compassion plays in
personality psychopathology. More specifically, given the lack of research on the
relationship between self-compassion and personality psychopathology from the
dimensional perspective, the current study examined each element of impairment in
personality functioning and pathological trait domains and facets. These associations
helped to provide insight into areas of dysfunction associated with particular traits. For
instance, the study found notably stronger associations between self-compassion and
particular subscales of impairment in personality functioning (i.e., identity). The identity
subscale was found to have even stronger associations with self-compassion than empathy,
which could be a subject for further research. Examining different facets of identity and
their associations with self-compassion may aid in a better understanding of how to treat
those with identity impairment (e.g., by working to improve self-compassion). The findings
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also have implications for how identity and empathy are measured in the AMPD, in that
empathy toward oneself is better accounted for in the identity subscale. Though not
necessarily surprising (and not inherently problematic), this is important in understanding
how to best classify areas of impairment in the AMPD.

Further, the implications also extend to the trait model of the AMPD. Three trait
domains (i.e., Negative Affectivity, Detachment, and Disinhibition) showed the largest
associations with self-compassion. Of note, the strong correlations between Negative
Affectivity and self-compassion in the current study indicate a need to further examine the
similarities between these two constructs. Though the associations between Detachment
and self-compassion were not surprising given previous research on self-compassion and
its role in anxiety and depression, these findings extend previous work into the AMPD.
Indeed, as we move toward integrating the AMPD and other evidence-based methods for
diagnosis into general clinical practice, it will be important to have a thorough
understanding of the way in which pathological personality traits coexist with other
problematic areas of functioning (such as lacking in self-compassion).

Importantly, treatment methods, such as Compassion-Focused Therapy (CFT), have
been developed to increase compassion for the self and others [31; 57; 59]. Therefore, the
strong negative associations found between particular trait domains and facets and self-
compassion suggest the need for further research into the use of CFT in PD populations.
For instance, it is possible that trait domains and facets with strong negative associations
with self-compassion would be more likely to benefit from therapy that targets that
particular area of impairment. However, there has been limited work related to treatment
efforts focused on the AMPD. Therefore, further research might contribute to a better
understanding of shared impairment, which could impact the way working treatment plans
are approached and established.

Limitations and Future Directions

There are several limitations of the current study that should be noted. First, the
number of statistical analyses leads to inflated error. Although we attempted to mitigate
this by using two samples, using a Bonferroni corrected alpha, and focusing on findings
with moderate effect sizes, the possibility for error should not be ignored. In addition, the
Cronbach’s alphas for some trait facets of the PID-5-SF were found to have poor internal
consistencies (i.e., Suspiciousness, Perceptual Dysregulation, Unusual Beliefs and Experiences,
Deceitfulness, and Irresponsibility). However, none of the aforementioned traits were
predicted to have a particularly strong association with self-compassion.

Another limitation was the imbalance of gender within our undergraduate sample.
Although our MTurk sample had a more balanced proportion of men to women, our
undergraduate sample was largely female. Therefore, our results related to undergraduate
men should be interpreted with caution, and future directions may benefit from looking
further into these results in men. Furthermore, no clinical samples were utilized in the
study. Therefore, the potential range restriction at the more pathological ends of the
domains is another limitation. Future directions should include a possible replication of the
study in clinical samples to account for the more extreme expressions of pathological trait
domains. Finally, the utilization of self-report measures in the current study was another
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potential limitation. The use of multi-method assessments that include behavioral
indicators and interview rated data, along with self-report, would be beneficial in
understanding these relationships in the future and should be considered for future
research.
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Appendix 1

Descriptive and Inferential Statistics for SCS, PID-5-SF, and LPFS

Undergraduate Community

o M SD o M SD
SCS
Self-kindness vs. Self-judgment 90 3.02 93 .87 2.71 81
Common humanity vs. Isolation .83 3.12 .86 .78 3.01 76
Mindfulness vs. Overidentification .87 3.24 90 .76 3.01 72
SCS total .95 3.13 .85 .93 291 .70
PID-5-SF
Antagonism 90 .56 .54 .84 .35 .39
Manipulative .80 .69 .65 .76 47 .55
Deceitfulness .80 .53 .62 .67 .36 47
Grandiosity .85 48 .64 71 24 40
Attention Seeking .84 72 72 90 .88 81
Callousness .85 .35 .57 .84 20 41
Detachment 90 .76 .63 .86 .70 .56
Withdrawal .84 99 .78 .76 .84 .66
Intimacy Avoidance .85 .59 71 .83 .61 .73
Anhedonia 90 72 81 72 .66 77
Depressivity 90 .53 .76 90 46 71
Restrict Affect .79 2.04 72 .83 2.22 74
Suspiciousness 77 74 .70 .67 .70 .60
Disinhibition 90 72 .60 .88 .75 .57
Irresponsibility 74 41 .56 .63 26 42
Impulsivity .88 .75 74 90 .65 .78
Distractibility .90 1.00 .85 .89 1.33 92
Risk Taking .87 .63 .68 .78 .64 .61
Rigid Perfectionism .82 2.01 .76 .86 1.92 .84
Negative Affectivity 91 1.01 .70 90 1.29 71
Emotional Lability .88 .79 77 .85 1.05 .86
Anxiousness 90 1.33 94 .84 1.65 .85
Separation Insecurity .82 91 .80 .85 1.17 .89
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Submissiveness .85 1.12 .75 .83 1.03 74
Hostility .86 .73 77 .83 .86 77
Perseverance .84 95 .75 81 90 73
Psychoticism 90 .62 .60 .84 .56 .50
Unusual Beliefs & Experiences .76 .53 .64 .62 48 .57
Eccentricity .89 99 91 .88 93 .86
Perceptual Dysregulation .76 .33 .52 .60 26 40
LPFS
LPFS_Identity .87 80.94 24.17 .84 8492 21.88
LPFS_Self-direction .83 55.59 18.27 .81 56.71 17.37
LPFS_Empathy 77 40.24 13.30 74 38,53 11.59
LPFS_Intimacy .86 65.43 21.21 .80 66.46 18.69
LPFS_Total 95  241.75 69.33 93 24636 59.90

Notes. PID-5-SF — Personality Inventory of DSM-5 Short Form; LPFS — Level of Personality
Functioning. Significant alpha values are presented in boldface font.

Appendix 2

Pearson Correlations for SCS and AMPD Criterion A: LPFS controlling for age

SelfKind_Selff ComHum_Isol Mindf Overid SCS total
LPFS_Identity -.60*/-.58% -.63%/-.62* -.66*/-.59* -.67%/-.65%
LPFS_Self-direction -40%/-.38* -47%/-.36* -49% /-.49% -48%/-.44*
LPFS_Empathy -.33%/-.31* - 41%/-.29% - A42%[-.42% - 41%/-37*
LPFS_Intimacy -.37%/-.33* - 46*/-37* - 46* /-.46* - 46* /-.42*
LPFS_Total -48%/-.48* -.56%/-.49*% -.57*%/-.57* -.57%/-.55%
Notes. SelfKind_Selff — Self-kindness vs. Self-judgment; ComHum_Isol — Common humanity vs.

Isolation; Mindf_Overid — Mindfulness vs. Overidentification); LPFS — Level of Personality Functioning The
correlations prior to the slash represent the community sample and the correlations following the slash
represent the undergraduate sample. Significant values are presented in boldface font; * — correlations that
met the threshold for the Bonferroni correction.
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Appendix 3

Pearson Correlations for SCS and AMPD Criterion B: PID-5-SF controlling for age

SelfKind_Selff] ComHum_Isol Mindf Overid SCS total

Antagonism -.09/-.06 -12/-.03 -17/-12 -14/-.07
Manipulative -02/-.10 -.00/-.02 -02/-14 -.00/-.09
Deceitfulness -16/-.18 -21%/-15 -26*/-.21 -23*/-.20
Grandiosity .02/.05 -.06/-.02 -10/-.08 -.06/-.01
Attention Seeking -08/-.11 -07/-.10 -17/-.20 -11/-.14
Callousness -14/-.10 -16/-.11 -15/-.15 -16/-.13
Detachment -.53*/-.51* -49*/-.46* -.52*/-45*% -55%*/-52%
Withdrawal -46*/-.44* -43*/-.47* -43*/-.40* -47*/-.48*
Intimacy Avoidance -20/-.23 -15/-.15 -18/-.15 -.19/-.20
Anhedonia -.58*/-.51* -.56*/-.48* -.59*/-47* -.62*/-53*
Depressivity -.53*/-.50* -.53*/-.53* -.54%/-47* -58*/-55*
Restricted Affectivity -.05/.15 -01/.12 -07/-.02 -.01/.09
Suspiciousness -40*/-.37* -43*/-.37* -44*/-47* -46*/-43*
Disinhibition -.44*/-.29*% -42%/-.23 -51*/-.44* -49%/-34*
Irresponsibility -27%/-.16 -24*/-12 -.30*/-.28 -.29%/-20
Impulsivity -27%/-.28* -.24*/-22 -37*/-35*% -32*/-31*
Distractibility -.49%*/-.34* -43*/-.29*% -49*/-40* -51*/-37*
Risk Taking -.04/-.05 -.06/-.00 -.09/-.14 -.06/-.07
Rigid Perfectionism .38*/.30* 27%/.34* .38*/.31* 37*%/.34*
Negative Affectivity -.65%/-47* -.60%/-.43* -73*/-.60* -70*/-.54*
Emotional Lability -40*/-.40* -37*/-.37* -.54*/-54* -57*/-47*
Anxiousness -.66*/-.49* -.60*/-.45% -.70*/-.52* -70%/-53*
Separation Insecurity -.38%/-42% -.34*/-32% -46*/-51* -42%*/-45*
Submissiveness -.39*/-.31* -.36*/-.28 -44*/-26  -42*/-31*
Hostility -46*/-.36* -40*/-.37* -56*/-.43* -51%*/-42*
Perseverance -47*/-.46* -45%/-.37* -56*/-47* -53*%/-47*
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Psychoticism -31*/-12 -30*/-.16 -36*/-.15 -.35*/-.16
Unusual Beliefs & Experiences  -.18*/-.05 -.15/-.09 -.21/-.05 -.19/-.07
Eccentricity -.34*/-.19 -33*/-.24 -37*/-17 -37*/-.22
Perceptual Dysregulation -.16/.00 -.18%/-.06 -.20*/-.09 -.19*/-.05

Note. SelfKind_Self] — Self-kindness vs. Self-judgment; ComHum_Isol — Common humanity vs.

Isolation; Mindf_Overid — Mindfulness vs. Overidentification); PID-5-SF — Personality Inventory of DSM-5
Short Form. The correlations prior to the slash represent the community sample and the correlations
following the slash represent the undergraudate sample. Significant values are presented in boldface font;
* — correlations that met the threshold for the Bonferroni correction.
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PTSD is a chronic and disabling condition associated with psychiatric and medical
comorbidity and diminished quality of life. Military Veterans are at increased risk for
developing PTSD, and combat-related PTSD may be more difficult to treat than civilian
PTSD. Both Prolonged Exposure and Cognitive Processing Therapy are empirically
supported treatments for PTSD in military populations with a strong empirical foundation.
However, they require considerable resources to implement and can be difficult for
providers and patients to learn. To address these limitations, we created Behavioral
Therapy for Anxiety and PTSD (BTAP), which is a simple, behavior-based therapy rooted in
learning theory. Building on empirically established therapies such as Prolonged Exposure,
BTAP has a singular focus on identifying, reducing, and countering safety behaviors that
maintain PTSD. Because it only focuses on safety behaviors, it is simple to learn and
implement; therapist trainings are one day, and follow-up consultation provided as needed.
In this special issue article, we describe the BTAP protocol as well as provide real world
case examples from Veterans to illustrate key components of the treatment. We also
present data from five Veteran patients that demonstrate feasibility, acceptance, and
preliminary evidence of effectiveness. Patients reported significant reductions in PTSD
symptoms, depressive symptoms, intrusions, and safety behaviors. This work suggests that
BTAP for treating PTSD merits further investigation.

Keywords: safety behaviors, PTSD, BTAP, treatment interventions, veterans.
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[ToctrTpaBMaTuyeckoe crtpeccoBoe paccrpoiictBo (I[ITCP) — 3To XxpoHHYeckoe U
Jle3aJlaTUpyIollee COCTOSIHUE, CBI3aHHOE C IICUXUATPUYECKUMHU U PYTUMH 3a60J1eBaHUAMU
Y CHWDKEHHEM KauyecTBa KM3HHU. BeTepaHbl 60€BbIX JeHCTBUM OABEPraloTCs NOBBIIIEHHOMY
pucky passutua [ITCP, u oHO MoXeT XyXe NOAAaBaTbCA JIEYEHHUIO, YeM y I'PaKJaHCKOTO
HacesieHHs. Kak MpoJIOHrMpoBaHHas 3KCNO3ULMA, TaK U Tepanus KOTHUTUBHOW 006paboTKU
ABJIAIOTCA 3MIMPUYECKHU NTOATBEPXKAeHHbIMU MeToAaMHU JiedeHud [ITCP y BoeHHOC/TyXKaluX.
OpHako [/l MX BHeJpPEeHUs1 TpPeOYyIOTCS 3HAuUTeJbHble pecypchl, U MNOCTaBLIMKaM
MeJJMLIMHCKUX YCIYyT, a TakkKe NalMeHTaM MOXeT ObITb TPYJHO WX OCBOUTb. UTOOBI
YCTPaHUTb 3TU OrpPaHUYEHUs, Mbl pa3paboOTaJd MOBeJEHYECKYyl0 Tepalul TpPeBOrU
Y IOCTTpaBMaTH4yecKoro crpeccoBoro paccrpoictBa (Behavioral Therapy for Anxiety and
PTSD), koTopasi npe/icTaB/jisieT cO60M MPOCTYIO NMOBEJEHYECKYI0 Tepanrio, OCHOBAaHHYI0 Ha
TeopuH 06ydeHus1. OCHOBBIBAsICh HA AMIIMPUYECKH JI0Ka3aHHbIX METO/aX JIeueHUs], TAKUX KaK
IIPOJIOHTMPOBAHHAA IKCIIO3ULIUSA, I0BeIeHUYeCKas Tepanus TPeBOTU U IOCTTPaBMaTHYeCKOIo
CTPECCOBOTO PAcCTPOMCTBA, YAesseTcd 0c000e BHUMAaHMUE BBISBJIEHUIO, CHIXKEHHIO
VM TPOTHUBOJEUCTBUIO OXPAaHUTEJBbHOMY IIOBeJeHHlo, KoTopoe noagepxubaer [ITCP.
[TockosibKy Tepanus (OKycupyeTcs TOJBKO Ha OXPaHWUTEJbHOM IIOBEJIEHUH, ee JIETKO
OCBOMTb W BHEJPUTb. TPEHUHIH [ TepaneBTOB NPOBOJATCA B TeYeHUEe OJHOIO JIHS,
a mnocjeaywouiMe KOHCYJbTallMd HPOBOAATCA MO Mepe HeOOXOAMMOCTU. B 3TOH craTbe
CleliMaJIbHOrO0 BBIMYCKAa Mbl ONKCHIBAEM IPOTOKOJI MOBEJEHYECKOW Tepaluu TpeBOru
u [ITCP, a Takke NPUBOAUM peasibHble IPUMEPHI U3 MPAKTUKH, YTOObI MPOUJIIOCTPUPOBATh
KJI0YeBble KOMIIOHEHTHI JiedeHHUs. Mbl TakKe Ipe/cTaB/seM [JaHHble NATHA MALMeHTOB-
BeTEpaHOB, JeMOHCTPUPYIOLIME 1eJeCO00pPa3HOCTb, NMPUEMJIEMOCTb M IpeJBapUTe/bHbIe
JlokazatesbcTBa 3QQPEeKTUBHOCTH Tepanuu. [lalieHTbl coo6OLAJ O 3HAYUTEJbHOM
cHmkeHur cumntomoB [ITCP wu fjgempeccuy, a Takke HaBA3UMBBIX COCTOSTHUM

2 KoppecnoH/ieHI|M10, Kacalolyocsl 3TOM CTaThy, ciaeayeT HanpaBasaThb [xkeiicony T. 'yacony, Knunuueckas
rpynna no [ITCP, AxMuHuCTpalys 1o AejiaM BETEPAHOB.
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U OXpaHUTEJbHOTO MOBeJeHUA. JTa paboTa IpeAroJaraeT, YTO MOBeJeH4YecKasd Tepanus
TpeBoru u [ITCP TpebyeT fja/ibHelLIEro U3y4eHusl B KauecTBe cpe/icTBa siedeHust [ITCP.

KiloueBble cJjI0oBa: OXpaHUTEJbHOE I[OBeJleHUE, IIOCTTPAaBMaTHYECKOe CTPeccoBoe
paccTpoiicTBo, noBeAeH4Yeckass Tepanus TpeBord u I[ITCP, sieueGHble BMellaTeN bCTBA,
BETEepaHBbI.

Ana pwuratel: Tydcon [oc. T, Xedpdenv [Joc /. JledeHne MNOCTTPaBMAaTHUYECKOTO
CTPEeCccCOBOr0 pacCTPOMCTBA Yy BeTepaHOB 00eBbIX [JEWCTBUU: PYKOBOJCTBO IO
WCIOJIb30BAaHUI TOBEJEHYECKOM Tepanuu INpU TpeBOre M MNOCTTPaBMaTU4eCKOM
ctpeccoBoM paccrporictBe (BTAP) [JnekTtponnbii pecypc] // Kiaunuueckasas u
cneyuasbHas ncuxosorus. 2022. Tom 11. Ne 2. C. 63-80. DOI: 10.17759/cpse.2022110204

Posttraumatic Stress Disorder (PTSD) is a chronic and disabling condition affecting
5-10% of the U.S. general population [29] and approximately 3.9% in cross-national
samples [31] (see Table 1 for diagnostic criteria). It is associated with high rates of both
psychiatric and medical disorders. For example, people with PTSD are more likely to
experience mood disorders, anxiety disorders, substance use disorders, chronic pain, and
cardiovascular disease [1; 3; 29; 45]. PTSD is also associated with significant problems in
relationships, early retirement and job loss, and diminished quality of life [2; 6; 22; 48].

Rates of PTSD are higher for military veterans (ranging from 10-25%) compared to
the general population [27; 34; 35]. A number of factors have been shown to increase the
risk for PTSD in military veterans, including younger age, racial minority status, lower
socioeconomic status, higher number of deployments, prior emotional problems, and lack
of social support [40]. Moreover, military or combat-related PTSD may be more difficult to
treat than civilian PTSD [19; 36]. For instance, studies have found large non-response rates
among military and veteran populations [14], high drop-out rates [43], and smaller
treatment effect sizes [5; 7]. That said, there is still a large effect size for evidence-based
psychotherapies in combat veterans (d=1.2, [20]).

The PTSD treatments with the greatest empirical support are Prolonged Exposure
Therapy and Cognitive Processing Therapy. Prolonged Exposure is a behavioral based
therapy with strong empirical support for military related PTSD [11; 20; 43]. The standard
Prolonged Exposure protocol is usually around 12 sessions in military veterans [21] and
has 4 major components: 1) psychoeducation about trauma and PTSD; 2) breathing
retraining; 3) in vivo exposure; and 4) imaginal exposure.

Cognitive Processing Therapy is arguably the most used therapy across the United
States Veteran Health Administration System, and it has a large body of empirical support
[40; 41]. Cognitive Processing Therapy is based on the theory that trauma related beliefs
and interpretations (also known as cognitive “stuck points”) maintain PTSD
symptomology. These stuck points are either assimilated (changing the event to take
responsibility or blame on self) or over-accommodated (rigid all-or-nothing beliefs about
the world or others). Cognitive restructuring interventions are used to increase awareness
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about trauma-related thoughts and eventually challenge trauma-related beliefs (stuck
points; [41]).

Building on Existing Treatments — Behavior Therapy for Anxiety and PTSD

Both Prolonged Exposure and Cognitive Processing Therapy are empirically
supported treatments for PTSD in military populations with a strong empirical foundation.
However, they are not without limitations. First, these therapies can require considerable
time, financial, and personnel resources to implement. For example, standard Prolonged
Exposure trainings are 4 full days followed by approximately 6 months of individual and
group supervision (weekly). This a time consuming and costly proposition which often
does not result in continued implementation by providers. For example, in one large urban
Veteran Administration center, only 20% of 45 licensed providers continued to practice
Prolonged Exposure after completing the initial training [15].

Further, these therapies can be difficult for patients to fully understand and
implement on their own. For example, cognitive interventions for PTSD require a patient to
learn to identify automatic thoughts, evaluate their veracity, and then generate new
cognitions. This highly deliberate and effortful restructuring process needs to be taught,
practiced, and ultimately performed at times when the therapist is not there to help.
Further, patients often need to complete the restructuring process during times of
heightened emotions and high stress, when cognitive resources are even further
diminished [23]. Another limitation is that the exercises used, and content discussed, in
these treatments are emotionally arousing and highly distressing (e.g., repeated imaginal
exposure). Thus, it may not be surprising that these therapies have drop-out rates ranging
from 16% to 54% [11; 26; 28; 43]. Finally, recent findings have suggested that
hypervigilance (along with sleep) are the least likely symptoms to respond in empirically-
based principles treatments for PTSD [8].

To address these limitations, we created Behavioral Therapy for Anxiety and PTSD
(BTAP), which is a simple, behavior-based therapy rooted in learning theory. Building on
empirically established therapies such as Prolonged Exposure, BTAP has a singular focus
on identifying, reducing, and countering safety behaviors that maintain PTSD. Because it
only focuses on safety behaviors, it is simple to learn and implement; therapist trainings
are one day, and follow-up consultation provided as needed.

What Are Safety Behaviors?

“Safety behaviors” are actions and mental processes that people engage in to avoid
feared outcomes [42]. They manifest in a variety of forms ranging from excessive
reassurance seeking to frequent handwashing. The use of safety behaviors can be adaptive,
and even necessary, in the presence of actual threat such (such as being hypervigilant
during combat). However, in the absence of actual threat, the use of safety behaviors has
been associated with negative outcomes, particularly increases in anxiety [9; 13; 18; 39].
Studies show that reducing safety behaviors enhances treatment outcomes across anxiety
disorders [30; 37; 38; 47]. For example, a meta-analysis by Heibig-Lang and Petermann
[24] found that the efficacy of exposure therapy could be increased by reducing safety
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behaviors. Similarly, failure to address safety behaviors results in smaller treatment gains
[25; 44] and the reemergence of anxious symptoms after treatment [4]. Surprisingly,
despite the inclusion of safety behaviors in early conceptualizations of PTSD [10], no
clinical interventions have examined the effect of reducing and countering safety behaviors
on symptoms of PTSD. In PTSD, common safety behaviors include: vigilance (e.g., scanning
others for danger) suppression (e.g., pushing away trauma memories, keeping mind
occupied, distraction), checking (checking doors/windows are locked), escape/evade
(leaving situations early), avoidance/withdrawal (lack of engagement in situations and
activities), worry/rumination (excessive planning, analyzing traumatic events), and safety
bolstering (e.g., safety aids such as guns) [16].

In the sections to follow, we describe the BTAP manualized treatment (available on
the Open Science Framework: https://osf.io/z38qv/), provide case examples and report
preliminary support for its effectiveness in military veterans.

BTAP Protocol

BTAP has four treatment phases: 1) assessment, 2) education, 3) safety behavior
reduction related to intrusive imagery (e.g., suppression of trauma memories), and
4) safety behavior reduction related to threat and anxiety (e.g., vigilance). An optional fifth
phase is focused on safety behavioral reduction related to trust, withdrawal, and
rumination. We provide case-example information and preliminary treatment data on
5 BTAP cases. All cases were veterans diagnosed with PTSD and treated on a VA PTSD
Clinical Team.

Phase 1: Assessment

Patients are first administered baseline assessments of safety behavior usage and
PTSD symptoms. We use the Safety Behavior Assessment Form (SBAF; [18]) and the PCL-5
(PTSD Checklist for DSM-5; [46] for these purposes, respectively (available on Open
Science Framework: https://osf.io/z38qv/). The SBAF assesses safety behaviors in a wide
variety of anxiety and trauma-related conditions; it consists of 6 subscales: PTSD, vigilance,
generalized, social, panic, and health. The PTSD subscale consists of 12 common PTSD
safety behaviors that are frequently targeted in BTAP. However, assessment for additional
safety behaviors is crucial as many are ideographically related to patient fears (see BTAP
manual available on Open Science Framework for lists of safety behaviors not covered by
the SBAF). A few core safety behaviors may be added to the PTSD subscale for each patient
(although these additions are not included in the total score). The PTSD subscale, along
with the PCL-5, are used to track progress in treatment across sessions.

Case Example. Adam was an Iraq veteran in his 30s’ with a PTSD diagnosis. He was
administered the SBAF and scored high on the PTSD subscale as expected (mean item score
of 2.3; range is 0-3) endorsing items such as scoping places out before entering, sitting with
back to wall, watching others for signs of danger, and checking locks on doors and window.
These items were recorded as safety behaviors he might choose to try to eliminate. He also
scored high on the social anxiety subscale (mean item score of 2.3) endorsing items such as
monitoring conversations, monitoring others’ reactions, preparing what to say ahead of
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time, and hiding anxiety. Based on this information, the therapist probed for a possible
comorbid Social Anxiety Disorder and found that Adam did indeed meet criteria. In
discussing treatment goals, it was agreed to incorporate a small number of social anxiety
safety behaviors to address in treatment (self-monitoring, prolonging conversations, etc.).

Phase 2: Education (Sessions 1-3)

Phase two is dedicated to socialization and teaching patients about safety behaviors.
The first session involves socialization to treatment, assessing motivation, and establishing
treatment goals and expectations. For example, the client is informed that he or she will be
expected to do homework on a daily basis. Likewise, he or she is told that safety behavior
practices will often necessitate going places specifically to practice the exercises, and that it
will not be possible to complete this treatment without any changes to one’s routine.
Additionally, it is explained that self-report measures will be completed each session and
discussed. Finally, the patient is introduced to the two major phases of treatment
(i.e., safety behavior reduction related to intrusive imagery and safety behavior reduction
related to threat and anxiety) and he or she selects which one with which to begin.

After socialization, the beginning sessions are dedicated to education about safety
behaviors including: a) what they are, b) how they maintain PTSD symptoms, c) how to
monitor them, and d) how to reduce/eliminate them. Additionally, patient’s major safety
behaviors are identified along with corresponding fears or beliefs, as well as how these
have maintained the patient’s symptoms over time. A corresponding client workbook helps
solidify the education provided in treatment (available on Open Science Framework:
https://osf.io/z38qv/).

Finally, monitoring is carried out. This includes identifying safety behaviors in real
time as well as the fear or negative belief driving each safety behavior identified. Identified
safety behaviors and corresponding negative beliefs or fears are recorded to consider for
elimination. In addition, a behavior experiment designed to identify safety behaviors is
included as an optional monitoring component; patients engage in a challenging situation
for the purposes of eliciting safety behaviors. Upon completion of the education and
monitoring phase, all major safety behaviors should be identified. The list of safety
behaviors (from questionnaires, in-person queries, and monitoring) is called the “master
list”; it should contain approximately 10-20 safety behaviors to be addressed in treatment.

Case Example. Don is a married, White, male in his 70’s who was a highly successful
career service member. He was experiencing PTSD symptoms. After socialization, Don was
given information about the temporary nature of anxiety and trauma and factors that cause
them to become chronic. First, it was explained that trauma memories are unprocessed
(i.e., unfinished business) which results in continued intrusions and high levels of
associated distress. The intrusive memory and related negative emotions result in safety
behaviors. The session ended with two homework assignments: 1) read chapters 1 and 2
from the safety behavior client workbook; and 2) monitor safety behaviors using the
“Where, What, Why” safety behavior monitoring form (available on Open Science
Framework: https://osf.io/z38qv/).
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Phase 3: Intrusive Imagery Safety Behaviors (Sessions 3-7)

This phase consists of four primary components. The first component is the
elimination of safety behaviors related to intrusive memories (e.g., distracting oneself, and
not talking about the traumatic memory). Patients are asked to eliminate these safety
behaviors in conjunction with the following three strategies:

1) Acceptance of Intrusive Memories and Related Feelings: This safety behavior
elimination strategy begins with education about the paradoxical effects of memory and
emotion suppression. Following, acceptance of intrusive memories is introduced, taught,
and practiced in-session (“Welcoming Intrusions”). Specifically, patients are instructed to
recall intrusive images and then recognize their bodily sensations and feelings. For
homework, patients are asked to practice in-the-moment acceptance when intrusions
occur as well as carrying out Welcoming Intrusions for 15 minutes per day. In-the-moment
acceptance of intrusions is considered a core skill and is practiced throughout all of
treatment.

It should be noted that one of the most common safety behaviors in PTSD is keeping
oneself (and mind) busy. To reduce this safety behavior, the patient should be asked to
conduct an experiment in which he or she does nothing for 30 minutes. Distressing
thoughts or memories should be written down in a journal. Following, the patient should
be instructed to spend certain periods of time each day doing nothing (this can be
presented as opportunity to practice in-the-moment acceptance).

2) Purposeful Trauma Recall: This is a safety behavior countering strategy that
naturally follows intrusion acceptance practice. In this countering strategy, the trauma is
slowly walked through with images being identified for each major scene of the trauma.
Following, the patient is asked to recall and hold each image and fully accept (“lean into
and embrace”) the feelings. This exercise typically takes 20-30 minutes and the patient is
asked to practice each day.

3) Written Trauma Exposure: This is a safety behavior countering strategy in which
the patient writes a narrative about the trauma. Throughout the writing process, the
therapist periodically asks the veteran to stop and feel his or her feelings. Upon completion
of the written exposure, the veteran reads the narrative to the therapist. In between
sessions, the patient reads the narrative each day and when new details emerge, he or she
is asked to add them to the end of the narrative. The next week the trauma narrative is
written again, and the new details are added. This practice continues until the patient feels
he or she is “done” with the memory and no longer needs to read it.

Case Example. Cedric is a married, White, male who suffered a military related
traumatic event that has “haunted” him for years. The first strategy used was in-the-
moment acceptance. Cedric was asked to recall the trauma (no further specific instruction)
and hold the image(s) for a few seconds. He was then asked to focus his attention on his
body and fully feel whatever sensations or emotions arise for 20-30 seconds. This was
practiced three times and given as homework practice. It was also emphasized that this
intervention would continue to be practiced throughout all of the treatment.
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The next intervention was the purposeful trauma recall. Cedric and the therapist
walked through the major scenes and identified corresponding images. He was then asked
to sequentially move from scene to scene and “hold” each image and “fully feel” any and all
emotions that surfaced. This was completed 5 times in-session. Cedric found it somewhat
difficult but did not foresee any problems carrying it out as homework. When Cedric
returned the next session, he reported that he felt much less bothered by the memory and
was ready to move to the next phase of treatment.

Phase 4: Threat and Anxiety Safety Behaviors (sessions 7-12)

Phase 3 is focused on reducing vigilance and anxiety-related safety behaviors and
increasing self-efficacy. Initial strategies are geared towards reducing and countering
vigilance, which are then followed by addressing threat and anxiety safety behaviors.

Vigilance is a safety behavior that lends itself to being dropped in all-or-nothing
terms, as opposed to individual components. Whenever possible, we recommend practicing
in-session. The initial task is to identify approximately 5-10 challenging “practice
situations”. Next strategies for countering vigilance are discussed and the specific method
or methods that will be used are agreed upon. Following, practices are carefully planned
out in session, including the situation, the duration, the number of practices, the countering
strategy, and any problems that may come up. Daily practice is encouraged with practices
being at least 20 minutes in duration. We have found it helpful to meet the patient outside
of the office and have one practice session together. This allows the therapist to provide
real-time coaching with respect to dropping vigilance.

Vigilance practices should be continued as homework until: 1) the patient feels
confident in his/her ability to drop vigilance; and 2) anxiety in situations has reduced. In
debriefing practices, discussions emphasize what was learned and what still needs to be
learned. Examples of methods for dropping or countering vigilance are listed in the manual.

Other anxiety and threat-related safety behaviors are addressed during this phase.
For example, if the veteran frequently checks that doors are locked or does perimeter
checks, they can be asked to delegate this activity to their spouse. If the veteran avoids
situations or withdraws from important activities they can be asked to systematically
engage in meaningful activities and counter avoidance. If the veteran leaves situations
early, he or she can be asked to postpone leaving for an agreed upon amount of time. If the
veteran ends conversations early, he or she can be asked to continue with conversations
until they are ended by the other partner. If the veteran overly plans activities, he or she
can ask their child or partner to select an activity and immediately embark upon it. If the
veteran carries a gun, then he or she can be asked to go on outings without the weapon. It
is very important that all practices are debriefed with an emphasis on what was learned
and self-efficacy.

Often times in debriefing practices, underlying fears or negative beliefs associated
with safety behaviors are processed. In fact, countering strategies can directly target
underlying fears or beliefs. For instance, if the veteran holds the belief that no place is safe,
he or she can be asked to enter into crowded situations and expose their back to others or
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sit at a coffee shop and read a paper or book. If the veteran believes that no one can be
trusted they can ask others for favors, or put themselves in situations where they are
reliant on others, or share information about themselves.

Clinical examples can be used to elucidate the emphasis on learning and underlying
fears/beliefs. In a recent case, the first author assigned a veteran to walk downtown and
not scan and then ride the city Tracks up and down main street without engaging in
vigilance. In debriefing the practice, the veteran was asked what he learned. In response, he
stated: “Well first-of-all, nothing bad happened... but also, that I'll probably have an idea
ahead of time if something bad is going to happen.” In a second example, a veteran with
fears of losing control was asked to enter into a difficult situation and “do nothing” for an
extended period of time. In debriefing the exercise, the veteran talked about his growing
confidence in his ability to handle difficult situations and strong feelings.

Case example. Jose is a 40-year-old Afghanistan combat veteran. He retired from the
military approximately one year prior to initiating BTAP. Jose was referred to BTAP after
reporting little success with Cognitive Processing Therapy. The first session of the Threat
and Anxiety Phase began with a review of the treatment rationale and his master list of
safety behaviors to identify those safety behaviors to be addressed. Jose chose to practice
dropping vigilance safety behaviors using Recognize, Drop, and Refocus (RDR) as the
countering strategy. Specifically, agreed to go to Walmart for 30 minutes of vigilance
dropping practice.

In the next session, Jose reported that he lasted only 1 minute and quickly abandoned
the RDR technique when his anxiety escalated. Jose was praised for the one minute he was
able to complete. That minute was referred to as the most important minute of treatment
until this time. This is consistent with the “no failure” approach to BTAP. As long as an
effort is made, the practice is considered a success. Jose and his therapist also processed
what was learned in the experiment and were able to identify two important factors. First,
Jose needed to start with some easier safety behaviors, and second, practices with his wife
are more difficult. Jose was then asked what safety behaviors he would like to work on for
the following week. He picked one safety behavior: not avoiding taking trails while hiking.
The following session, Jose reported success with the practices. He noted that even though
at times he felt like he was in Afghanistan, he was able to stay with the practice.

The following week, he selected two safety behaviors to address: 1) reducing
contingency planning and 2) reducing perimeter checks. Jose returned the next session and
reported feeling more depressed and stated he had not done much homework. He
attributed this to not getting along with his wife. Again, Jose was praised for practicing at
all, given he was in conflict with his wife and feeling more depressed. Some time was spent
processing the marriage issue and then the focus was returned to BTAP.

Jose spent three more sessions in this treatment phase. He completed the following
safety behavior practices: letting people walk behind him, saying hi to more people, talking
with his neighbors more; and engaging in more social-public related activities. Jose had an
excellent response to treatment.
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Preliminary Effectiveness Data for BTAP

Participants were five male veterans (Mage=50; SDage=15.6) with PTSD treated on
a PTSD Clinical Team (the vast majority of the veterans treated on this team are male). The
majority of the participants were White (80%), with one being Asian-American. 8% had
previous treatment for PTSD. Measures of PTSD symptoms, depression, quality of life and
PTSD-related safety behaviors were administered pre and post, with the measures of PTSD
and safety behaviors administered every session to track progress. All participants were
seen weekly or twice weekly over telehealth. Patients were seen over telehealth due to
COVID precautions. The average number of sessions was 10 (SD=2.9).

Measures

PTSD Symptoms. The PTSD Checklist (PCL-5), a 20-item self-report measure was used
to assess the severity of PTSD symptoms [45]. The PCL-5 is frequently used in VA settings
and has good psychometric properties [46]. Total scores range from 0-80 with higher
scores indicating greater severity of PTSD symptoms.

Depressive Symptoms. The Patient Health Questionnaire-9 (PHQ-9, [33]), a 9-item self-
report measure, was used to assess symptoms of depression. The diagnostic validity and
high levels of sensitivity and specificity for major depression have been demonstrated for
the PHQ-9 in several studies [33]. Higher scores indicate greater depression severity.

Quality of Life. The Behavioral Health Questionnaire-20 (BHQ-20, [32]), a 20-item
self-report measure was used to assess global mental health. The BHQ-20 has been found
to be reliable and valid with adequate internal consistency, test-retest reliability, and
construct validity [32]. Two subscales (Wellbeing and Life Functioning) were used to
assess Veterans’ quality of life. Scores from both subscales were summed for a total quality
of life score, with scores ranging from 0-28.

Safety Behaviors. Safety behaviors and PTSD-specific safety behaviors were measured
with Safety Behavior Assessment Form [18]. The SBAF has been shown to have excellent
psychometric properties across several different populations [18] and is associated with
anxiety and PTSD treatment outcomes [17]. Higher scores indicate greater use of safety
behaviors.

Results

As shown in Table, there were significant reductions in PTSD symptom scores over
the course of treatment. The mean symptom reduction across the 5 veterans was 31 points,
which corresponded to an effect size of 1.7 (Cohen’s d). Veterans also reported a significant
reduction in the use of PTSD-related safety behaviors (mean 10-point reduction and effect
size of 2.2). They also reported significant reductions in depressive symptoms (average
reduction of 5.4 points and a corresponding effect size of 1.6). Finally, quality of life scores
increased and had large corresponding effect sizes, but the pre-post difference did not
reach significance, likely a result of low power. Figures 1-3 show session by session change
for the primary study variables over the course of treatment.
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Table

The diagnostic and statistical manual
for mental disorders (DSM-5) criteria for PTSD

Intrusion Symptoms (1 needed for diagnosis)

1. Unwanted, intrusive memories

2. Distressing recurrent nightmares

3. Flashbacks

4. Emotional reactivity when reminded of the traumatic event(s)

5. Physical reactivity (strong physical symptoms) when reminded of the traumatic event(s)
Avoidance Symptoms (1 needed for diagnosis)

1. Avoidance of distressing memories, thoughts, or feelings related to the traumatic event(s)
2. Avoidance of situations, places, activities, and people and cause reminders of the traumatic
event(s)

Negative Alterations in Cognition and Mood Symptoms (2 needed for diagnosis)

1. Inability to remember important aspects of traumatic event(s)

2. Negative beliefs about self, others, or the world

3. Distorted thoughts of blame or responsibility about the traumatic event(s)
4. Persistent negative emotional states

5. Decreased participation in significant activities

6. Feelings detached or cut-off from others

7. Inability to experience positive emotions
Alterations in Arousal (2 needed for diagnosis)

1. Irritable behavior and angry outbursts

2. Reckless or self-destructive behavior

3. Hypervigilance or being overly watchful and on-guard
4. Exaggerated startle response

5. Concentration problems

6. Sleeping disturbance

Notes. DSM-5 criteria differ from DSM-4 criteria in several ways. First, in DSM-5 PTSD is no longer
considered an “anxiety disorder”, but rather it is now a “trauma-related disorder.” Second, DSM-5 expanded
what constitutes a trauma, resulting in broader definition [10; 11]. Criteria related to the need to respond to
the event with fear, helplessness, or horror was eliminated, but now includes: 1) being exposed to the
aftermath of traumatic events; and 2) being informed of the sudden, violent death of a loved one [10;
11]. Finally, the DSM-5 changed the structure of the diagnostic criteria from 3 clusters (i.e., re-experiencing,
avoidance/numbing, and arousal) to 4 clusters (i.e., intrusions, avoidance, negative alterations in cognition
and mood, and alterations in arousal). The new diagnostic criteria include a total of 20 symptoms that are
organized by cluster.
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Figure 2. Safety behavior scores over the course of treatment
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Figure 3. Quality of life and wellbeing scores over the course of treatment

Discussion

The purpose of this article was to provide a primer for using BTAP to treat PTSD in
military veterans. We described the major treatment components, provide case examples,
and preliminary effectiveness data. The preliminary outcomes from these 5 cases are
encouraging and suggest that additional study of the effectiveness of safety behavior
elimination as a treatment for PTSD is merited. All materials are on Open Science
Framework, and thus, available to use in future research.

There are several theoretical reasons that support our preliminary effectiveness of
BTAP for PTSD. First, as conceptualized by Ehlers and Clark [12], PTSD is a disorder
of ongoing threat. It is well established in the research literature that safety behaviors both
preserve and reduce threat. As such, addressing safety behaviors in PTSD is a sound
conceptual fit with etiological models of PTSD development and maintenance. Second,
vigilance is a difficult symptom to address and like worry, often is accompanied with
positive and negative beliefs. A recent PTSD treatment study with veterans found vigilance
(along with sleep) to be the least responsive to existing evidence-based treatments [8]. The
existing treatments for PTSD to not directly target vigilance in the same rigorous way as
BTAP. Indeed, most participants had several preferred vigilance strategies and without
practice identifying and countering them, they would have remained intact, and the
veterans at risk for relapse of symptoms [4]. BTAP is also promising in its simplicity. Most
veterans easily grasp the concept of safety behaviors and bought into the rationale that
reducing/countering safety behaviors would reduce symptoms of PTSD. For example, one
veteran stated “I now have a set of tools for dealing with anxiety and PTSD that I can
continue to use on whatever happens to come up.” This represents buy-in and the
realization that safety behavior reduction is a successful strategy for dealing with anxiety
and trauma in general. Lastly, BTAP is unique in its flexibility, which is likely highly
desirable for trauma survivors. Veterans are given their choice of what safety behaviors to

75


http://www.psyedu.ru/journal/2014/2/index.phtml
http://www.psyedu.ru/journal/2014/2/index.phtml

Goodson J.T,, Haeffel G.J. Treating Posttraumatic Stress T'ydcon [lxnc.T., Xepgpenw [oc. [onc. Jleuenue I[ITCP

Disorder in Combat Veterans: A Guide to Using Behavior y BeTepaHOB 60€eBbIX [IeUCTBUM: PYKOBO/ACTBO
Therapy for Anxiety and PTSD (BTAP) 10 UCI0JIb30BaHUIO MOBEIEHYECKON Tepanuu
Clinical Psychology and Special Education npu TpeBore u [ITCP (BTAP)

2022,vol. 11, no. 2, pp. 63-80. KnnHudyeckas v cnenyaJibHasi IICUXO0JIOTUS

2022.Tom 11. Ne 2. C. 63-80.

address, how to address them, and in what order they should be addressed. This flexibility
likely enhances the therapeutic alliance which is also facilitates positive treatment
outcomes. In fact, one veteran who had not responded to Cognitive Processing Therapy,
stated that this treatment worked for him because: “I didn’t feel [ was being told what I had
to do or think.”

Although the results of this study are promising, the small number of participants is
a limitation. Many treatments are shown to be effective in preliminary phases, but when
the rigors of scientific methodologies are applied, their effectiveness dampens.
Additionally, the study sample was all male and mostly White veterans. This lack of
diversity should be taken into consideration before assuming generalization to more
diverse populations. Likewise, the mean age of the sample was 50 and thus does not speak
to the potential effectiveness with younger participants. However, these results do suggest
that further study of safety behavior elimination to treat PTSD is merited.
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Behavioral activation (BA) is a psychosocial treatment for depression designed to help
patients increase contact with positive and rewarding aspects of daily life. The majority of
BA research has focused on general adults and adolescents. While emerging data suggests
that behavioral treatment is efficacious for depressed, elderly patients, there is little
published guidance on how to adapt behavioral principles to meet the unique needs of an
aging patient population. This article is designed as a primer to move from the empirically
supported treatment to working as an evidence-based practitioner when treating geriatric
patients with depression, providing suggestions for adapting the principles of behavioral
activation to a depressed elderly population. We highlight prototypical situations and
stressors that can present in older age patients who meet the criteria for late-life
depression. We start with general suggestions for case conceptualization in behavioral
activation. We then place a specific emphasis on case conceptualization and treatment
planning for four prototypical psychosocial stressors: retirement, bereavement, physical
pain/medical comorbidities, and caregiver stress. In each section, we emphasize how to
anticipate and intervene around difficulties with activity scheduling and activity
enjoyment.
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[loBenenyeckass aktuBanus (I[TA) — 3TO BHJ ICUXOCOLMAJbHON Tepanuu JAenpeccuy,
npeflHa3HAYeHHbIA [JJI1 TOro, 4YTOObl [OMOYb MallMeHTAM YBEJWYUTb KOHTAKT
C TO3UTHBHBIMH U T0JIE3HbIMU acleKTaMd IOBCeJIHEBHOM »KHU3HU. bBOJIbIIMHCTBO
vccaenoBaHui [1A ObLIM B 1[eJIOM COCPeOTOYEHBI HA B3POC/bIX U MOAPOCTKaX. XOTS1 HOBbIE
JlaHHbIEe CBUJETEJbCTBYIOT O TOM, YTO NIOBeJeHYEeCKOoe JieueHre 3QPEKTUBHO AJIs1 MOXKUJIbIX
NalLMEHTOB C Jielpeccuel, CyllecTBYeT MaJjio ONyOJIMKOBAaHHBIX PEKOMEHJAIMH O TOM,
Kak aJanTUpoBaThb [OBeJEeHYeCKWe TMPUHLMIBI [J5 YAOBJETBOPEHUS] YHUKAJIbHbBIX
NOTPEOHOCTEN MOXKUJIbIX MALMEHTOB. JTa CTAaTbsl SIBJISIETCS PYKOBOJACTBOM /ISl Mepexoza
OT 3MIIUPUYECKU 0OOCHOBAHHOTO JIeYEHUSI K MPAKTUYECKON paboTe MCUXO0JIoTa MpU paboTe
C TOXXWJIBIMH MallMeHTAMH C Jienpeccueil. B cTaTbe Takke NPUBOJSTCA NMPeJJIOKEHHUs T0
aJlanTallMyd MPUHIMIIOB TMOBeJEHYECKOW aKTHBALMHU JJis PabOThl C MOXWUJIbIMH JIIOJABMU
c Jenpeccuer. Mpl ONMCbIBAEM TUINHUYHbIE CUTYyallMd W CTPECCOPbI, KOTOpble MOTYT
NPUCYTCTBOBAThb Yy MalMEHTOB CTapllero BO3pacTa, OTBEYAKIUMX KPUTEPHUSIM JeNpeccCuu
B IMOXWJIOM Bo3pacTe. B Hayaje cTaTbu Mbl NPUBOAUM O0OIlIHMe pPeKOMeHJAlMd I
KOHLENTYyaJIU3alMU Kekca B MOBEeJEeHYEeCKOM aKTHUBalLlMU. 3aTeM Mbl yjelisgseM 0coboe
BHUMaHHE KOHLENTYyaJIM3allMi Keica U MJIAaHUPOBAHUIO JiIeYeHHUSs AJIs1 YeTbIpeX THUIHMYHbIX
MICUXOCOLIMAJIbHBIX CTPECCOPOB: BBIXOJ, HA TMEHCHIO, TshKesjas yTpara, ¢pusnyeckass 060Jib,
COMYyTCTBYIOIIME 3a00JieBaHUS U CTPecC oNeKyHa. B kaxJoM paszesie Mbl ONHCbIBaeM Kak
npeABUJEeTb W YCTPAHATb TPYAHOCTU C TIJIAHUPOBAaHMEM 3aHATUHM U TOJyYeHUEM
YZOBOJIbCTBUSA OT 3aHATHM.

KiiodeBble c/10Ba: NoBe/ieHUeCKas akTUBALUs, TepUaTpUyecKas Jielpeccusi, HoXHUJble JIOAU
C Jlelipeccrel], BbIXO/, Ha IEHCHUIO, TsKeJIasd yTpaTa, XpOHUYecKas 60J1b, CTpecc oneKyHa.

BaarogapHoctu. Mbl xoTesiM O6bl O6JArojapuTh JOKTOpa YuiabsiMa M. MakjoHanbaa 3a
KOMMEHTAapUH K 60J1ee paHHEN BepCHUU 3TOU PYKOIHCH.

Jnsa purtatel: XepweHbepe P., Inacc 0.M. Peanusauus noBeJleHYECKON aKTUBALUU NPHU
repuaTpuueckou JAenpeccuu: PYKOBOACTBO [IeKTpoHHBIK pecypc] // KiauHudeckas
U cneuuanbHas ncuxosiorus. 2022. Tom 11. Ne 2. C. 81-96. DOI: 10.17759/cpse.
2022110205
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The behavioral theory of depression posits that environmental influences and
avoidant behaviors can perpetuate and intensify depressed mood [4]. Behavioral activation
(BA) seeks to help patients increase contact with positive and rewarding aspects of their
daily life. As an empirically supported treatment, BA focuses on identifying contexts that
are reinforcing and, as needed, problem solving barriers to either scheduling or enjoying
activities [23]. Activity scheduling is a cornerstone of behavioral activation and cognitive
behavioral therapy [14].

Though a vast majority of BA research has focused on general adults and, to a lesser
extent, adolescents, examining the applicability of existing behavioral treatments in elderly
patients struggling with depression has been a growing area of focus. In the past several
decades, accumulating research has demonstrated that behavioral activation is efficacious
in treating geriatric depression [7; 14]. Substance Abuse and Mental Health Services
Administration (SAMSHA) has also concluded that behavioral therapy for depressed
elderly patients is an empirically supported treatment [5].

The restriction of daily activities may be a final pathway toward depression in elderly
patients [8]. Some of the most common stressors that elderly patients present with can
impact daily habits and previously engaged in activities. This can be the result of
retirement, changes in physical functioning, becoming a caregiver to a spouse, and/or
bereavement. These life events change the landscape of daily life and may contribute to
a significant level of stress. Fiske and colleagues [8] present a comprehensive model that
weighs different factors that contribute to depression in older adults. Consistent with the
behavioral model, a final common pathway includes a decreased engagement in activities.
The reduction in activities is thought to increase the risk for self-critical cognitions and
avoidance-type behavior. Together, these factors are thought to escalate an individual’s
susceptibility to depressive symptoms [8]. Moreover, evidence suggests that older
depressed patients are more likely to complain of anhedonia than overt sadness [8; 9; 19].
Thus, strategies aimed at improving access to natural sources of joy [18], discovering
meaning [11; 12], and promoting motivated behavior to pursue rewards [4] may be
a recipe for counteracting behavioral and certain environmental factors of depression.

Understanding how to help a patient re-engage with their environment may be
a potent target of intervention, either as a stand-alone intervention or in combination with
pharmacotherapy. Accordingly, psychologists, psychiatrists, and other clinical mental
health workers who treat elderly depressed patients may benefit from understanding the
principles of behavioral activation and how to promote it.

From empirically supported treatment to evidence-based practice. Evidence based
practice considers the research evidence in concert with the therapeutic relationship. It
also takes into consideration the patients’ individual differences, such as their values and
preferences. The elderly patient’s experience, circumstance, and psychosocial and medical
stressors can vary in numerous ways compared to younger patients. Compared to younger
adults, older age individuals are more likely to experience certain types of stressors. This
can include loss of resources related to job loss, changes in relationships, and changes in
physical functioning [10; 15]. The goal of this primer is to encourage the clinician to
consider behavioral activation as a principle of change that can be adapted to the needs of
a variety of depressed elderly patients. To assist the clinician in feeling more comfortable
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with implementing behavioral activation, we provide suggestions about the case
formulation and treatment planning strategies that geriatric depressed patients may be
more likely to experience. We place emphasis on patients who: are having difficulty
adjusting to retirement; have had changes to their interpersonal functioning due to
bereavement or becoming a caregiver; and/or who struggle with chronic pain or other
chronic health conditions. These four categories were chosen as highly representative of
the lived experience of the young-old and the oldest-old [10].

Assessment. Adapting the principles of BA is appropriate for patients who are
experiencing an initial episode of late-life depression or who have long histories of
recurrent or chronic depression.

In addition to symptom-based information collected from the semi-structured
interview and self-report scales, a method of collecting a plethora of relevant information
from your patient is to ask them to walk you through a typical day. You might ask them to
share the mundane details of when they wake up, whether they eat breakfast, who they
see, and whether they leave the house. As they walk you through their weekday and
weekend activities, take note of the following (see Table for a summary).

Table
Quick reference, assessing your patient’s current functioning and preferences

[s there any predictability to their days? Is there an

Structured time established social rhythm?

Do they see others in a typical day? Are they avoiding time or
Social support self-disclosure in existing relationships? Do new
relationships need to be formed?

Will your patient be able to schedule BA activities outside of
their residence independently? What type of assistance will
be needed, and what level of physicality is appropriate and
safe?

Level of independence

How will you teach your patients to self-monitor the
relationship between their mood and activities? Do they have
access to/are they comfortable with a Smartphone, or will it
easier to use a traditional calendar or therapy journal?

Comfort with technology

Comfort with social How comfortable does your patient feel going to public
distancing (pandemic places, and how can you increase their time spent away from
specific) their residence or with other people in a way that feels safe?

Structured time. Is there any predictability to their days? Do they use a calendar or
plan activities in advance? Take note if there are any type of predictable social rhythms,
such as when waking from sleep, eating meals, exercising, socializing, and leaving the
house. Is it highly regimented or, on the opposite end of the spectrum, highly unstructured?
Keep in mind that the retiree and widow(er)will likely present with a lack of structure and
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may need help building more structure; the chronic pain patient will likely need flexibility
regarding when to adapt the structure and plans; and the caregiver will need to work
within the confines of a highly structured and busy schedule.

Social support. Are they socially isolated? Do they feel lonely? Who are their sources
of social support? Have close friends and family passed away? Do they keep their level of
distress private? All four prototypical patients may need to focus on building social
activities. This might involve opening up to existing relationships (e.g., the widower who
does not tell his children how much he is hurting) or creating new relationships (e.g., the
retiree who lost social connectedness when the job ended).

Level of independence. Can your patient independently complete activities of daily
living? Can they drive? Do they live independently or in a care facility? Understanding
functionality will help you keep in mind how to realistically brainstorm and choose
activities to schedule, such as inside and/or outside of their residence.

Comfort with technology. Activity scheduling is the heart of BA. You will want to be
flexible about how to adapt planning and tracking of activities based on what is most
obtainable for them. Will you use pen and paper schedules, a daily to-do list, or an online
calendar? Do they own, and are they comfortable with a smartphone? Work with what feels
most comfortable for them, and do not be afraid to restructure the schedule with a new
format in subsequent weeks. Collaboration is key. Additionally, would they use applications
that might facilitate activation goals, such as ride-sharing company like Lyft, or access
relaxation exercises using the Insight Timer app?

Comfort with social distancing during and after the pandemic. Even with
a vaccine, your older age patient may continue to express hesitation to go to populated
places such as gyms or museums. Validating the patient’s concern and setting goals that
respect their comfort level will be important. For example, you might help your patient to
find a personal trainer via Zoom rather than at a rehabilitation center. Addressing cognitive
distortions, such as catastrophizing, may result in improved social interactions with close
ones who have already been vaccinated. Patients might slowly grow more comfortable
with repeated exposures outside the home, and you can help them with the pacing. Over
time the patient may begin to feel more comfortable with gradually increasing the social
gathering number.

Assessing these broad domains of structured time, social support, level of
independence, comfort with technology, and COVID-19 precautions will inform your
conceptualization. This conceptualization ties into the overarching principle of change: the
identification of the barriers that inhibit your patient from coming into contact with positive
and rewarding aspects of their daily lives. Feedback and suggestions for personalizing
treatment are reviewed in the sections that follow for each of the four prototypical
presentations. More specifically, we will first review critical points tied to case formulation.
Following, we address common barriers that interfere with activity scheduling and activity
enjoyment, with strategies to address those barriers. To appreciate sensitivity to
individuals who are gender-neutral, we will alternate between pronoun identifiers
throughout the article.
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Retirement

Case formulation. Your patient may have fallen into a typical pattern where the lack
of structure was enjoyed initially but eventually became a cause of depression. In that case,
it is important to validate how haphazard days make sense but are also problematic. For
example: “When you first retired, you may have reveled in the lack of structured time. Most
people go through a honeymoon period after retirement. The ability to leisurely choose
what to do and to have laid back days was probably quite enjoyable at first. But you may
have noticed that, while you've continued with this lack of structure, your mood has
simultaneously started to plummet, which brought you to see me. Now, if 'm hearing you
right, time passes by during the day, and you find yourself aimlessly shifting from one
activity to another. You don’t have routine opportunities to experience feelings of being
excited or really engaged in things; and perhaps most importantly, you don’t have many
moments of feeling productive or meaningful. Do you know what I mean? You may have
also noticed that the longer you’ve fallen into this lack of routine, the more your mood has
dropped, and the harder it has become to be more active and get out of that rut. Does that
fit with what you've experienced?”

As you explain the purpose of the intervention, you will want to simultaneously
promote predictable social rhythms as well as the identification of new activities to fill up
free time. You may also want to anticipate that thinking of what to do may feel
overwhelming for the patient or that they simply draw a blank when thinking about what
they would like to do. For example: “The heart of what I want to help you do is,
counterintuitively, bring back structure to your days. It's probably counterintuitive because
part of you likes that you don’t “have” to show up to things now that you are no longer
wedded to a workday. What [ want to hone in on is that your days right now are set up to
keep perpetuating low energy and lack of engagement. This, of course, just worsens your
other symptoms, such as feeling like you're useless, feeling hopeless about your remaining
years, feeling disengaged from those around you, and so on. [ want to spend session time
helping you build back a predictable daily rhythm and give you activities to look forward to
each day so you will have an easier time getting out of bed. Even if you have to coach
yourself to show up at first, it usually ends up being better than expected, and it opens up
new opportunities for connection and excitement. And then it becomes easier and easier to
keep showing up. If you're thinking that you have no idea what to do or what you might
have an interest in — that’s completely ok. In fact, that’s part of our work together. How
does that sound to you?”

Issue that may interfere with activity scheduling: “What do I do?” The prototypical
depressed retiree may agree with the conceptualization and agree with building in more
structure but is unclear about what to do.

A patient may have tried one or two things that they tell you did not go well, or they
may tell you that their spouse and kids told them they just need to do X or Y. In response to
this, they have a long list of “yes, but...” Critically, it is important not to fall into the role of
telling your patient what to do or to generate the list for them, which can perpetuate
reactance. Instead, you can gently guide the patient into the realm of increased curiosity
and use elements of their life that they signify as valuable in a brainstorming roadmap. To
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that end, one main strategy to counteract this issue is to begin with values exploration
using a Values Inventory and use values as the roadmap of your therapy.

Begin by explaining what values are and how values are different than goals. For
example: “Values are your overarching principles for how you want to be as a person,
whereas goals are the items you check off a to-do list. For example, up until retirement,
a top value may have been to be a trustworthy and hardworking employee. The actions you
did to live consistent with that value were to show up to work on time, to communicate
with your co-workers, and so on.”

A critical point is that the top values you focus on naturally shift and change
throughout the lifespan. “For the past four decades, your top priorities were work and
raising a family. And now your kids are older, and you are retired. That’s a really big shift,
which may have brought with it a sense of loss. There is also opportunity inherent in this
change. In addition to having a space to discuss the sense of loss you feel, I want us to
spend time figuring out what you want your life to be about in the remaining years of your
life. We can honor the loss while also seeing the change as an opportunity.” The language of
values thus provides a context to address this role change. After encouraging the patient to
work on a values inventory at home, the next session can be spent reviewing the areas that
used to be focal, what was meaningful about that to them (i.e, honoring the
accomplishment and sense of loss), and what areas have long been neglected. Additionally,
it will be useful to identify the areas they imagine themselves focusing on that might be
part of the well-being recipe. For example, physical health, emotional health, relationships
with grandchildren, spirituality, community, or lifelong learning may be areas that would
benefit from more investment.

A second critical point is not to make assumptions about what would be good for the
patient. Patients will often be told by family and friends that they should engage in
“volunteer work” and often have very different agendas for their own retirement. You may
likewise be tempted to say — “why don’t you do volunteer work?” or your patient may
vocalize what he thinks he “should” be doing with his time. Research shows that there is
a relationship between personal engagement in volunteering and well-being [16].
Therefore, if your patient is only showing up because it is a “should,” data suggests the
benefit will be undermined. “I also want to be clear I don’t want to focus on the “shoulds.”
This inventory is a chance to look at yourself and say, ‘What are the areas that actually
matter to me? What would give me a reason to get out of bed in the morning? What will be
my guiding principles for how to spend my time?””

In sum, a values inventory is an exercise that can produce rich conversation. Generate
what matters to your patient and what areas have long been neglected. For the areas that
matter, determine how much time they are actually spending engaged in values that they
consider priorities. Try to pick up to three top areas for goal setting, which serves as your
guide for helping them pick concrete activities to schedule into their daily life, which will
increase structure and accountability.

Issue that may interfere with enjoying the activity: Relying on previous
expectations of accomplishment. The prototypical depressed retiree may set goals that
seem realistic at first glance. But when you review progress in subsequent sessions, she
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may be maintaining a dysphoric mood when you hear that she is engaging in self-critical
thinking for not getting as much done as she wanted. It may be noticed that he is focusing
on all that he still has to do rather than what he did do; or she may be fixating on her low
levels of energy that interfere with what she planned to accomplish.

A theme related to these topics that can be discussed with the patient are the
expectations he has for himself. What are normative changes related to aging that he may
need to accommodate? You may help him realize that his speed is different than it used to
be, he may be less able to multi-task, or he may need to give himself permission to
challenge his work ethic and prioritize activities that provide enjoyment. If there is
a particular time of day the patient gets more fatigued, you may want to help him
incorporate that into his overall scheduling strategy. For example, if there is typically
a 2:00 PM dip in energy, this may not be the best time for him to complete his taxes.
However, it may be a good time to take a neighborhood stroll or listen to a meditation
exercise. Plan around diurnal variation in mood; for example, if mornings are the hardest,
try to schedule in an activity where there is social accountability for late mornings so that
he gets out of bed and dressed at an appropriate time. Finally, keep in mind how your
patient is defining his metric of success. If he compares himself to what he used to be
capable of, or if he is focusing on all that he still wants or needs to do, then he will be caught
in a negative vicious cycle. Help him frame success based on what choice he made and his
level of engagement in whatever task he set out to do. Making progress on a values-
consistent area will be more sustainable and reinforcing.

In summary, the retired patient may be caught in a habit of haphazard days that fuel
depression. She may resist the idea of structure at first because she spent decades looking
forward to a lack of structure. Stabilizing her social rhythms will help to counteract
biological components of depression. Helping her have accountability to show up to things
that matter will help counteract psychological components of depression. It will also
increase her self-confidence, motivation, and pleasure while decreasing rumination.
Encourage her to be in the driver’s seat, metaphorically speaking, of what to do.
Acknowledging loss that is part of this new life stage is important. Defining success in
terms of the active choice to do — rather than how much was done — can be an element
that leads to improved mood.

Bereavement of the Spouse/Long-Term Romantic Partner

Case formulation. Bereavement, including persistent complex bereavement disorder
(PCBD), may occur when individuals suffer from prolonged grief that continues to cause
dysfunction and distress in their own lives [3]. If your patient does not meet the criteria for
a complicated bereavement, there may still be subtle patterns of avoidance that undermine
their confidence, which contributes to the ongoing dysphoric and anxious mood.

One productive exercise in treatment, prior to activity scheduling, may be to review
the 15-item Grief-Related Questionnaire (GRAQ) [20]. Reviewing the items can be
a practical and interactive way to ask your patient if she avoids some of the most common
stimuli, such as talking about the loved one, specific activities inside or outside the home,
and/or looking at photographs. Sharing the list with her and asking which items are
relevant may identify behaviors that contribute to her sense of distress. This conversation
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can then be used as a guide for activity scheduling. Indeed, in addition to helping the
patient identify activities that would bring her a sense of joy, peace, accomplishment, or
other positive emotions, you may consider working with her to identify grief-related
activities that have been avoided [1]. The avoidance behavior may be directly linked to
a sense of fear that she would not be able to cope with the distress arising from the activity.

Issue that may interfere with activity scheduling: Avoiding because it feels too
painful. After having your patient generate a list of what they avoid, have them use their
past experiences as a guide. Have there been small steps you have already taken that you feel
good about or that went better than expected? There are usually several “firsts” that they
have already done that were a successful experience, such as: the first time back at their
place of worship, the first birthday of the loved one, or the first closet they cleaned out.
With a calm and open-ended style, ask them what was helpful when engaging in that
challenging activity. Also, try to see if you can elicit some grief-related activities that have
become easier to face over time.

Consider a rating scale as you apply that rationale to the new activities they
generated. Even if you do not use numerical ratings (e.g., 0-10 or 0-100), it could be
helpful to conceptualize and appreciate the fact that some activities will feel more daunting
than others. Consider having the patient generate what they want to try first and the pace
at which they would like to attempt it. Ideally, the patient should be setting the goal. The
therapist should be able to provide genuine confidence that they will be able to cope with
their feelings when confronted with it.

You may learn that your patient avoids sitting still or being home alone. In this
situation, the patient will benefit from the therapist’s assistance with scheduling time to sit
still. Ask her if she is afraid of the quiet and if she has lost the willingness to sit with herself.
You may want to have her do an imaginal rehearsal in session in which she talks through
and imagines herself in her house alone, where urges to distract are noticed. She can learn
to coach herself through this therapeutic target and hopefully gain an increased sense of
peace.

Take note of the extent to which the patient has or draws upon sources of social
support. For example, your patient may not want to discuss how much she misses her
husband to her children because she is afraid it will upset them too much. A consequence of
keeping her grief private is that it contributes to further withdrawal and a sense of
alienation, which further exacerbates symptoms of depression. It can be helpful to think of
reminiscing as an activity scheduling goal. Sharing fond memories of a loved one with
others who also loved the person may be an appropriate therapeutic target. You may even
give them permission to externalize the rationale, e.g., Blame it on me — tell your kids Dr. X
thought it would be good for you to talk about your dad. The patient might be encouraged to
take out old photo albums and tell stories or to ask her friends or family members to tell
her some of their favorite stories with the deceased. Multiple forms of communication are
encouraged, including in person, by phone, and, if relevant, by e-mail or chat.

Issue that may interfere with enjoying the activity: too busy worrying. There are
generally new responsibilities that fall on the surviving spouse. If his partner was the one
to generally manage the finances, then paying monthly bills may become a source of stress.
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If his partner was the one to generally manage the home, then cooking, doing laundry, or
grocery shopping may be a source of stress. Learning to take on new roles in the grieving
process may become overwhelming due to a general sense of loss of control as well as
potential skills deficits.

Worries can undermine BA. For example, imagine that your patient is driving on
a sunny day to go shopping, but all he can think of is whether he forgot to pay the credit
card bill. Accordingly, strategies to identify sources of worry can be beneficial.

For example, “worry time” may be incorporated into your patient’s schedule. Have
your patient dedicate 20 minutes per day to writing about her feelings, particularly her
stressors and concerns. When she brings the worry time journal to session, you can teach
her to identify action items, which are topics she can do something about to decrease the
likelihood of the feared outcome from happening. Action items become new items to
schedule, consistent with the BA model. As weeks progress, worry time can transition into
more broadly conceptualized journal time. In addition to the action items, this time
allocation can be used to acknowledge a vulnerability of what feels distressing and
uncertain, which is often tied to a sense of losing control.

The bereaved spouse may engage in subtle forms of cognitive, behavioral, or
emotional avoidance that, if left undetected, can undermine the benefit of increasing
pleasurable and values-driven activities. For example, despite getting out to the gym or
going to a movie with a friend, they may be returning home every night to their husband’s
office that looks like it did the day he passed; or they may be sleeping in a separate
bedroom, afraid to return to the marital bed. These are avoidance behaviors that are not
likely to come up in session unless directly probed for by the therapist. Opening
a compassionate discussion about ways in which they may be avoiding certain reminders
of the loved one can help to identify new “firsts,” which may occur while working on other
activities that promote mastery. Providing additional strategies to manage worry, such as
mindfulness, can help the patient feel more comfortable in the present moment when
stressful or pleasurable experiences arise [2]. This may eventually allow for an improved
sense of control.

Dealing with Medical Comorbidities

Case formulation. Your patient may feel helpless in regard to his physical health
condition. “It sounds like you are afraid of when [the condition] will flare up, or you know if
you work too hard it will flare up, so you’ve found it’s easiest to stay in that recliner. You
may be embarrassed of symptoms acting up or embarrassed of the new support you need.
So it’s easier to stay home than explain yourself. You may think it is also easier to just suffer
instead of having people feel sorry for you. But as you know, when you are home, you lose
the opportunity to have fun and to feel engaged. Over time, your illness has started to
define you. The more time you are home in that chair, the more you fuel false beliefs about
how useless you are and how unlikely things are to change. Does that sound like it fits what
you've been going through?”

This patient may have a black and white mentality of “do nothing” or “do everything,”
which has led him to learn that inactivity decreases physical discomfort even if the cost has

90


http://www.psyedu.ru/journal/2014/2/index.phtml
http://www.psyedu.ru/journal/2014/2/index.phtml
http://www.psyedu.ru/journal/2014/2/index.phtml
http://www.psyedu.ru/journal/2014/2/index.phtml

Hershenberg R., Glass O.M. Xepwenbepe P., I'nacc O.M.

Implementing Behavioral Activation Peanusanus nopeJjeHYeCKOM aKTUBALIUKY IPU
in Geriatric Depression: A Primer repuaTpU4eCcKou lenpeccuu: pyKoBOACTBO
Clinical Psychology and Special Education KnvHuveckas v cnenyasibHasi ICUX0JIOTUS
2022, vol. 11, no. 2, pp. 81-96. 2022.Tom 11. Ne 2. C. 81-96.

been increased depression. In behavioral terms, inactivity is negatively reinforced because
it removes physical pain in the short-term. Consistent with a CBT framework for chronic
pain [6], the heart of BA with this patient will be to flexibly choose how to implement their
goal activities.

Issue that may interfere with activity scheduling: Rigidity in scheduling. The
major task of helping a patient with his BA goals is to encourage him to listen to his body
and find a middle path between complete inactivity (e.g., sitting on the recliner and
watching TV) and completing the initial goal 100%.

You could try starting with a values inventory, as discussed above. Try to identify
valued areas that range in level of physical activity. For example, taking care of physical
health can mean going to a swimming class (highly physical), but it can also mean doing
a relaxation exercise (less physical). Likewise, intellectual curiosity might be stimulated by
attending a lifelong learning class (more active if in person, less active if via Zoom). It can
also be met by listening to a book on tape or a podcast (less activity and interaction
required). Having a wide understanding of how a value might become enacted will assist
with flexibility in scheduling.

One straightforward strategy that fits well with BA is to help your patient develop
decision trees. For example:

If  wake up without pain (e.g., 4 or less on my 0-10 rating), plan A is to go to swimming
class.

If I wake up in pain (e.g., higher than 5), plan B is to still focus on physical health, but I'll
do a progressive muscle relaxation exercise instead. Or I can focus on my other valued area of
relationships and call two of my friends and ask them how they are feeling.

As the day goes on, I will listen to my body and try to take a walk around the block (aim
for 1 PM). I'll start with 5 minutes and either come back or walk a little further, depending on
how I feel.

Finally, it is generally helpful to teach and have your patient schedule in a range of
relaxation techniques, including progressive muscle relaxation and deep breathing [22].
Not only can these strategies provide physical relief, but they can also help patients
experience more control over their illness. Notably, engaging in active behaviors to
improve physical health, such as self-compassion, is associated with reduced secretion of
cortisol [13].

Issue that may interfere with activity enjoyment: Viewing lack of follow through
as a failure. Consistent with the idea of being flexible in what to do, a priority should be to
encourage your patient with being flexible in how he evaluates that choice. Model to your
patient in how to celebrate the process more than the outcome. For example, evaluate if
and how he worked through a decision tree and if he made a decision that took care of his
body and his mind. “Your status quo has been at 0% sitting in the recliner, arguably doing
nothing. But to be a success, we don’t need you to do 100% goal completion either. The
reality is that, depending on the day, you are going to be at different places on that
spectrum. From my vantage point, success means you worked through a decision tree,
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made an intentional choice, and chose to spend your time doing something that was
actively consistent with your values. Even if it wasn’t highly physical in nature that is ok.
Success is in the active choice, regardless of which activity on the spectrum it ends up
being.” He can get a positive affect boost from the lower energy activity by seeing that he is
making choices on how to best take care of his body.

The patient facing chronic pain or illness may have learned that being too active
makes the condition flair up, which, over time, has resulted in a passivity to the illness and
a limited repertoire of behaviors. Like the retiree, you can help the patient identify core
values she wants to live by. Action can be taken consistent with those values each day.
Consider promoting inner awareness, where she listens to his body and then makes an
active choice to do something while respecting her physical limitations. Defining success as
being connected to the intentional choice, rather than what or how much was done, can be
a contributing factor to an improved mood.

Caregiver Burnout

Case formulation. For your patient whose primary role has become that of
a caregiver, including, for example, for a spouse or a grown child, her time is likely pre-
determined and highly structured. Days may be organized around giving medications,
assisting with ADLs, and traveling to doctor’s appointments. Therefore, you may quickly
rupture a therapeutic alliance if you merely suggest that she needs to schedule in activities
that bring her mastery and pleasure without nuance to the constraints she is working
under, both psychological and practical.

“On the one hand, you love this person very much, and doing what you can to be there
for them is clearly consistent with your values and brings meaning to your life. If I'm
hearing you right, you wouldn’t have it any other way. At the same time, you're human. It's
natural to feel depleted. Your days may be all about completing tasks and none about
pleasure — which was probably ok for a while but seems to be starting to take its toll. It
sounds like that’s what brought you through these doors to this visit. I wonder if you and
I could work together to help figure out how best to take care of you — respecting
completely that your number one job right now is supporting your loved one. How does
that sound?”

Issue that may interfere with activity scheduling: Cannot find the time. You might
take a self-care approach with your patient. Self-care can be conceptualized as taking care
of your body and mind in small moments throughout the day. Main areas include but are
not limited to sleeping, eating, exercising, and replacing drugs and alcohol with relaxation.
You might check in with your patient to see which of these areas she is doing well in, which
feel out of balance, and which she feels are critical to helping her feel more emotionally
balanced. Your patient may have gotten into a habit of drinking more than is typical to help
her relax at night; she may have given up on exercising; or she may have gotten into the
habit of picking up fast food on the way home from appointments.

These are areas that you can jointly conceptualize as the non-negotiables. In other
words, there could be a short list of activities you encourage your patient to turn into daily
habits that, consequently, are less likely to be procrastinated. Second, you can encourage
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creativity in how those non-negotiables are scheduled in, keeping in mind that the total
length of time may be much less important than making an intentional choice to nourish
oneself for any length of time. For example, a daily practice of relaxation might be
dedicating her first 10 minutes of the morning to a deep breathing exercise or mindful
stretching, rather than ruminating about how tired she feels. The daily shower might
become an opportunity to purchase some special bath products or for singing her heart out
to the radio. The idea is to help your patient create nourishing rituals that tap into her own
resilience. Secondary benefits include replacing mindless time, which typically fuels
rumination or worry, with present-focused time that promotes positive emotions. It will
also allow the patient to engage in strategies that are inherently anti-depressant, such as
exercise or relaxation.

Issue that may interfere with enjoying: Feeling guilty that you need “you” time in
the first place. Your patient likely expresses ambivalence in the interview or seemingly
engages in contradictory statements that are simply reflections of that ambivalence. She is
starting to identify that she is overwhelmed, and the depressive symptoms are escalating.
This patient may have a hard time acknowledging that she has limitations, and she may
experience negative emotions by admitting to you (and to herself) that she has needs that
are not being met. Thus, activities designed to bring her into the present moment, with
a focus on improving the body and mind connection, may be undermined by further
ruminations.

Encouraging your patient to seek social support can be a scheduled activity that
serves as an antidote to the unrealistic expectations she is carrying about herself. One
option is going to support groups. The National Institute of Aging recommends joining
caregiver support groups, either in the community or online [17; 21], which can be a place
to express what feels like socially undesirable thoughts and feelings. This simultaneously
reduces isolation and provides an opportunity to exchange resources and other practical
strategies. The cognitive restructuring takes place from the stories they hear and the
exchanges they have. For some, this can be more compelling than having those thoughts
reframed in an individual therapy session. Beyond support groups, generally encouraging
the patient to maintain other meaningful relationships and scheduling time to catch up or
participate in a shared activity can also provide critical relief. This should ultimately help
the patient tap into other roles and aspects of themselves that they have not had a chance
to focus on. These social activities are likely to be very potent in increasing momentary
positive affect and decreasing feelings of loneliness. Reviewing the relationship between
activities, behavior, and mood in session may be the data that the patient needs to see that
they are indeed a better caregiver when more life balance is incorporated into the
schedule.

The patient in the caregiver role may experience conflicting emotions. On the one
hand, they are seeking treatment, so in part, they know that the situation, as is, is not
tenable. At the same time, they may feel guilty acknowledging their needs and are
frustrated with themselves for not being “stronger.” Work with the patient to pick moments
throughout the day in which they nourish themselves. Encourage them to focus on areas of
self-care that may be physiologically and psychologically anti-depressant. Encourage social
interactions, either formally in a support group or informally with friends or other family,
where they get to occupy other roles. This will allow the patient to tap into other aspects of
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themselves that have been dormant. As they accumulate positive feedback from their
experiences, ask them to explain how these activities impact their mood. Then inquire
about how this may positively affect the caregiving relationship.

Conclusion

Beyond its applicability as an empirically supported treatment, BA is a principle of
change. This article was designed as a primer to move from the empirically supported
treatment to working as an evidence-based practitioner when treating geriatric patients
with depression. It can be challenging to encourage patients to experience positive and
rewarding aspects of their daily life when there are barriers, life changes, and stressors.
This article is meant to highlight prototypical situations and stressors that can present in
older age patients who meet the criteria for late-life depression.
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Depression is one of the most common, disabling, and lethal (e.g., suicide) forms of
psychopathology. Nearly 300 million people struggle with depression worldwide, and it is
the leading cause of disability for people ages 15-44. Unfortunately, most people with
depression do not receive the treatment they need. There is limited access to mental health
services, and when services are available, the treatments used tend to have limited
scientific support. This is because many mental health professionals are not trained in
empirically supported treatments, are ambivalent about the role of science in clinical
practice, and have limited access to scientific research (e.g., journal paywalls). The purpose
of this special issue article is to provide a free and easy to use primer on Cognitive
Behavioral Therapy (CBT) for depression. CBT is the most studied form of psychotherapy,
has a strong theoretical basis, can be implemented by therapists of varying experience
levels, and is as effective or more effective than existing treatments, including medication.
CBT may not work for every client, but it is the best place to start. In this article, we
discuss: a) why CBT should be the first-line treatment for depression, b) the theoretical
basis of CBT for depression, and c) a basic overview of how to administer 12 sessions of
CBT for depression. We also provide a reading list and supplemental open-access materials
(e.g., a cognitive skills workbook]) for further education.

Keywords: CBT, depression, treatment, cognitive vulnerability, cognitive therapy, behavior
therapy.
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Jenpeccusi ABAseTcs OJHOW K3 HauboJiee pacHpOCTPaHEHHbIX [1e33JalTHPYIOLUX
CcMepTesIbHBIX (HanpuMep, caMoy6uiicTBo) ¢opM ncuxonatosioruu. [loutn 300 MULIMOHOB
4yeJIOBEK BO BCeM MHpe OOpIOTCA C Jlenpecched, U OHa SIBJISIETC OCHOBHOM MPUYUHOUN
Bo3HMKHOBeHUs1 OB3 cpenu stofeit B Bo3pacte 15-44 jset. K coxxaseHuto, 60JIbIIMHCTBO
JIOled, CTpaJlaloliuX OT Jelpeccdy, He IMOoJIydyaloT HeobxoauMoro JjedeHus. Jloctyn
K yclayraM B 006J1aCTH NICUXMYECKOTO 3/10pOBbsl OIpaHMYeH, a KOIja YCIyru JOCTYIHBI,
WCIIOJIb3yeMble METO/Ibl JIeYeHUS], KaK MTPaBUJI0, UMEIOT OTPAaHUYEHHYI0 HAYUYHYIO OAAEPXKKY.
JTO CBSA3aHO C TeM, YTO MHOTHEe CHEeLUAJUCTbl B 00JIACTH MCUXUYECKOTO 3/0pOBbsl He
00y4eHbl 3MIUPUYECKU MOATBEPXKAEHHBIM METOJIAaM JIeUeHHUs, HEOJJHO3HAYHO OTHOCSTCS
K pOJIM HayKHd B KJIHWHWYECKOW NpPAaKTHKe W HMMEKT OrPaHUYEHHbINM JOCTYN K HAy4YHbIM
HccaeJoBaHUAM (HampuMep, K IUIATHBIM Hay4YHbIM >KypHasiaM). llesib JaHHOW CTaTbu
B CIleIMaJIbHOM BbIMYCKE — MPEAOCTaBUTh OECIIaTHOE M MIPOCTOE B HCIOJb30BAaHUU
PYKOBOACTBO IO KOTHUTUBHO-NoOBeaeHYyeckod Tepanuu (KIIT) npu penpeccun. KIIT
ABJIIETCS HauboJiee U3y4YeHHOU (GOpMOM NMCUXOTepanuy, UMeeT NMPOYHYI0 TeOpeTUYECKYIO
OCHOBY, MOKET MPUMEHSIThCS TepaneBTaMU C Pa3/IMYHbIM YPOBHEM ONBITA U SIBJSIETCS CTOJIb
ke 3¢ PeKTUBHBIM WM 6osiee 3PPEKTUBHBIM, YEM CYIIECTBYIOIHE aJIbTEPHATHBHbIE METO/IbI
JieyeHwus], BKJIo4as MeJrKkaMeHTo3Hoe JiedeHue. KIIT MoxeT nogoNTH He KaXKI0MY KJIUEHTY,
HO C Hee JIy4llle HAUUHaAThb. B 3TOM cTaTbe Mbl paccMoTpuM: a) nodemy KIIT gomkHa 6bITh
Tepanueil MepBOM JIMHUMU NPHU JiedeHUHU Jenpeccud, 6) TeopeTudeckre ocHoBbl KIIT mpu
Jlenpeccuu U B) o61ui 0630p TOro, kak npoBoauTb 12 ceancoB KIIT npu aenpeccuu. Mol
TaKKe NPUBOJ MM CIUCOK JIMTEPATYPHI U I0NOJIHUTE/IbHbIE MaTepHUasibl B OTKPbITOM JIOCTyIe
(Hanmpumep, yueb6HOe Mocobue M0 KOTHUTUBHBIM HaBbIKaM) /151 Ja/IbHENILero 00y4eHusl.

Kiaw4deBble cJoBa: KOTHUTHUBHO-IIOBEAEHYECKAaAd Tepamnud, Aenpeccud, JiedeHue,
KOTHUTHUBHAA YA3BUMOCTb, KOTHUTHBHAA TepaAlud, IoBeJeH4YeCKad Tepanud.
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BsiarogapHocTH. ABTOpBI 6J1aroapsT JIMLEH3UPOBAHHOTO KJIMHHUYECKOTO COILHaJIbHOTO
pabotHuka /xenHudep 'y1coH 3a nojie3Hble KOMMEHTapHUH.

Ana purtartel: Jloyaop K.3., I'yocon A.T., Xedpdenv [ /Joc. KOTHUTUBHO-IOBeAEHYECKAS
Tepamnusi lepecCuu: pyKOBOACTBO [J/1eKTPOHHBIN pecypc] // KnuHuveckas u clienjanbHas
ncuxoJsiorust. 2022. Tom 11. Ne 2. C.97-107. DOI: 10.17759/cpse.2022110206

Depression is one of the most common, disabling, and lethal (e.g., suicide) forms of
psychopathology [13; 24]. Nearly 300 million people struggle with depression worldwide,
and it is the leading cause of disability for people ages 15-44 [25]. Unfortunately, most
people with depression do not receive the treatment they need [13; 14]. There are several
reasons for the treatment gap, including poor case identification and limited access to
mental health services. Further, when services are available, the treatments offered are
typically not supported by scientific evidence [2; 8]. Many mental health professionals are
not trained in empirically supported treatments (e.g., due to weak graduate program
accreditation standards and/or a lack of national licensing requirements) and are skeptical
about their usefulness [2]. This is a problem because, on average, empirically supported
treatments are more effective than non-empirically supported treatments and thus, may
decrease suffering and save patients money (that would have been used on sub-optimal
treatment strategies). This does not mean that empirically supported treatments are
always successful or that they will work for everyone; but, given a choice between
a treatment that helps 50% of people on average versus a treatment that helps 20% of
people on average, which option would you prefer?

The purpose of this article is to provide a free and easy to use primer on one
empirically supported treatment for depression — Cognitive Behavioral Therapy (CBT). We
discuss why CBT should be the first-line treatment for depression, provide a basic
overview of the theoretical foundation of the treatment and how to conduct it, link to an
open access workbook [11; https://osf.io/7ekz8/] that can supplement in-person therapy,
and provide a reading list for further education (see Table).

Why Choose Cognitive Behavioral Therapy (CBT)?

There are a number of empirically supported treatments for depression, including
CBT, cognitive therapy, behavior therapy, interpersonal therapy, and medication. Given
these options, why choose CBT? as the initial treatment? The first reason is that CBT is the
most studied form of psychotherapy [4; 15]; there are hundreds of studies testing the
efficacy of CBT, and this work consistently finds that CBT for depression is as effective, or
more effective, as all other therapies [e.g., 15]. Second, CBT is based on a well-articulated
and empirically supported theory of cognition and depression [1; 3]. Third, research shows
that the scientific results (from randomized controlled trials) generalize to real-world
practice [21; 23]. Finally, many of the basic treatment strategies used in CBT for depression
can also be applied to other forms of psychopathology (e.g., anxiety disorders).

3 We define “CBT” as a treatment protocol that combines cognitive and behavioral techniques to try to alter
maladaptive thinking patters (e.g., cognitive vulnerability; Lorenzo-Luaces and colleagues, 2016).
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That said, even the best treatments do not work for everyone. The primary argument
for using CBT is one of probabilities. The question to ask is — given a person with
depression, which treatment gives him or her the greatest probability of getting better
right now? In other words, if you had to “bet” on a treatment working, which treatment
would you pick? Our answer is CBT because it has the greatest level of empirical support, is
as effective as all other treatments, including medication [12], and is derived from basic
cognitive research on appraisal and attribution theory. CBT gives a patient their greatest
initial probability for improvement. If CBT does not work, which may very well be the case
[16], then it is time to try another empirically supported treatment.

Theoretical Background

Arguably, the most consistent and robust predictor of depression is major life stress
[18]. Upwards of 80% of people with depression report experiencing a major life stressor
prior to the start of their depressive episode [17]. However, most people who experience
a major stressor will not develop depression. Thus, given the same stressful life event, why
is it that one person will develop depression and another will not? According to the
cognitive theories of depression [1; 3], the answer to this question depends on whether or
not the person possesses a cognitive vulnerability.

Cognitive vulnerability refers to the tendency of a person to generate overly negative
inferences about the cause, consequences, and self-worth implications of stressful life
events. Specifically, when faced with a stressful life event, an individual who has a cognitive
vulnerability is likely to: (a) attribute the event to stable and global causes; (b) view the
event as likely to lead to other negative consequences; and (c) construe the event as
implying that he or she is unworthy or a failure. Individuals who generate these negative
inferences are hypothesized to be at heightened risk for depression. There is strong
empirical support for the cognitive vulnerability hypothesis as research has consistently
shown that those who report high levels of cognitive vulnerability are at greater risk for
developing depressive symptoms and depressive disorders during times of stress than
those who generate more adaptive inferences (i.e., exhibit low levels of cognitive
vulnerability [9; 19]). Given this empirical work, it is not surprising that many treatments
for depression are focused on changing cognitive vulnerability. The gold standard of which
is CBT [15].

Treatment Basics

CBT is a collaborative, structured, and goal-oriented therapy that can be conducted
individually or in groups. It uses both cognitive and behavioral strategies to change
cognitive vulnerability and other maladaptive thinking patterns. Treatment typically
consists of 12-20 hour-long sessions, but there is no strict limit on the number of sessions.
Research suggests that twice-weekly sessions may be more effective than once-weekly
sessions [6]. Further, when CBT is effective, large and sustainable treatment gains are often
reported as early as the fifth session [16; 22].

The overarching goal of the treatment is for the client to understand how one’s
thoughts influence one’s mood. The client then learns specific strategies to change the
negative patterns of thinking that maintain their depression (a process called “cognitive
restructuring”). Throughout therapy, four points should be kept in mind:
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1) CBT is not “positive thinking” therapy; the purpose is to teach the client more
“realistic” thinking. It is not about turning lemons into lemonade but rather recognizing
that the lemons may not be quite as terrible as believed;

2) CBT should be carried out within the context of a strong collaborative working
alliance (which is necessary, but not sufficient, for successful treatment);

3) homework is a fundamental component of CBT. According to Dr. Judith Beck
[5, p- 1], “We tell our patients that it is not enough to come to therapy and talk for 50
minutes a week. The way to get better is to make small changes in their thinking and
behavior every day”;

4) therapists should administer measures of depressive symptoms (e.g.,
Patient Health Questionnaire (https://www.hrsa.gov/behavioral-health/patient-health-
questionnaire-phqg-screeners) or Beck Depression Inventory) weekly to track patient
progress as symptom monitoring (by patient and clinician) improves therapy outcomes [7].
Therapists should also routinely evaluate suicidal risk and substance use.

Session 1: Intake Interview

The first session is dedicated to proper diagnosis, case conceptualization, and
establishing rapport. We recommend the therapist use a structured interview such as the
Structured Clinical Interview for DSM Diagnoses (SCID) for diagnostic purposes as it
reduces bias and increases reliability [20]. We acknowledge that conducting a full SCID is
not feasible given time constraints, so the therapist should administer the sections that
apply to the client (e.g., the most likely diagnoses). The therapist should also evaluate
suicidal risk, psychosocial history, and medical history.

Session 2: Socialization to Treatment

The second session is dedicated to a review of the diagnosis, socialization to treatment,
and treatment goals. The client is informed of their diagnosis of Major Depressive Disorder
(or other depressive disorder) and that it can be treated with a gold standard intervention
called Cognitive Behavioral Therapy (CBT for short). The therapist should try to instill hope
that therapy will be successful. The therapist should also highlight the collaborative nature of
the treatment and the use of homework (also called “action plans”) between sessions [26].

The client is then taught the general cognitive model (see Figure). Specifically, the client
learns to differentiate thoughts and moods. They are then taught that when negative thoughts
are changed, then negative moods, behaviors, and even neurochemistry and brain activation
patterns also change. Finally, the therapist and client create a list of treatment goals.

Sessions 3-10: Cognitive Restructuring, Experiments, and Behavioral Activation

The majority of sessions are focused on changing negative patterns of thinking. As
a reminder, clients should always complete a symptom measure at the start of each session.
Further, each session should begin by creating an agenda that includes a discussion of
events since the last session, a review of homework, goal(s) for the current session, and
skill acquisition.
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Clients first learn to identify and rate their moods. As clients become adept at
monitoring their moods, they are then taught to identify the negative automatic thoughts
that precede and accompany depressed moods. These negative cognitions become the
target for cognitive restructuring. Throughout this learning process, clients also may begin
to identify situational factors that affect their moods (e.g., depression is worst in the
morning).

Cognitive restructuring is a deliberate and effortful process by which clients evaluate
and challenge the veracity of their negative thoughts. It is typically accomplished with
Socratic-style questioning from the therapist (e.g., would your friend agree with that?) as
well as the use of thought and behavior experiments. Perhaps the most common technique
is for the client to serve as a “judge” for their thoughts; they write down the evidence “for”
and “against” negative thoughts using a thought record worksheet. After considering all the
evidence, they then try to generate more realistic or less extreme cognitive responses.
These skills are practiced both in-session and outside of session via homework. Behavioral
experiments are also used to test the accuracy of negative thoughts and beliefs. For
example, a client may have thought, “no one wants to spend time with me.” The client could
then test this thought by asking a friend to get coffee. It may be helpful to think about
cognitive restructuring as learning a second language [10]; both take time, practice, and
overcoming highly engrained patterns of thinking.

In addition to cognitive restructuring, clients should engage in behavioral activation.
For example, it is useful to create a weekly activity schedule to increase goal-directed
behaviors (e.g., go for a 15-minute walk or visit a friend). It is important to pursue activities
from which the client not only derives pleasure but also can experience a sense of
accomplishment. Thus, small attainable activities should be the focus.

Negative

Thoughts Depression

Cognitive

Vulnerability

Figure. Basic Cognitive Model of Depression

Sessions 11-12: Consolidating Treatment Gains and Relapse Prevention

The final sessions are dedicated to consolidating the skills the client has learned. The
patient should be well versed in the cognitive model of depression, competent at
identifying automatic thoughts, cognitive restructuring, and behavioral activation. The
patient should continue to do homework and practice their cognitive skills while both the
client and therapist try to anticipate challenges that may arise after therapy termination.
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Materials for Further Education

Cognitive Skills Workbook. We created a cognitive skills workbook that can
supplement in-person CBT [11]. It can be downloaded here: https://osf.io/7ekz8/. This
workbook provides psychoeducational activities (e.g., thought records) that can be used in
sessions or as homework. This is not meant to be a standalone intervention, and its efficacy
was only tested in relatively healthy American college students [11].

Reading List
Table

Articles that provide more in-depth analyses of CBT,
including how to conduct it and its efficacy

Manuals and Guides

Beck, ].S. (2011, November 17). The How and Why of Cognitive Behavior Therapy.
https://www.huffpost.com/entry/the-how-and-why-of-cognit_b_628131

Beck, ].S. (2011, November 17). Cognitive Behavior Therapy: Myths and Reality.
https://www.huffpost.com/entry/cognitive-behavior-therap_b_638396

Leahy, R.L,, Holland, S.J. F., & McGinn, L.K. (2012). Treatment Plans and Interventions
for Depression and Anxiety Disorders (2nd ed.). New York, NY: The Guilford Press.

Padesky, C.A. (2020). The Clinician's Guide to CBT Using Mind Over Mood.
New York, NY: The Guilford Press.

The Psych Show. (2019, January 22). 5 signs you're getting bad cognitive behavioral
therapy [Video]. YouTube. URL: https://www.youtube.com/watch?v=jqctZgdWtok

Young, J.E., Rygh, ].L., Weinberger, A.D., & Beck, A.T. (2014). Cognitive therapy for
depression. In D.H. Barlow (Ed.), Clinical Handbook of Psychological Disorders:
A Step-By-Step Treatment Manual, pp. 275-333. New York, NY: The Guilford Press.

Theory and Evidence

Beck, A.T. (2005). The current state of cognitive therapy: a 40-year retrospective. Archives
of General Psychiatry, 62,953-959. DOI: 10.1001/archpsyc.62.9.953

Beck, A.T. & Haigh, E.A. (2014). Advances in cognitive theory and therapy:
The generic cognitive model. Annual Review of Clinical Psychology, vol. 10, pp. 1-24.
DOI: 10.1146/annurev-clinpsy-032813-153734

Clark, D.M. (2018). Realizing the mass public benefit of evidence-based psychological
therapies: The IAPT Program. Annual Review of Clinical Psychology, vol. 14,
pp- 159-183. DOI: 10.1146/annurev-clinpsy-050817-084833

Hollon, S.D. (2020). Is cognitive therapy enduring or antidepressant medications
iatrogenic? Depression as an evolved adaptation. American Psychologist, vol. 75,
pp. 1207-1218. DOI: 10.1037 /amp0000728
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Hollon, S.D., DeRubeis, R.J.,, Andrews, P.W., & Thomson, ]J.A. (2021). Cognitive therapy
in the treatment and prevention of depression: A fifty-year retrospective with an
evolutionary coda. Cognitive Therapy and Research, vol. 45, pp. 402-417. DOI:
10.1007/s10608-020-10132-1

Lorenzo-Luaces, L., German, R.E., & DeRubeis, R.J. (2015). It's complicated: The relation
between cognitive change procedures, cognitive change, and symptom change in cognitive
therapy for depression. Clinical Psychology Review, vol. 41, pp. 3-15. DOI:
10.1016/j.cpr.2014.12.003

Strunk, D.R., DeRubeis, R.]., Chiu, A.W.,, & Alvarez, ]J. (2007). Patients' competence
in and performance of cognitive therapy skills: Relation to the reduction of relapse

risk following treatment for depression. Journal of Consulting and Clinical Psychology,
vol. 75, pp. 523-530. DOI: 10.1037/0022-006X.75.4.523

Yew, R.Y.,, Dobson, K.S., Zyphur, M., & Kazantzis, N. (2021). Mediators and moderators
of homework — outcome relations in CBT for depression: A study of engagement,
therapist skill, and client factors. Cognitive Therapy and Research, vol. 45,

pp. 209-223. DOI: 10.1007/s10608-019-10059-2

Notes. To obtain copies of peer reviewed articles behind paywalls, please email the corresponding
author of the article or you can email the corresponding author of this article.

Conclusion

When a patient presents with depression, which treatment should a therapist try
first? We argue that it is best to start with Cognitive Behavioral Therapy (CBT). It is the
most studied form of psychotherapy, has a strong theoretical basis, can be implemented by
therapists of varying experience levels, and is as effective or more effective than existing
treatments, including medication. CBT may not work for every client, but it is the best place
to start.
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B sTOM cTaThe npeAcTaB/ieHbl BBeleHHe U 0630p KOTHUTUBHO-TIOBEJEeHYeCKOro nojaxoAa
K JIeYEHHUIO TPEBOXKHbIX PACCTPOUCTB Y AeTel U noApocTKoB. CHaYasia Mbl IpesCTaBasgeM
BBeJleHWe B KOTHUTHMBHO-NIOBEJEHYECKYI0 KOHLEeNTyaJu3alUl0 TpeBOTr'H, BblJeNdad
TPOUCTBEHHYI0  MOJieJib  3MOLMH: KOTHULMH, (U3HOJOTUYEeCKOe BO30OyXKJeHUe
U usberaHve. 3aTeM Mbl Ipe/CTaBJsgeM 0030p OCHOBHBIX NPUHIMIIOB KOTHHUTHUBHO-
NIOBeJIeHYeCKOM Tepalvu TPEBOXXHBIX PACCTPOMCTB Yy JileTed U NOJPOCTKOB, BKJIIOYAAd
reHepaji30BaHHOe TPEBOXKHOe pPACCTPOWCTBO, COLMAJIBHYIO TPEBOXHOCTb, CTpax
passyky, a Takxe cneuupudeckue Gobuu. 3aTeM Mbl NPUBOJUM CTPYKTYypy U LeIu
JledeHHUs, BKJII0Yasd TPH 3Tana JiedeHUs: ICMX000pa3oBaHue, IpaKTUYeCKoe IpUMeHeHue
HaBBIKOB U IpeJl0TBpallieHne pelUuJUBOB. B KOHTeKCTe NPaKTUYeCKOro NPUMEeHEeHUs MBI
dokycupyeMcs B IepBYI0 o4yepe/ib Ha CTPATErUaX oBeJleHYeCKON IKCIO3ULUM (exposure)
M KOTHUTHMBHOM IepecTpPOMKH. B 3ak/rodyeHWe Mbl NPUBOJUM KpaTKOe OIKWCaHHeE
pas/jnyHbIX (HOpPMATOB, B KOTOpPbIX MOXeT OBbITb peaJu30BaHa KOTHUTHUBHO-
noBeJileHUecKas Tepalnus, BK/IKYass WUHAUBUAYaAJbHYI paboTy c pe6GeHKOM, rpynIioBOU
dbopMart, Tepanuio C y4acTveM poJUTes el U TeJleMeJULIUHY.

Knio4yeBble cJ/I0oBa: TpeBOXHbIe PACCTPOWCTBA, [JE€TH, MOAPOCTKH, KOTHHUTHUBHO-
noBeJieHYecKasl Teparnusl.
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Despite decades of research into the efficacy of cognitive-behavioral treatment (CBT)
for child anxiety [18; 46], there is a continued limited accessibility to evidence-based
treatments, including CBT, and an insufficient number of trained providers for child anxiety
worldwide [23]. The limited access and training on evidence-based treatments for child
anxiety impact novice clinicians interested in implementing CBTs. Therefore, the purpose
of this article is to present the cognitive-behavioral conceptualization of anxiety disorders
and an overview of the CBT approach to anxiety disorders in children for clinicians with
little exposure or access to training in evidence-based treatments. For a more in-depth
discussion of CBT for child anxiety, we refer readers [3; 21; 41].

What are Anxiety Disorders?

Anxiety disorders in childhood and adolescence (child) are characterized by
excessive, developmentally inappropriate fears and worries [1]. While anxiety is
a universal, rational emotion that may be experienced in response to threatening stimuli
[48], anxiety disorders persist beyond developmentally appropriate periods and are
associated with significant distress and interference with daily functioning [1]. About
10-20% of children meet the Diagnostic and Statistical Manual of Mental Disorders [1]
diagnostic criteria for an anxiety disorder [14], with the most prevalent being specific
phobias and separation, social, and generalized anxiety disorders. If left untreated, anxiety
disorders often run a chronic course and persist into adulthood [12; 19].

Cognitive-Behavioral Conceptualization of Anxiety

The cognitive-behavioral conceptualization ascribes to a tripartite model of emotions:
cognitions, physiological arousal, and avoidance behaviors [e.g., 24; 25; 34; 35]. Activation
of these components may occur concurrently (all components are active) or not (one or
two components are active) [25; 31; 35]. For example, a child with high separation anxiety
may believe that parents will have a car accident and die and they will never be able
to see parents again (cognition), cry, sweat or tremble upon separation from parents
(physiological arousal), and beg parents not to leave them (avoidance behavior).

CBT focuses primarily on increasing approach and decreasing avoidance behaviors by
conducting exposures wherein the child faces fear- or anxiety-provoking stimuli; and
challenging the child’s anxious thoughts and beliefs. A key premise of exposure-based CBT
is that fear and anxious avoidant behaviors develop through the formation of associations
between stimuli or situations and negative outcomes. These associations, referred to as
excitatory associations [10], can form through direct and indirect experience, vicarious
observation, and information transmission [15]. Once formed, associations generalize to
other, similar stimuli and situations. Avoidance of the feared stimuli/situations strengthens
associations and maintains anxiety. Evidence from experimental studies and clinical trials
supports the cognitive-behavioral treatment of anxiety [e.g., 12; 46; 51].

Basic Principles of CBT for Anxiety

CBT is time-limited, problem-focused, and requires active participation of the
therapist and child. The role and level of parent involvement vary across cases, as
discussed briefly later. A typical CBT course is 12 to 16 sessions. This limited time frame
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highlights the importance of identifying the primary areas of interference or impairment
relating to the child’s anxiety (i.e., accurate differential diagnosis) and case formulation. In
CBT, the therapist is akin to a coach, providing psychoeducation about anxiety and support
throughout treatment [21; 41]. Like any coaching context, there ought to be some level of
consensus among all team players — in this context, therapist, child, and parent. The
consensus relates to the primary anxiety areas of interference (e.g., separation anxiety
from caretaker), which then are targeted in treatment. Consensus is important to foment
the therapeutic alliance and family motivation to work on these areas to attain success in
accomplishing treatment tasks and reaching treatment goals. It further serves to increase
adherence to treatment and child completion of in-session and out-of-session tasks [8; 28].
To foster the therapeutic alliance, it is important the therapist displays warmth,
genuineness, concern, and active listening — a keystone of all psychotherapeutic
endeavors [37].

The above must all be considered within the context of factors relevant to the
particular child, including family structure, race, ethnicity, socio-economic status, gender
orientation, and development. For example, parents may participate actively in the child’s
treatment [9; 39], and therapists should consider how race, ethnicity, and socio-economic
status impact barriers to accessing mental health care and feasibility of parents to provide
tangible rewards [2; 30]. It is also important for therapists to be aware of how gender
stereotypes affect symptom expression [17]. Developmental considerations are of similar
importance, such as the possible clinical benefits of using play with younger children
versus engaging in age-appropriate conversation with older children and adolescents.

CBT Structure and Goals

Initial sessions, typically the first three, involve providing psychoeducation about
anxiety and setting treatment goals (i.e., psychoeducation phase); the next 6 to 8 sessions
entail the therapist working with the child in devising and completing in- and out-of-
session behavioral exposures or experiments, and practicing cognitive or self-control
strategies to manage anxiety (i.e., application phase); the final two or three sessions
emphasize termination and preparing the child to manage anxiety upon termination
(i.e., relapse prevention phase). The precise number of sessions may need to vary
depending on, for example, anxiety severity [33]. Some children may need extra time
practicing skills; others may pick up skills and strategies early in treatment and require
fewer sessions. Even when the emphasis is working with the child individually, it is still
common to include the parents in the first meeting, a middle meeting, and a final meeting
to ensure parents understand the key concepts underlying the child’s CBT and whether
parents might need to help facilitate the child’s successful completion of CBT
(e.g., participate with the child in an exposure task).

Phase I: Psychoeducation

During the psychoeducation phase, the therapist orients the child and parent to the
treatment program, explaining that treatment is a joint effort. As noted, the therapist can
use the coaching analogy to explain that the therapist initially takes an active coach-like
role in explaining how anxiety occurs and how to use CBT skills to manage it. This is
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followed by the child taking a more active role by practicing facing their fears and
implementing the skills. The therapist emphasizes there is no “magic wand” that will
completely eliminate anxiety. Rather, the emphasis is on the child improving their
management of or coping with their anxiety [16; 41]. For treatment to be effective, it is
important that the child practice what they learn during sessions. To facilitate practice, the
therapist assigns out-of-session tasks and explains that the more the child practices, the
more likely they will learn to manage their anxiety.

After orienting the child to treatment, the therapist provides psychoeducation. The
therapist explains that anxiety is designed to 1) draw our attention to immediate threats
and 2) to keep ourselves safe by activating the fight-or-flight system, and signals may be
activated in dangerous and non-dangerous situations. A smoke alarm metaphor is helpful
to explain this concept. A smoke alarm signals that there is a fire in the building, and people
must get out to remain safe. Sometimes alarms are helpful in signaling real danger, but
sometimes alarms go off when there is no real danger, such as when someone burns toast.
The alarm makes the same sound when there is an actual fire and when there is only
smoke. Anxiety works similarly by alerting people to possible danger even when they are
not in a dangerous situation. Nonetheless, it feels “real” because it activates aspects or even
all of the tripartite signals (cognitions, physiological, behavioral).

The therapist introduces the tripartite concept of anxiety as follows. Anxiety shows
itself in three ways: thoughts, bodily responses, and behaviors, and these components may
show at the same time, one or two at a time, and/or one of them may not appear at all. For
example, if a child with social anxiety needs to give a presentation in front of the class, they
may think, “I will mess up in front of everyone, and everyone will make fun of me,” and they
may cry and complain of stomachaches but may not avoid giving the presentation. The
therapist helps the child identify the way that the tripartite anxiety response shows itself in
anxiety-provoking situations to improve the child’s management of the response. Visual
aids often help children with learning the tripartite concept, such as cartoon drawings of
children with thought bubbles and spaces for the child to write in the bubbles regarding
how their anxiety shows itself [4; 41].

Another relevant concept to explain in psychoeducation is the negative reinforcing
pattern that occurs with anxiety, what we often refer to as the ‘cycle of anxiety’ [41].
Avoidance of stimuli/situations brings about short-term transient relief from anxiety,
providing negative reinforcement. This serves to maintain continued avoidant behavior
due to the negative reinforcing pattern that results. An analogy can be provided with
wearing sunglasses. The sun in individuals’ eyes can be aversive. People learn to put on
sunglasses, and this behavior is maintained because it leads to a continued reduction of
sunlight in the eyes. So too does continued behavioral avoidance because it leads to
continued reduction of fear and anxiety reactions. It is hard to break this cycle without
prescribing exposures to experience the feared anxious reaction and to learn that harm will
not occur. Related to parental behavior is the ‘protection trap’ [41]. This occurs when
parents and loved ones protect the child from experiencing anxiety by allowing them to
avoid the situation that brings about distress. For example, when the child is permitted to
stay home rather than go to school, in the short term, the child’s anxiety is reduced, and the
parent feels they are protecting the child from the anxiety of school attendance. But here
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too, avoidance serves to maintain the negative reinforcement cycle. In this case, both child-
and parent-behavior are negatively reinforced by distress- or anxiety-reduction (the child
because they do not need to attend school; the parent because they feel relieved by
‘protecting’ their child from anxiety). To help break the cycle of anxiety and the protection
trap when involving parents in the child’s treatment, a child is asked during CBT to face the
fear- or anxiety-provoking stimuli/situations; the parent is asked to reduce their use of
negative reinforcement (i.e., discourage avoidance, encourage approach). This is what the
child practices during the application phase: exposures.

Phase II: Application
Behavioral strategies: Exposures

Exposure is a key therapeutic component for anxiety reduction. Exposures involve
facing the stimuli/situations that provoke anxiety in a planned and controlled way.
A common view of exposure implementation in CBT is the habituation model, in which
a child gradually faces feared stimuli. As such, each exposure task is designed to represent
increased anxiety intensity and be more challenging to complete. In habituation, the child is
therefore asked to stay in the situation as long as they can to experience the fearful or
anxious reactions until they decrease, with the idea that continued exposure will reduce
anxiety. Another common view is the inhibitory learning model, in which a child faces
feared stimuli that are associated with the nonoccurrence of the feared outcome, or the
occurrence of the feared outcome is experienced at a lower rate and intensity than
expected (i.e., a mismatch between what is expected to happen and the outcome) [10].
According to this view, exposure tasks are designed so that facing the feared or anxious
stimuli violates the (feared) expectations. This approach is thus tied to violating
expectations of outcomes and not to habituating fear or anxiety levels [11].

Exposure tasks vary with the assigned diagnosis and require careful planning to
target the specific maladaptive avoidant behaviors and accompanying thoughts or
cognitions. That is, a child with a specific phobia of needles will complete exposure tasks
involving needles or similar objects; a child with separation anxiety disorder will complete
exposure tasks involving being apart from their parent. To facilitate the identification of
specific behaviors to target during treatment, the child (and the parent, as appropriate) are
asked to create a list of situations that the child avoids.

Because facing a stimuli or situation that induces strong emotions can be difficult, in
habituation, the exposure is conducted gradually, starting with facing low fear- or anxiety-
provoking situations or stimuli, with increasingly more challenging exposures as the child
progresses. Children are usually reassured when they know that the exposure will be
broken down into smaller, achievable steps so that they increase their confidence,
mastery, and ability before moving on to more challenging tasks. It is important for the
child to experience anxiety and to stay in the situation until it decreases. The therapist can
explain to the child that the anxiety is akin to a wave. At first, the child will have intense,
unpleasant feelings when facing their fear, but the longer they stay in the situation and
with repeated practice, the unpleasant feelings will decrease. As noted, in the inhibitory
learning model, exposure tasks are designed to violate individuals’ expectations of the
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aversive outcomes [11], with less regard for the intensity of the fear. For example,
a child with social anxiety may expect to be laughed at when ordering food at a restaurant;
so, a helpful exposure could be to order food in a restaurant. The therapist can further use
the analogy of a scientist or detective. That is, with each exposure task, the child can look
for evidence or clues about whether their expectation (hypothesis) is warranted or not.
Exposures may be conducted with the hierarchy in random order, at varying durations and
stimuli [11].

It is helpful for the therapist to be concrete and specific when assigning exposures,
including delineating the duration, frequency, and if a parent needs to be present. For
example, parents of a child with a specific phobia of dogs may accompany their child to the
pet store to practice being near dogs; parents of a child with separation anxiety disorder
may leave the house for 10 minutes so that child is exposed to being alone. With children
who are able to complete exposures independently, parents can be involved by prompting
the child to complete the assigned tasks or providing rewards.

To complete an effective exposure, the child and therapist need to agree on the task to
be completed, and there should be no unplanned or unexpected activities. Although anxiety
ought to be experienced in each exposure task, there is therapeutic value in the child
feeling competent and confident in accomplishing the exposure. Toward this end, if a step
of the ladder is too difficult, the therapist can break that step down into smaller and easier
steps. Reminder: CBT is collaborative between therapist and child, so the child may also
contribute to developing tasks.

Of note, a common obstacle in completing exposures is child compliance. Often,
involving parents and teaching them contingency management strategies may be helpful.
This is done by contracting with the child (i.e., making a concrete plan by setting a specific
date and time, discussing steps to prepare for the task) and providing a reward contingent
upon completion of the task [36; 42].

After each exposure task is conducted, it is important to debrief. Debriefing helps the
child to process with the therapist the experience, what was easy and hard, and to describe
their tripartite reactions before, during, and after the exposure. It is important for the
therapist to praise the child for attempting and/or successfully completing each task,
though as important is for the child to learn to praise themselves (i.e., self-reinforcement;
[42]). With younger children, this might take the form of tangible and nontangible rewards,
such as going to the child’s favorite restaurant or extra time playing video games.
Importantly, rewards need to be provided after a successful attempt or completion of an
exposure; not before. This is what distinguishes rewards or reinforcers from bribes.
Rewards, especially with young children, may function to keep motivation high and
encourage the child to further engage in exposures.

Cognitive strategies: Cognitive restructuring

Anxious thoughts are not always accurate but can elicit strong emotions and maintain
anxiety [41]. Anxious thoughts occur typically in the form of negative self-talk in
anticipation of or during anxiety-provoking situations. To address these thoughts, the
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therapist introduces cognitive strategies and practices them with the child in the context of
exposure tasks. The acronym STOP (scared, thoughts, other thoughts, praise) can be used
to explain this strategy [41]. “Scared” (S) can be identified with the tripartite view of
anxiety explained previously.

Anxious thoughts (T) can occur in the form of self-talk. These thoughts can also be
called “thinking traps” because they are unhelpful ways to think about situations that elicit
strong emotions and avoidance. These traps include catastrophizing (thinking the worst
possible outcome will happen), overgeneralizing (using words such as “always” or
“never”), and mind- reading (assuming what others are thinking), among others. The
therapist can help the child identify their pattern of negative thinking that they engage in,
particularly before or during exposure tasks. For young children or children who have
difficulty identifying anxious thoughts, the therapist shifts the focus to maladaptive
behaviors that the child displays in anxiety-provoking situations (such as avoidance or
reassurance-seeking).

To address negative thoughts, the child is asked to challenge each of them by
generating “other” thoughts (O) and asking to gather evidence that supports and
contradicts the anxious thought (T). Younger children may understand this concept better
by using the analogy of detectives that are looking for clues. Some questions to ask the
child include, “How likely it is to happen?” “How do you know for sure that it is going to
happen?” or “What other things may happen?” The therapist may also ask the child to think
about past experiences where the thought became true. For example, a child with social
anxiety may be asked how many times in the past someone laughed at them after
something they said, could the person have laughed at something else, or maybe the person
thought they had said something funny and laughed at their joke. As treatment progresses,
the child should be able to generate these responses on their own. In the example of the
child with social anxiety, they might generate the thought, “I might feel nervous, but people
probably won’t notice,” or “If  say something wrong, people may forget about it.”

The last step for managing thoughts is for the child to praise (P) or reward
themselves for the effort of identifying anxious thoughts (T) and generating coping
thoughts (0O). Children should feel hopeful that they are making progress in managing their
anxiety.

Phase III: Relapse prevention

During the relapse prevention phase, the therapist discusses strategies with the child
for preventing the reoccurrence of avoidant behaviors [44]. By sessions 12-14, the child
will have completed most, if not all, of the items on the fear ladder. The therapist now
reviews the child’s progress in treatment and highlights the situations that the child is now
able to face. Although the child may have made progress, it is not unusual for them to “slip”
after treatment. Slipping refers to engaging in pretreatment avoidant behaviors and/or
pretreatment maladaptive thinking. A key to avoid slipping is to emphasize the importance
of practice prior to termination. Specifically, the therapist places emphasis on practicing to
prevent slipping by explaining to the child that the more they practice facing their fears, the
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less afraid they will be and the less likely they are to slip. Also important is to explain to
children and parents how to interpret slips. Specifically, slipping may occur, but it does not
mean that they have lost all the progress made. If a child encounters a situation that proves
difficult, they can break it down into smaller steps and work their way up, just like they did
in treatment. The use of retrieval cues where individuals carry cues, such as a wrist band,
can serve as reminders of what they learned in therapy when encountering an anxiety-
provoking situation [11].

CBT Formats

CBT is flexible in that the core elements may be administered in different formats,
including child-only, peer-group, parent-involved, or telehealth. In individual-child CBT,
only the child meets with the therapist, and parents are given progress updates out of the
session. A benefit of individual CBT is tailoring treatment, given the emphasis on individual
progress [38]. In group-CBT, children of a similar age are placed together. One of the
advantages of group CBT is that the group provides an opportunity to practice exposures in
front of peers of similar age, to normalize anxiety, and provide peer modeling and social
support [43; 45]. Past comparative efficacy trials of individual CBT with group-CBT did not
find that one modality outperformed the other in terms of symptom severity or diagnostic
outcome [50], although this requires further study in community effectiveness trials,
including further analysis of group-CBT'’s likely improved cost-effectiveness [50].

In parent-involved CBT, the parent takes a more active role, particularly in the
application phase. Some discussion may be devoted to how the parent-child relationship
influences child anxiety. For example, the therapist can discuss how parental negative
reinforcement of the child’s avoidant behaviors maintains anxiety and how parental
positive reinforcement (such as providing rewards or words of encouragement after facing
an anxiety-inducing situation) can encourage child independence and competence [47].
There has also been recent work demonstrating the efficacy of parent-based treatment
only, by reducing parent accommodation, which overlaps to some extent with reducing
parent use of negative reinforcement [26; 27]. Some children may benefit from their parent
being involved in treatment; others may not. For example, the parent-child relationship
may be strained due to over-controlling or over-involved parent behaviors [6]. Parents
may have difficulties with psychopathology themselves, such as anxiety or depression,
which also may be associated with child treatment response [e.g., 5]. However, this factor,
like most, has been inconsistently demonstrated as being a significant predictor of
treatment response [20; 36]. In the absence of conclusive data, we suggest therapists rely
on evidence-informed judgments, including whether other approaches such as medication
[10] or attention bias modification training [32], might be useful adjuncts to CBT.

Telehealth is another promising option for decreasing barriers to mental health care
and increasing the retention of families who may otherwise find it difficult to access
treatment [7; 49]. Telehealth interventions may include computerized self-guided
interventions with supplemental telephone calls from a therapist (e.g., Cool Teens; [13]) or
videoconference calls with real-time live therapists. During real-time videoconference calls,
exposures can be adapted to fit the setting and be similarly anxiety-producing for the child
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as if it were an outside situation. For example, exposures to social anxiety can include
having the child read a story and make mistakes on purpose, answer a question incorrectly
in class, or give a 3-minute oral presentation during the session [22; 29]. There are ongoing
efforts to develop and test digital technology, including by the authors, to enhance
engagement and facilitate the completion of out-of-session tasks (e.g., [40]).

Conclusion

In this article, we described the cognitive-behavioral conceptualization of anxiety and
presented an overview of cognitive-behavioral treatment for child anxiety disorders. From
a cognitive-behavioral perspective, anxiety is conceptualized as a learned phenomenon and
treatment, therefore, emphasizes learning of other behaviors, and thoughts as a means of
reducing anxiety. This is accomplished through the provision of psychoeducation, exposure
to feared stimuli/situations, and cognitive restructuring.
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Cognitive Behavioral Therapy for Insomnia (CBT-I) is a multi-component treatment for
insomnia that targets difficulties with initiating and/or maintaining sleep and is delivered
over the course of six to eight sessions. The primary focus of CBT-I is to address the
perpetuating factors (according to the three-factor model of insomnia) that contribute to
the development of chronic insomnia. Chronic insomnia is the most prevalent sleep
disorder, occurring in approximately 6-10% of the population, and is a risk factor for
multiple medical and psychiatric disorders. Despite its prevalence and morbidity, the
widespread dissemination of CBT-I is not commensurate with insomnia’s overall public
health impact. This is particularly surprising given its large evidence base and recent
recommendation as the first line intervention for insomnia. The primary goal of this article
is to provide a primer or brief introduction to CBT-I that is intended to be accessible to all
clinicians and researchers, including non-sleep experts. Core components of CBT-I (i.e.,
Sleep Restriction Therapy, Stimulus Control Therapy, Sleep Hygiene, and Cognitive
Therapy), relapse prevention strategies, multicultural considerations, adjuvants to
traditional interventions, treatment adherence issues, efficacy, and further training options
are described. A session-by-session outline is also provided.
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KoruutuBHO-noBesieHueckass Tepanus 6eccoHHUIbl (KIIT-B) — 3TO MHOroOKOMNOHEHTHOe
JledeHHe OeCCOHHMIIb], HallpaBJIeHHOe HA YCTpaHeHue TPYAHOCTeW C 3achblIaHWEM U CHOM,
KOTOpOe POBOAUTCA B TeueHHe 6-8 ceaHcoB. OcHoBHOM nesibto KIIT-b aBaserca ycrpanenue
dakTopoB (B COOTBETCTBUHM C TpPeXPaKTOPHOW MO/JieJIbl0 OECCOHHUIIbI), KOTOpbIE
CIIOCOOGCTBYIOT Pa3BUTHUI0 XPOHUUYECKOW GeCCOHHMIbl. XpOHUYecKass 6eCCOHHMIA SBJISETCS
HanboJsiee pacnpoCTPpaHEHHBIM PACCTPOMCTBOM CHA, BCTPedyarlUMcs npuMepHo y 6-10%
HaceJleHHWs, a Takke QAKTOPOM pPHUCKA pPa3BUTUS MHOTOYMCIEHHBIX MeJULMHCKUX
U ICUXWYECKUX paccTporcTB. HecMOTpss Ha pacnpoCTpaHEHHOCTb M 3a00J1eBaeMOCTh,
mrpokoe pacnpocrpaHenue KIIT-b HeconsmMepumo ¢ 0611IMM BO3JelCcTBMEM 6eCCOHHUIBI Ha
3/10pOBbe HaceJsleHUsl. ITO OCOOEHHO YJMUBHUTEJIbHO, YYUTHIBAsA OOIIMPHYIO J0Ka3aTesbHYI0
6a3y KIIT-b u HeJaBHIOIO peKOMEHJALUI0 MCIO0JIb30BaTh €€ B KayecTBe MepBOM JIMHUHU
JledeHUs1 O6eccOHHHULbI. OCHOBHAsA ILieJib 3TOM CTaTbU — MpeJCTaBUTb PYKOBOJCTBO, WJIU
kpaTkoe BBeJZieHHe B KIIT-B, koTopoe J0O/KHO OBIThb JOCTYINHO BCEM KJIWHHULUCTAM
U MCC/efioBaTesIAM, BKJ/KOYas SKCIEpTOB, He 3aHMMAIOLMXCA BOIPOCaMHM CHa. OnucaHbl
ocHoBHble KoMNoHeHThl KIIT-B (orpaHuyeHve CHa, KOHTPOJIb CTUMYJIOB, FMTM€Ha CHa
Y KOTHUTUBHAsA Tepallvd), CTpaTeruu NpoPUIaKTUKH PelyIUBOB, MEXKYJIbTYPHBIN aCIeKT,
BCIIOMOTaTeslbHble CpeJCTBa /JJs TPaJAUIMOHHBIX BHU/OB BMeIIATEJbCTB, MNPO6JIEeMbI
COOJII0IeHNA peXXrMa JiedeHus], 3QPeKTUBHOCTb U BApUaHThI Ja/ibHel1ero ooydyenus. Takxke
NPUBOAUTCS NOCECCUOHHBIN IIJIAaH TEPAINHU.

KirouyeBblie cJ10Ba: KOTHUTHUBHO-IIOBEAEHYECKad Tepalud 68CCOHHI/IL1bI, 68CCOHHI/ILLa,
OrpaHn4eHHre CHa, KOTHUTHUBHAA Tepallud.

2 KoppecnoHIeHII1I0, Kacalolllyocsi 3TONW CTaThH, CJe/yeT HanpaBasaTh AliBaHy Bapracy, Memopuan XoJ,
YuuBepcuTeT ApkaH3aca, PerieTBus, Apkan3sac, 72701, e-mail: ivvargas@uark.edu
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According to the three-factor (3P) model of insomnia, there are three primary factors
that contribute to the development of chronic insomnia: (1) predisposing factors — traits or
conditions (e.g., high emotional reactivity) that increase one’s vulnerability to developing
insomnia; (2) precipitating factors — situational conditions (e.g., stressful life events) that
trigger the onset of insomnia; and (3) perpetuating factors — behaviors and cognitions that
contribute to the transition from acute to chronic insomnia and maintain the disorder long
term [36].

One noteworthy aspect of this model is that insomnia can be maintained long after the
life stressor or precipitating event has resolved. This is thought to be the case because other
factors serve to perpetuate insomnia over time (e.g., going to bed earlier to compensate for
sleep loss, worrying about daytime functioning). In the context of Cognitive Behavioral
Therapy for Insomnia (CBT-I), it is these perpetuating factors that are the primary focus of
treatment [22; 24; 28]. Please note that while sleep problems and symptoms of insomnia
are common in children and adolescents, the present paper focuses on the application of
CBT-I in adult populations. For more information related to behavioral interventions for
pediatric insomnia, please refer to a prior review and meta-analysis [18].

What is CBT-I?

CBT-I is a multi-component treatment for insomnia that targets difficulties with
initiating and/or maintaining sleep. Standard treatment is delivered over the course of
six to eight sessions (session length may vary between 30 and 90 minutes). Each
session typically has a specific agenda (e.g., evaluation, rationale, delivery of individual
interventions, adherence management, relapse prevention, etc.). Sessions most often occur
in person or via telehealth on a weekly or bi-weekly schedule and can be delivered in either
individual or group format. Please refer to the Appendix for a list of treatment manuals that
are currently available.

This intervention is typically comprised of two core components: Sleep Restriction
Therapy (SRT) and Stimulus Control Therapy (SCT); and two adjunctive components: Sleep
Hygiene (SH) and Cognitive Therapy (CT). Most treatment protocols and published manuals
[6; 17; 22; 31] deliver SRT and SCT as complementary therapies. SRT’s primary indication
is to increase homeostatic sleep drive (or the propensity to fall asleep) and to allow for
consolidated sleep. SCT’s primary indication is to manage nocturnal wakefulness via
behavioral modification. Even in the absence of traditional cognitive therapy exercises
(e.g., debunking dysfunctional beliefs and addressing catastrophization), SRT and SCT still
include cognitive work via the therapist’s explanations and efforts to garner adherence to
the prescriptive aspects of therapy. The art of CBT-I pertains to how successful the
therapist is at garnering patient “buy-in.” This aspect of learning CBT-I is so central to the
process that some treatment manuals provide therapist/patient example dialogues.
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Core Treatment Components

Sleep Restriction Therapy (SRT). SRT is based on the notion that the most important
perpetuating factor for chronic insomnia is sleep extension [37]. Sleep extension is the
tendency for individuals to compensate for “lost” sleep by increasing their time in bed
(e.g., going to bed earlier, sleeping in later, or napping). A consequence of sleep extension,
however, is the mismatch between sleep ability (i.e, how much time the person actually
sleeps) and sleep opportunity (i.e., how much time the patient spends in bed). The primary
goal of SRT is to address this mismatch by limiting sleep opportunity to the person’s
average sleep ability. SRT is effective because it increases the homeostatic sleep drive and
consequently reduces the time it takes to fall asleep or the amount of time spent awake at
night. According to the original formulation, SRT can be completed using the following
steps: (1) determine the patient’s baseline sleep ability in terms of average sleep duration
(as assessed with daily sleep diaries gathered over a period of two weeks), (2) set the
patient’s prescribed time in bed (PTIB, i.e.,, the patient’s “sleep window”) equal to their
average sleep duration during the baseline period, (3) determine a morning rise time that
the patient can closely adhere to on a daily basis, given their work schedule or other life
style constraints, and (4) set the prescribed time to bed (PTTB) by subtracting PTIB from
the desired wakeup time (e.g., if PTIB is 6 hours and rise time is set to 7:00 a.m., than PTTB
equals 1:00 a.m.). This sleep schedule is maintained or altered based upon how
consolidated the patient’s sleep is. For example, if the patient’s sleep efficiency (SE%; the
percent of time in bed spent actually sleeping) is less than 85%, PTIB is reduced by 15
minutes. If SE% is between 85% and 90%, PTIB remains as prescribed. If SE% is greater
than 90%, PTIB is increased by 15 minutes. Adjustments to the sleep schedule or PTTB are
completed each week after reviewing the patient’s sleep diary from the previous week.

Stimulus Control Therapy (SCT). SCT is based on behavioral principles and the idea
that one stimulus may lead to a variety of responses, depending on the conditioning history
[2]. In good sleepers, the stimuli typically associated with sleep (e.g., bed, bedroom, etc.) are
paired with and subsequently elicit the response of sleep. In patients with insomnia, these
same sleep-related stimuli become paired with other activities, such as reading, watching
television, and lying awake in bed while trying to sleep (also known as sleep “effort”).
Engaging in these other behaviors while in bed contributes to a maladaptive conditioning
pattern (or stimulus dyscontrol) and, therefore, reduces the probability that sleep will
occur when and where the patient wants. Most importantly, these other behaviors
strengthen the association between one’s bed and wakefulness (i.e., the bed and the
bedroom become cues for wakefulness). Stimulus control recommendations are as follows:
(a) lie down to sleep only when sleepy, (b) avoid using the bed for activities other than
sleep or sex, (c) get out of bed if unable to sleep within 15-20 min and return to bed only
when sleepy, (d) repeat this pattern throughout the night as necessary, (e) get up at the
same time every day, and (f) avoid napping throughout the day [30]. These
recommendations form the basis for the development of good sleeping habits and are to be
observed even after remission is achieved.

Sleep Hygiene (SH). Educating patients about SH promotes better sleep practices by
providing information about behaviors that influence sleep [24]. Although it shows only
minimal treatment effects when used as a stand-alone intervention [7; 11], SH is considered
a necessary part of CBT-I [23]. SH usually includes a one-page handout that outlines various
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lifestyle and environmental factors that can be modified to decrease the risk of
experiencing a sleepless night (e.g., limiting caffeine and alcohol use before bedtime,
napping, creating a comfortable sleeping environment, and exercising regularly). SH is
thought to be most helpful when tailored to the patient's own sleep/wake behaviors.

Cognitive Therapy (CT). The primary goal of CT is to help patients develop realistic
sleep expectations by (1) identifying dysfunctional thoughts about sleep that perpetuate
insomnia or contribute to pre-sleep arousal, (2) examining these thoughts for accuracy,
and, if necessary, (3) modifying them to be more rational and/or realistic [24]. Research on
the influence of dysfunctional beliefs about sleep, attentional biases, and pre-sleep
cognitions highlights cognitive restructuring as an increasingly important component of
CBT-I [8]. CBT-I follows the traditional cognitive therapy approach by identifying
maladaptive sleep-related cognitions and the resulting emotional reactions using thought
records. The patient is then instructed to describe the situation that produced the thought,
the content of the thought, the emotional reaction, and its intensity in detail. These beliefs
are evaluated with cognitive restructuring techniques including, but not limited to,
disputation of dysfunctional beliefs and decatastrophization, and replacing them with more
adaptive sleep-promoting thoughts [22]. The patient is instructed to apply their revised
thought to the situation and notes the change in emotion. These cognitive therapy
techniques allow the patient to go through a process of guided discovery to realize that
their beliefs may not be accurate or helpful, which in turn helps them to better manage
their problematic sleep beliefs and cognitive responses.

Session-by-Session Outline

CBT-I typically begins with a 60-90-minute pre-treatment session, during which the
therapist collects clinical information from the patient regarding the presenting sleep
concerns, relevant sleep, and psychiatric history, relevant social and medical history,
baseline symptom measurement (via self-report measures such as the Insomnia Severity
Index (ISI) and a retrospective sleep diary). The primary goal of this initial session is for the
therapist to develop diagnostic impressions and determine whether CBT-I is appropriate. If
the therapist determines that CBT-I is warranted, an overview of insomnia, CBT-I, the
format of treatment sessions, and orientation to the daily sleep diary is also provided
during this initial session. Following Session 1, baseline sleep data is collected for 1-2
weeks using a daily sleep diary (while various versions exist, a consensus sleep diary was
published in 2012 [3]). The remaining CBT-I sessions are typically 30-60 minutes and
follow the structure outlined in Table 1.

Relapse Prevention

Prior to treatment termination, relapse prevention strategies are discussed. The
patient is instructed on strategies to maintain healthy sleep patterns and how to self-
administer treatment should they experience future sleep continuity problems. During this
final session, the therapist discusses how to maintain the gains the patient has made in
treatment and help them to identify the key strategies to manage their insomnia on their
own. This typically includes a review of the strategies that were discussed during SRT and
SCT, such as the 3P Model of Insomnia, the importance of maintaining a consistent sleep
schedule, and what to do when you experience a bout of acute insomnia (and how to stay
mindful of factors or events that may potentially trigger these future episodes of insomnia).
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Table 1

Session-by-session outline

Ses:tlon Session focus Session tasks
¢ Determine patient’s presenting complaint(s)
Assessment and comorbid conditions
1 and introduction ¢ Administer assessment battery
to CBT-I ¢ Administer instructions on how to complete
the sleep diary
e Review sleep diary
Introd e Introduce 3P Model of Insomnia (mismatch
ntroduce iy :
between sleep ability and opportunit
2 SRTandSCT p @bty anc opp y)

e Introduce sleep restriction and stimulus control
e Setsleep prescription (PTIB)

e Review sleep diary

e Identify problems and devise strategies

3 Sleep hygiene to enhance adherence to new sleep schedule

e Introduce sleep hygiene

e Review sleep diary

¢ Identify problems and devise strategies

4 Cognitive therapy to enhance adherence

e Introduce cognitive therapy rationale

e Review sleep diary and make appropriate adjustment
to PTIB (if treatment gains have been met (SE>90%

Continue cognitive and sleep duration is adequate, proceed to Session 8)
therapy and . . .
5-7 dh ¢ Identify problems and devise strategies
adnerence to enhance adherence
management . )
e Review status of sleep hygiene changes
e Continue cognitive therapy as needed
e Review sleep diary and treatment progress
. Discuss relapse prevention
8 Relapse prevention ¢ Und bse preventl

e Summarize final recommendations
and confirm 3-month follow-up

Note. Adopted from Perlis et al. [28] — Cognitive behavioral treatment of insomnia: A session-by-
session guide.

Multicultural Considerations

While the effects of insomnia can be significant for all, some research suggests that
insomnia disproportionately affects those who are already socially and/or economically
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disadvantaged, including racial/ethnic minorities [4; 5; 9; 10; 32]. That is, cultural/racial
factors may influence the likelihood that someone will (1) develop insomnia, (2)
identify sleeplessness as a problem, and (3) seek out or utilize medical or
psychological interventions for sleep-related concerns. For example, racial minorities are
disproportionately represented in lower income populations [33]. Socioeconomically
disadvantaged individuals are therefore more likely to engage in behaviors that precipitate
or perpetuate sleep continuity disturbance, such as having less consistent work/life
schedules (e.g., greater proportion of people working rotating or night shifts), limited
access to regular or comfortable sleeping conditions, or increased stress [1]. Moreover,
some research supports that racial and ethnic minorities are less likely to seek treatment
for their sleep difficulties. Studies have found cultural differences in what is considered
a sleep “problem” [4; 16]. Therefore, it may be the case that individuals from certain
cultural groups are more likely to minimize the presence of insomnia symptoms [14] or use
cognitive appraisal strategies that minimize the functional impact of sleep/insomnia on
their life [13].

These are important multicultural considerations that may limit the acceptability of
interventions such as CBT-I and thus should be the focus of future research efforts (e.g.,
how to adapt behavioral interventions to different racial/ethnic groups).

Adjuvants to Traditional Interventions

In addition to the key components of CBT-I, additional interventions, such as
nighttime grounding/relaxation, deep breathing, progressive muscle relaxation, or
mindfulness meditation, may be beneficial components as well. For example, one of the
most influential changes to CBT-I was the adoption of mindfulness training. Mindfulness
was first introduced in the context of insomnia to address sleep-related cognitive arousal
[26]. The approach differs from traditional cognitive therapy in that it is not focused on
disputing, derailing, or disengaging worry or intrusive negative thoughts. Instead,
mindfulness is focused on the non-judgmental observation of one’s cognitions, with the
desired goal of changing one’s relationship with their thoughts as opposed to fighting with
them. In this way, the process encourages more acceptance.

Treatment Adherence Issues

Lack of treatment response can often be explained by participant non-adherence.
Even if adherence does not appear to be an issue when referencing the sleep diary, the
clinician should question each aspect of the regimen. If an aspect of non-adherence is
identified, the clinician may ask questions to determine reasons for non-adherence, review
the basis for the behavioral prescription, and generate solutions with the participant to
promote better adherence. The most common adherence problems include: not completing
sleep diaries, not adhering to the prescribed bedtime and wake time, not getting out of bed
during the night when unable to sleep, not staying out of bed long enough during the night
for sufficient sleepiness to build, and napping. During this assessment, the clinician should
avoid patronizing or scolding the participant for non-adherence, as this may worsen the
problem. The participant should feel like a collaborator in this process. General approaches
to the most common issues with adherence are outlined in Table 2.
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Adherence Issue

Concerns about
restricting sleep
schedule

Difficulty getting
out of bed at the
prescribed rise
time

Falling asleep
before their
prescribed
bedtime

Failure to observe
the 15-20 minute
llrule"

Napping during
the daytime

Table 2

Strategies for managing adherence issues

General Strategy

Patients often express dissatisfaction with their usual amount of sleep
and are therefore inclined to spend extra time in bed to get any more
sleep or at least to rest. Help them see that this strategy hasn’t been
working for them and that it is only likely exacerbating the problem.
Explain to them that by learning that they can sleep solidly, their
anxieties about sleep will reduce, and their shedule will begin to repair
itself. Also, remind them that as they begin to sleep solidly, they will be
able to gradually increase their time in bed and maintain efficiency, so
this restriction is short-term and not a lifetime sentence.

It is important to encourage patients to set an alarm even if they
normally do not. They should also inform their bed partner of their
required wake time and solicit their assistance in helping them to get
out of bed. Other useful strategies include having participants place the
alarm clock at a distance from them, so they are forced to get out of bed
to turn it off and scheduling morning activities with other people. It is
also important to reiterate the rationale for consistent wake times to
regulate the circadian clock.

Often the prescribed bedtime is later than the patient’s habitual
bedtime, and they may spend the last few hours before bed alone and
engaged in a quiet activity, making them vulnerable to falling asleep. The
patient should be encouraged to schedule social activities, both inside
and outside the house, and to spend later evening hours doing
something active rather than passive. You can reassure the patient that
getting too “wound up” is less problematic than falling asleep before
their prescribed bedtime.

Patients often instinctively want to remain in bed to stay under the
warmth of their covers, to avoid “waking themselves up,” or at least “to
rest.” Getting up may also represent failure or cause worry that it could
disturb others. Encourage them to expect to be up and so to make
a specific plan about what they will do (e.g., leave the heat and light on in
the living room, set out a book). The more specific the plan, the greater
the likelihood the patient will follow through during the night.

Patients may nap during the daytime or after work to deal with the
daytime sleepiness associated with restricting their sleep. It is important
to reiterate the rationale for avoiding daytime napping by framing it in
terms of building the drive for sleep and not spending or depleting that
drive at any time other than at night when they want to sleep. It is also
helpful to schedule alternative activities during that time to avoid the
urge to nap. They should also view daytime sleepiness as an indication
that the behavioral strategies are successfully increasing their sleep
drive.
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Patients should be encouraged to avoid exceptions to their sleep
Lapsing from the  schedule during treatment. Reiterate the rationale for regularity and

assigned consistency and emphasize that it will shorten their treatment if they
schedule, are consistent. Help them to generate morning activities to get them out
especially on of bed at the appropriate time. It can be emphasized that to fall asleep
weekends earlier, or sleep in later, will spend down sleep drive thus, making the

next several nights more prone to problems.

Patients will often ask to make significant increases to TIB early in the
therapy, especially if they notice increases in their SE early on.
Empathize with this desire but emphasize that it takes time to restore
the biological clock to a consistent rhythm. It can also be useful to draw
a distinction between how long they have had insomnia and how
quickly they have made positive changes to highlight that this is
a longstanding issue that requires changing, which is likely to take some
time. Note that adjustments are permissible when the patient meets the
SE=85% criterion.

Desire to make
rapid adjustments
to the restricted
sleep schedule

Note. Adopted from Perlis et al. [28] - Cognitive behavioral treatment of insomnia: A session-by-session
guide.

Efficacy of CBT-I

While a complete review of CBT-I's overall efficacy is beyond the scope of the present
paper, the evidence is clear: CBT-I works. According to meta-analytic estimates, the average
treatment effect sizes range from 1.0-1.2, which corresponds to approximately a 50% post-
treatment reduction in individual insomnia symptoms [21; 35; 38]. These treatment effect
sizes are even greater when overall insomnia severity (e.g., as assessed by the ISI) is
assessed [38]. Just as importantly, the effects of CBT-I are stable over time (i.e., clinical
gains can be maintained for up to 24 months post-treatment [23; 25]). Finally, one study
showed that CBT-I could even be effective in treating insomnia among “real world” patients
(i.e., those with comorbid medical and behavioral disorders) [27]. Please also refer to the
Appendix for a more complete list of recommended readings related to the evidence for and
efficacy of CBT-I.

Conclusion and Further Training

There is an overwhelming preponderance of evidence that CBT-I is an efficacious
treatment for chronic insomnia [15; 38]. Specifically, the literature supports that it is as
effective in treating insomnia symptoms as sedative-hypnotics during acute treatment
(4-8 weeks [12; 15; 29]) and is more effective than sedative-hypnotics in the long term
(e.g., 3+ months following treatment) [19; 20]. For these and other reasons, the American
College of Physicians has recently recommended that CBT-I be considered the first line
treatment for chronic insomnia [34]. The issue that emerges from this is how to make CBT-I
available. Some recommendations include: (1) having clinicians assess for insomnia;
(2) educating clinicians that the first-line therapy for chronic insomnia is CBT-I;
(3) routinely referring patients to insomnia treatment and allowing clinicians to decide
whether to make CBT-I available in their practice or to refer patients to an outside CBT-I

131


http://www.psyedu.ru/journal/2014/2/index.phtml
http://www.psyedu.ru/journal/2014/2/index.phtml

Walker J., Muench A., Perlis M.L., Vargas L. Yokep Joc., Mionuy A., llepauc M.JIL, Bapeac A.

Cognitive Behavioral Therapy KoruutrBHO-IOBeJeHYeCcKas Tepanusa

for Insomnia (CBT-I): A Primer 6ecconHulpl (KIIT-B): pykoBoacTBO
Clinical Psychology and Special Education KnuHuveckas u crierjuanbHasi CUX0JIOTUSA
2022, vol. 11, no. 2, pp. 123-137. 2022.Tom 11. Ne 2. C. 123-137.

provider. In the case of the former, one could either hire a CBT-I specialist or learn to
deliver CBT-I within their own practice. One way to accomplish this would be to buy
a treatment manual and read it. While that’s an excellent place to begin (and it will make
the clinician a more informed consumer of CBT-I), practicing or using this intervention in
one’s practice will be more successful if clinicians engage in a more rigorous training
regimen; one that includes CE courses, observation, and supervision/peer consultation.
Resources for such educational activities can be found via any of the major CBT-I
training programs (i.e., University of Pennsylvania [Perlis/Posner]|, Oxford University
[Espie/Simon], Ryerson University [Carney], University of Arizona [Grandner/Taylor], or
the VA [Manber]). Such educational opportunities may help enrich even the most
experienced clinician’s foundational knowledge of the principles and practice of CBT-I. At
the end of the day, the prescriptive components of CBT-I are straightforward, but garnering
patient adherence is a high art form. If the clinician elects to refer for CBT-I, this can be
done in at least one of three ways: (1) prescribe CBT-I as a digital therapeutic (e.g., Somryst,
Pear therapeutics); (2) recommend the patient use an online (unattended) internet-based
CBT-I (e.g., Sleepio; SHUTiI); and (3) refer to behavioral sleep medicine specialists via the
use of provider directories (https://www.behavioralsleep.org/index.php/united-states-
sbsm-members or https://www.med.upenn.edu/cbti/provder_directory.html).
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The Behavior Rating Inventory of Executive Function (BRIEF) is a commonly used tool for
researchers and clinicians to assess executive functioning, especially in individuals with
learning or other developmental disorders. Although it has been translated and used in
multiple countries, the BRIEF has only been officially normed by its manufacturers in U.S.
samples. In order to further the ideal of cultural sensitivity in psychological testing and
examine whether the BRIEF functions appropriately in Russia and in its distinct
subpopulations (e.g., individuals with an early history of adversity), we assessed the
performance of its built-in validity scales by administering the BRIEF2 Self-Report Form to
a Russian sample (n=572) either raised in biological families (n=315) or with a history of
institutionalized care (n=257). Results indicate that, compared to U.S. norms, a large
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Onpocuuk The Behavior Rating Inventory of Executive Function (BRIEF) aBiseTca mupoko
UCIIOJIb3yeMbIM HWHCTPYMEHTOM /[UJI1 MCCJIeZ0BaTesied U KJIWHULUMCTOB /JJI OLLeHKH
VCIIOJIHUTE/IbHBIX QYHKIMHI, 0COOEHHO Y JIIoJlel C HapylleHUsAMU 00ydYeHUs WU APYTUMHU
HapyuieHussMU pa3BuTUs. HecMmoTps Ha To, yTo BRIEF 65121 nepeBe/ieH U UCNOJIb3yeTCs BO
MHOTHUX CTpaHax, OH ObL1 OQUIMaJbHO BaJUAM3UPOBAH TOJILKO CO3JaTeJsIMU TecTa Ha
BblOOpKax wucneITyeMblx u3 CHIA. YTo6bl pacliMpuTh KyJbTypHOe pa3Hoobpasue
B NICUXOJIOTUYECKOM TECTUPOBAaHUU U NPOBEPHUTH, afileKBaTHO Jiu pyHKuuoHupyeT BRIEF
B Poccuu U B 0TZie/IbHBIX IOATPYINAX (HanpuMep, y J0Jel, UMeIIIUX ONbIT epeXKUBaHUsA
He6JIaroNpUATHBIX COOBITUM HAa PaHHUX 3Talax >KMU3HU), Mbl OLeHUWIU 3$PEeKTUBHOCTD
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BCTPOEHHBIX B ONPOCHUK UIKaJ BaJWAHOCTH, NPEJJIONKUB 3aN0OJHUTh GOpPMYy CaMOOTYeTa
BRIEF2 pycckosizbiuHOM BbiGopke (N=572), npejacTaBuUTeJN KOTOPOM JIMOO BBIPOCIH
B 6MoJiOrMYecKUX ceMbsx (n=315), 1n60 B NpoLLJIOM ObLIM MHCTUTYLHOHAJU3UPOBAaHbI
(n=257). Pe3ysbTaThl NOKa3bIBAlOT, YTO MO CPAaBHEHHWI0 C aMepPUKaHCKHUMHU HOpPMaMHU
60JibLII0€ KOJIMYECTBO OTBETOB B BbIOOpPKE JaHHOTO MCC/Ie0BaHUs ObLIM ITOMeYeHbl KaK
HeIllocJeJloBaTe/ibHble WJHM HeTUIIMYHble 10 IKagaM BaiaugHoctu BRIEF2. Takoi
pe3y/bTaT MOJYEPKUBAeT BAXXHOCTb NPOBEPKUM BaJUJAHOCTM B CJAydasdX, Korja
IICHXO0JIOTUYEeCKHEe UHCTPYMEHTHI IPUMEHSIIOTCS B HOBBIX KyJIbTYpaX, sI3blKax U BbIOOpKaX.
KpomMme Toro, pe3ysibTaThl YKa3blBalOT Ha HEOOXOUMOCTb J0paboTKU GpOpMbl CAMOOTYETA
BRIEF2 u/uau cucteMbl HauucleHUs1 Oa/lJioB Nepe]; MPOBeJleHUeM HIMPOKOMacCIITaObHON
ajlanTalnyy cpefid pOCCUUCKUX KJIMHULUCTOB U UCCiejOBaTeeN.

KmoyeBble caoBa: BRIEF, behavior rating inventory of executive function,
MHCTUTYLIMOHAIM3alUs, UCTIOJIHUTeIbHble QYHKIMY, LIKaJIa, KPOCC-KYJIbTYPHBIH, BaMaLUs.

duHaHcupoBaHHMe. JTO MCCleJOBaHUE ObLIO YAaCTUYHO MOJJAep:KaHO TrpaHToM Ne
14.750.31.0027 TIlpaButenbctBa Poccuiickoit ®Pepepanuu (pykoBoauTenb — EseHa
JI. TpuropeHko) u 3acaykeHHbIM npodeccopoM Xbio Poit u Jluanau Kpany Kannen
XbrlocToHCKOro yHuBepcuTeTa (Enene JI. 'puropeHko).

BsiarogapHocTti. ABTOpHI GJsarofapAT MapuHy KykoBy 3a 006paTHyIO CBfI3b, @ TaKXe
Hapsbro Koctuny, I0simro HepomvBuny v AHactacuio CyKMaHOBY 3a IOATOTOBKY JAHHBIX.

Ana pyurarel: Yuun JILK, Momomenko /l.A., I'puzopenko E.JI. Pycckuinn nepesos BRIEF2
HENpONOPLIMOHAJIBHO OTMe4YaeT pPYCCKOTOBOPSALIMX JIIOZEW C ONBITOM U 06e3 omnbITa
MHCTUTYLIMOHAIM3alMHU 110 LIKaJaM BaJIMIHOCTH [JieKTpoHHBIN pecypc] // KinHnuyeckas
W crnenyanbHass ncuxosorus. 2022. Tom 11. Ne 2. C. 138-157. DOI. 10.17759/
cpse.2022110208

The Behavior Rating Inventory of Executive Function (BRIEF) [32] is an executive
functioning scale widely used among clinical psychologists. The BRIEF is recommended for
use in psychological disorders, such as attention deficit hyperactivity disorder (ADHD) and
autism spectrum disorder (ASD), and has also been found to show changes in a variety of
medical conditions, including traumatic brain injury [8] and Alzheimer’s disease [29].
Although it has been featured in over 400 peer-reviewed papers and used in multiple
countries [31], to our knowledge, the BRIEF has not yet been validated in Russia in general
nor in previously institutionalized Russian adolescents and adults specifically.
Furthermore, the producers of the version of the BRIEF studied here — the BRIEF2 for ages
5-18 — state that it has only been officially normed within English-speaking/reading
samples and standardized based on USA census statistics [16]. However, translated
versions exist and have been studied outside the USA [15]. The current study assessed the
performance of the BRIEF2 Self-Report Form validity scales when the form was translated
to Russian and administered to Russian adolescents and adults who were either previously
institutionalized or raised in biological families.
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Many efforts to examine the effectiveness of the BRIEF in languages other than
English and countries other than the USA have involved analyzing its factor structure. For
example, the parent and teacher forms of a French version of the BRIEF were found to be
reliable and to have a good model fit for two- or three-factor models comprised of the
individual subscales [15]. A Dutch translation of the BRIEF was characterized by high
internal consistency, high test-retest stability, and a factor structure similar to U.S.
participants [19]. Some articles on BRIEF translations do not mention the validity scales at
all, and others do not analyze their performance in depth. For example, an article on the
performance and factor structure of the BRIEF in a Spanish clinical sample mentioned
excluding participants who were flagged by the Negativity or Inconsistency scales but did
not report the percentage of participants excluded or compare performance on these scales
to USA norms [13]. In the current study, we checked the performance of the validity scales,
even though this method is not common in the literature on BRIEF translations. This
decision was because the validity scales would potentially be used in future work to
exclude participants who answer atypically, and we wanted to check whether such
exclusions could be made using U.S. thresholds.

Extensive testing of translated measures is also important because cultural bias in
psychological testing is a major ethical concern for clinicians [30] and researchers. For
instance, mean scores on assessments such as IQ tests tend to differ among minority groups
[30], making the cultural validity of psychological assessments a topic of heated debate.
Besides linguistic equivalence in translations, other factors can vary across cultures, such as
equivalence in constructs measured, familiarity with the type of assessment, and cultural
relevance of measures [6]. A majority of psychological research has been conducted in
Western Industrialized Rich Democracies; therefore, the validity of assessments in diverse
cultures is a concern [23]. Additionally, many cross-cultural instrument adaptation studies
have relied on factor analysis and underutilized other strategies [2]. To further the goal of
testing assessment instruments thoroughly before using them in new cultures, we aimed to
test the BRIEF2 Self Report Form in Russian and previously institutionalized samples,
starting here with its validity scales.

According to the BRIEF2 manual, rater characteristics such as parent education level
and race/ethnicity did not contribute meaningfully to BRIEF self-report standardized
scores [16]. For example, parent education accounted for less than 3% of the variability in
the self-report data, and race/ethnicity was not significantly related to BRIEF2 self-report
scores. Therefore, some factors that may vary cross-culturally, such as education and
race/ethnicity, might not contribute substantially to differences in BRIEF performance.
Nonetheless, it is important to test performance of the BRIEF before using it extensively in
new languages and countries.

The standardization sample used for the BRIEF2 manual included participants with
no history of special education, psychotropic medication usage, or neurological disorders
(such as ADHD or ASD), with 803 participants who completed the self-report from [16]. The
current study, which was part of a larger project on institutionalization, did not screen for
type of education or medication use, so our samples might not match the standardization
samples on those aspects. Unfortunately, the BRIEF2 has not been standardized in
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a previously institutionalized US sample, which would have been interesting to compare to
our Russian institutionalized sample. The manual includes general clinical samples, as well
as samples prone to deficits in executive functioning, including ADHD and ASD.

Institutional care, defined here as care in government institutions without a family
structure (e.g., orphanages or baby homes), in Russia, is often characterized by
psychosocial deprivation, frequent changes in caregivers, and the deprivation of close
individual contact between the child and caregiver [22; 34]. Children in institutions may
have psychosocial difficulties associated with the absence of personal space due to living in
the same room as multiple other children, a low level of adaptive care, and stigmatization
from peers with whom they attend school [27; 35]. Russian institutions disproportionately
contain children with disabilities, although typically developing infants and children are
also placed in institutions [20]. U.S. institutions are often termed “group homes,” which
house between 7 and 12 children, or “residential care.” These institutions primarily house
those who need services such as therapy and medical care for severe behavioral issues or
mental disorders [10; 38] but also contain typical children awaiting foster care placement.
In both the U.S. and Russia, institutions are highly structured [22; 34; 10]. Children in U.S.
and Russian institutional care may face some of the same struggles, such as trauma from
changes in guardians [27; 35]. One difference is that although institutional care is
improving in quality and becoming less common in Russia, it is still more common than in
the U.S. For instance, approximately 19% of Russian children without parental care are
placed in institutions [28], versus around 10% of children without parental care in the U.S.
[11]. This 19% comprises a large number of individuals because the rate of public care is
high in the Russian Federation (1673 in 100,000 children as of 2021) [28].

Executive Function Assessment

Executive function assessments are important for clinicians because executive
functioning is linked to academic achievement [1], health-related quality of life [5],
language ability [17], and other major life outcomes. Executive functioning is also implicated
in a range of disorders, including ADHD [24], depression [37], and schizophrenia [9], among
many others, as well as early life experiences. Specifically, a history of institutional care has
been shown to be related to deficits in executive function, as measured with cognitive
performance tasks and neuroimaging [21; 25; 26]. The number of individuals with a history
of such care is large (see above); therefore, executive functioning assessments for clinicians
working with previously institutionalized individuals are important.

The BRIEF2 is one such assessment that has practical advantages over some executive
function assessments commonly used in research or clinical practice. It contains seven
subscales of executive functioning in just one 55-item questionnaire: Inhibit, Self-
Monitoring, Shifting, Emotional Control, Task Completion, Working Memory, and Planning
and Organization [16]. Therefore, it is comprehensive and quick. It does not require
expensive neuroimaging or computing equipment. It also does not involve multiple tasks
with different sets of instructions to assess different aspects of executive functioning, which
might be difficult for those with attentional deficits to complete. If demonstrated to be valid
in Russia and in previously institutionalized samples, it would be a useful tool for clinical
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evaluation and research in Russia in general and in particular for studying individuals with
a history of institutionalization. The current study examined the validity scales built into
the BRIEF2 Self-Report form designed to detect atypical, inconsistent, or overly negative
responses.

Method

Participants. Recruitment took place in major Russian cities. Those at least 18 years
of age gave their written informed consent on a consent form approved by the Ethical
Committee of the St. Petersburg State University #02-199 on May 3, 2017. Those under 18
had their caregivers sign consent forms. Participants were compensated with 1000 rubles,
which came out to an hourly rate approximately equal to the average local hourly wage at
the start of the study in 2017. They were primarily recruited through orphanages, social
assistance centers, and secondary educational institutions (e.g., lyceums, technical schools,
colleges), and some were self-referred via Internet ads. Participants were included in the
institutional care (IC) group if institutional records or the participant reported at least 6
months of institutionalization on the initial study screening. The biological family care
(BFC) group was raised exclusively in their biological families. These participants were
recruited to fall within a similar age range and educational level as the IC group.
Participants were native Russian speakers.

Participants were adolescents and adults who took part in a larger project on
institutionalization outcomes (n=677). Of these, 654 completed the BRIEF2 Self Report
Form, and 636 completed a medical questionnaire. After excluding four participants who
selected multiple answers on some BRIEF items and six who failed to complete all BRIEF
items, there were 625 participants who completed both the BRIEF2 Self Report Form and
the medical questionnaire. Of the 625 who completed both the BRIEF2 and the medical
questionnaire, 53 were excluded because they did not select “no” on medical questions
asking if they had a recent history of head trauma or neurological illness. The final sample
contained 572 participants (331 female, 241 male; 315 BFC, 257 IC). Of these participants,
182 were adolescents (68 BFC, 114 IC; 103 female, 79 male; ages 15-17 years, mean
age=16.38, SD=0.64), and 390 were adults (247 BFC, 143 IC; 228 female, 162 male; ages
18-38 years, mean age=22.47 years, SD=4.68). In this sample, 550 participants completed
the Culture Fair IQ Test (CFIT) [7]. Because IQ was not the primary focus of the current
study or an exclusion criterion, we did not exclude participants who did not complete the
CFIT. Participants were involved in a larger project that included additional assessments
not analyzed here, including 4 EEG tasks, a handedness questionnaire, and a behavioral
battery of language ability.

Because participants were recruited primarily through educational institutions with
the goal of approximately matching the IC and BFC groups on age and education, we did not
control our sample to make it perfectly representative of the overall Russian population.
Median income for adults in our sample was greater than 30000 rubles, versus a median of
28345 rubles in the Russian Federation at the time of data collection in 2017 [12]
(https://eng.rosstat.gov.ru/). In our sample, 25% of participants aged 15-29 had a job.
Based on Russian government statistics stating that 68.5% of individuals aged 15-72 have
jobs and that only 20.2% of the employed were 15-29 years, we estimate that
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approximately 13% of the 15- to 29-year-old general population was employed at the time
of data collection [12]. In our sample, employment rates may have been higher because we
focused recruitment on secondary educational institutions with a high percentage of
students from orphanages (such as technical schools). Students from these types of
institutions may have been more likely to have additional earnings in comparison with full-
time students of bachelor’s degree-granting universities or individuals with less education.
The IC and BFC groups were not matched on all income-related variables. For example,
satisfaction with income was lower in the IC group (x21)=30.945, p<.001), as was
employment (x?1)=37.127, p<.001).

Assessments

Culture Fair 1Q Test (CFIT). The Culture Fair Intelligence Test (CFIT; Scale 2; Form B
[7]) was used to assess non-verbal intelligence (IQ). IQ data from this study did not fit
a normal distribution and, therefore, could not be used to calculate standardized scores.
Instead, 1Q scores were calculated using the Cattell Culture Fair 1Q Key standard scores for
Form A, Scale 2 based on both a USA sample and a UK sample. The USA scoring most closely
gave the data a normal distribution, so we used the USA scoring guide.

BRIEF2 Self-Report Form. The BRIEF2 Self-Report Form is a 55-item questionnaire
originally designed for ages 11-18. It takes approximately 10 minutes to complete. Each
item on the BRIEF2 describes a behavior that represents a problem with executive
functioning and asks the participant to rate whether they never, sometimes, or often have
the problem [16]. The item scores are then summed into composite scores (1 — never,
2 — sometimes, 3 — often) within each of 7 subscales (Working memory, Inhibit, Self-
Monitor, Shift, Emotional Control, Task Completion, Plan/Organize). Therefore, higher
scores on the BRIEF2 indicate worse executive functioning. For the current study, all items
were translated to Russian and then translated a second time into English (a commonly
accepted method called back-translation [4]) to check the accuracy of the first translation.
At the time of the current analyses, accuracy of the Russian translations was checked once
again by a native Russian speaker with English fluency. To be able to analyze adult and
adolescent data together in analyses that are part of our larger project on
institutionalization, we used the same version of the questionnaire (the BRIEF2 Self-
Report) for all participants (adults and adolescents), and in the current paper checked
whether the validity scales performed differently in the two age groups. Many items on the
BRIEF2 for ages 11-18 and the Adult (BRIEF-A [33]) Self-Report forms are identical or very
similar, suggesting that the 11- to 18-year-old version might also accurately assess young
adults.

Validity Scales. The BRIEF2 Self-Report contains three validity indicators designed to
flag individuals with questionable responses: Infrequency, Inconsistency, and Negativity
scales.

Infrequency. The Infrequency scale contains three questions that are not part of the
executive function subscales and are highly unusual to endorse, even for severely
cognitively impaired participants according to the professional manual for the BRIEF2 (e.g.,
endorsing that they forget their own name) [16]. Thus, these items are designed to detect
highly atypical answers and may reflect falsehoods or extreme impairments.
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Inconsistency. The Inconsistency scale identifies inconsistency between answers to
similar questions. Discrepancy scores are computed for pairs of similar items to check for
response inconsistencies.

Negativity. The Negativity scale contains items that are part of the executive
functioning scales, and it identifies when a participant gives an abnormally large number of
“often” responses on negative items (e.g., endorsing that the participant often talks at the
wrong time).

Results

Demographic Analysis. Although the BRIEF2 manual explains that validity measures
have been tested in a typical standardization sample as well as a variety of clinical samples,
including cognitive impairment, we checked IQ scores on the CFIT for the current sample to
make sure that the majority of participants did not have very low IQ. The mean 1Q score
was 99.31 (Meansrc=105.67, SDprc=13.15; Meanic=91.14, SDic=12.80; see Figure 1).
Thirteen participants had scores lower than 70 (2.3%; 5 with 57, 3 with 62, 5 with 66),
which is a common threshold for diagnosing intellectual disability [14]. They were retained
in the current analyses due to their small number and the BRIEF manufacturer’s suggestion
that the validity scales work in most clinical groups and that the BRIEF works with a broad
range of participants. Furthermore, only a small number of participants flagged on the
validity scales had IQ below 70, so excluding them would not have changed the results by
much (see Table 1 and 2 captions and Negativity Scale results below).

BRIEF Reliability. Cronbach’s alpha values were computed for our sample to compare
to the BRIEF2 manual [16]. Scores for our whole dataset (alpha range 0.72 to 0.83 across
scales) and for the individual BFC (0.67 to 0.83) and IC (0.75 to 0.82) groups largely
overlapped with the standardization (0.81 to 0.90) and atypical clinical (0.71 to 0.85)
samples described in the BRIEF2 manual [16].

CFIT Reliability. Reliability of the CFIT in our overall sample was checked using
Cronbach’s alpha. For our whole sample, the range of Cronbach’s alpha across subtests was
0.88 to 0.91. Alpha values for the BFC (0.77 to 0.90) and IC (0.81 to 0.87) groups largely
overlapped with each other. The CFIT manual does not clarify how reliability was
computed for the manual, so we cannot directly compare the manual to our sample, but the
manual gives a value of 0.76 for consistency over items [7].

Infrequency Scale. According to the professional manual for the BRIEF2 [16],
questionable scores on the infrequency scale, indicated by selecting “sometimes” or “often”
on at least one infrequency item, indicate a greater than 99t percentile score, even in most
clinical groups and in individuals with cognitive impairment (tested in U.S. samples).
However, in the current overall sample, questionable scores on this scale occurred for 8.6%
of participants (see Table 1), which is significantly more often than 1% (z=18.27, p<.0001).
Even for the current study subgroup with the lowest rate of questionable scores (BFC
adolescents; 4.4%; see Figure 2), the rate was significantly higher than the 1% indicated by
U.S. norms (z=2.82, p<.01).
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Figure 1. Violin plots of IQ scores by institutionalization status.
Rectangles represent two standard deviations from the mean
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Figure 2. Percentages of questionable scores on infrequency items split
by age groups and institutionalization history
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Table 1

Count data and percentages of questionable scores on infrequency items split
by age groups and institutionalization history

Questionable Scores

Total 49/572=8.6%*
Adolescents 21/182=11.5%
IC Adolescents 18/114=15.8%
BFC Adolescents 3/68=4.4%
Adults 28/390=7.2%
IC Adults 14/143=9.8%
BFC Adults 14/247=5.7%
IC Total 32/257=12.5%
BFC Total 17/315=5.4%

Notes. * — with individuals with 1Q below 70 excluded, 44 participants had questionable scores on the
infrequency scale. Therefore, a high proportion of low 1Q individuals were flagged on this scale (4 out of 13).
However, even with those who have an IQ below 70 excluded, the percentage of participants flagged on this
scale in this sample remains high compared to a U.S. sample (8.2% versus <1%).

Inconsistency Scale. Inconsistency scores are computed by summing the absolute
value of the differences between similar items, and the questionnaire contains 8 similar
item pairs. A score less than or equal to 5 is acceptable (98t percentile or lower according
to U.S. norms), 6-7 is questionable (99t percentile), and 8+ indicates inconsistent
responses (>99th percentile). In the current sample, both questionable + inconsistent scores
(101/572 or 17.7%) and inconsistent scores alone (14/572 or 2.4%) occurred significantly
more often than 1% of the time (z=40.04, p<.0001; z=3.48, p<.001, respectively; see Table 2
and Figure 3), which is the maximum amount of questionable and inconsistent scores
according to the manual normed on U.S. participants.

Negativity Scale. To compute negativity scores, the number of items with a score of
“often” on 8 negativity items is counted. A total of 6 or less is considered acceptable, 7 is
elevated, and 8 is highly elevated. According to the normative samples used in the BRIEF2
manual, elevated scores are considered 99t percentile, and highly elevated are above the
99th percentile (according to U.S. samples). Only one participant in the current sample
scored above a 6 (see Table 3), which was significantly less than the 1% indicated as likely
based on U.S. norms (z=-1.98, p<.05). The one flagged individual had an 1Q above 70, so
exclusions based on IQ would not have changed the results significantly.
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Figure 3. Percentages of questionable + inconsistent or inconsistent only scores
derived from inconsistency items, split by age groups and institutionalization history

Table 2

Count data and percentages of questionable +
inconsistent or inconsistent only scores derived from inconsistency items,
split by age groups and institutionalization history

Questionable + Inconsistent Scores Inconsistent Scores

Total 101/572=17.7%* 14/572=2.4%*
Adolescents 34/182=18.7% 8/182=4.4%

IC Adolescents 24/114=21.1% 6/114=5.3%

BFC Adolescents 10/68=14.7% 2/68=2.9%
Adults 67/390=17.2% 6/390=1.5%

IC Adults 16/143=11.2% 3/143=2.1%

BFC Adults 51/247=20.6% 3/247=1.2%
IC Total 40/257=15.7% 9/257=3.5%
BFC Total 61/315=19.4% 5/315=1.6 %

Notes. * — with individuals with 1Q below 70 excluded, 94 participants had questionable or
inconsistent scores and 12 had inconsistent scores on the inconsistency scale. Therefore, a high proportion of
low 1Q individuals were flagged on this scale (7 out of 13). However, even with those who have an IQ below 70
excluded, the percentage of participants flagged on this scale in this sample remains high compared to a U.S.
sample (17.5% questionable or inconsistent versus 1%; 2.2% inconsistent versus <1%).
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Table 3

Count data and percentages of elevated or highly elevated + inconsistent scores on
negativity items, split by age groups and institutionalization history

Scores
Total Elevated 0/572=0%
Total Highly Elevated 1/572=0.2%
Adolescents Highly Elevated 1/182=0.5%
IC Adolescents 1/114=0.9%
BFC Adolescents 0/68=0%
Adults Highly Elevated 0/390=0%
IC Adults 0/143=0%
BFC Adults 0/247=0%
IC Total Highly Elevated 1/257=0.4%
BFC Total Highly Elevated 0/315=0%

Relations between Validity Scales, Covariates, and BRIEF. Because percentages of
individuals with questionable scores on the Infrequency and Inconsistency scales were
higher than indicated in the BRIEF2 Professional Handbook with norms created within the
United States, despite excluding those with head trauma or neurological illness and despite
not explicitly recruiting a clinical population, further exploration was warranted. The
negativity scale is not analyzed in this section because only one participant had an elevated
negativity score.

Infrequency and Inconsistency. If the reason for the high number of questionable
responses on the infrequency scale was that some participants selected answers arbitrarily
or inaccurately, it seemed likely that participants with questionable responses on the
infrequency scale participants would also be prone to answering similar questions
inconsistently and be flagged by the inconsistency scale. Although a majority of participants
with questionable scores on the infrequency scale had acceptable scores on the
inconsistency scale (34/49; see Figure 4), a higher proportion of individuals with
questionable infrequency scores had questionable or inconsistent answers on the
inconsistency scale than those with acceptable infrequency scores (x2(1,572)=6.19, p<.05).

IQ and Validity Scales. For the Infrequency and Inconsistency scales, a logistic
generalized linear model testing the effects of 1Q, Group (IC, BFC), Age Group (Adult,
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Adolescent), and the IQ x Group interaction on whether scores were questionable was run
using the glm function in R with a binomial distribution specified.
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Figure 4. Proportions of participants with acceptable or questionable infrequency
scores and those with acceptable or questionable + inconsistent inconsistency scores, plus
count data

Infrequency. The 1Q x Group interaction had a statistically significant effect on the
probability of getting a questionable infrequency score (x?1)=7.62, p<.01; see Figure 5).
Follow-up tests indicated that in the BFC group, IQ scores were not significantly related to
the probability of getting a questionable infrequency score (z=1.70, p=.09), and in the IC
group, 1Q scores were negatively related to the probability of getting a questionable
infrequency score (z=-2.30, p<.05). The main effect of Institutionalization was statistically
significant (x%(1)=9.14, p<.01), such that those with a history of institutionalization were
more likely to have questionable infrequency answers than those raised in biological
families. The Age effect was not statistically significant.

Inconsistency. Questionable and inconsistent scores were combined into one “non-
acceptable” category. There were no statistically significant effects of IQ, Group (BFC, IC), IQ
x Group, or Age Group (adolescent, adult) on the probability of getting non-acceptable
answers on the inconsistency scale.

BRIEF Performance and Validity Scales. A linear regression tested the effects of
validity (Acceptable or Questionable) on each BRIEF subscale, controlling for Group (IC,
BFC), Age Group (Adolescent, Adult), and Gender (male, female). For all subscales of the
BRIEF and for both Infrequency and Inconsistency subscales, questionable answers were
associated with worse executive function (see Table 4).
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Figure 5. IQ by predicted infrequency probability in each group

Notes. Black lines represent the GLM-predicted probability of having a questionable infrequency score.
Dots represent the raw data, with 0=acceptable and 1=questionable. Overlapping dots are darker.

Table 4

F-values, p-values, and directions of effects for linear models testing effects
of questionable Infrequency and Inconsistency scores on each BRIEF subscale

SRIEFSubscale TSN ety Inconsitensy - Inconssteny
Inhibit 17.19 <.0001 17.68 <.0001
Working Memory 33.11 <.0001 42.88 <.0001
Shift 9.45 <.01 18.17 <.0001
Plan 20.48 <.0001 25.63 <.0001
Self-Monitor 31.74 <.0001 18.06 <.0001
Task Completion 12.91 <.001 48.59 <.0001
Emotional Control 6.60 <.05 22.07 <.0001
Discussion

The current study compared Russian samples raised in exclusively in biological
families or at least partially in institutionalized care to U.S. norms on three validity scales

151


http://www.psyedu.ru/journal/2014/2/index.phtml
http://www.psyedu.ru/journal/2014/2/index.phtml

Chinn L.K., Momotenko D.A., Grigorenko E.L. YuhH JL.K., MomomeHnko /I.A., 'puzopenko E.JL.

A Russian Translation of the BRIEF2 Pycckuii nepeBos BRIEF2 HenpomnopunoHaibHO
Disproportionately Flags Typical Russian and OTMeYaeT PyCCKOTOBOPSIIUX JI0JeH C ONbITOM
Previously Institutionalized Individuals on Validity Scales 1 6e3 ONbITa MHCTUTYLIMOHAIU3ALUU

Clinical Psychology and Special Education 0 IIKaJIaM BaJIUAHOCTH

2022,vol. 11, no. 2, pp. 138-157. KnuHudyeckas v cnenyaJibHasi ICUXO0JIOTUS

2022.Tom 11. Ne 2. C. 138-157.

built into the BRIEF2 Self-Report form [16]. Results indicate that for scales designed to flag
highly infrequent (abnormal) or inconsistent answers, significantly more individuals were
flagged in our overall sample (8.6 & 17.7%) compared to typical and clinical samples in the
U.S. (~1% or less). The infrequency scale, designed to detect highly abnormal answers, was
also sensitive to IQ and a history of institutionalization. Questionable answers on
infrequency and inconsistency scales were also associated with worse executive
functioning on all subscales of the BRIEF. Although the BRIEF2 was designed for use in
individuals aged 11-18, performance on the infrequent and inconsistent validity scales did
not significantly vary by age group (adolescent, adult). Results point to possible cultural
differences in responding between the U.S. and Russia and highlight the need for culturally
sensitive validity checks before translated measures are used extensively in research or
clinical practice.

The high rates of questionable scores on the infrequency and inconsistency subscales
and low rate of elevated scores on the negativity scale in the current study were not driven
by any particular question(s). For example, the three infrequency items had similar
numbers of questionable responses (26, 22, & 24 questionable responses per item).
Additionally, even though our sample included previously institutionalized individuals who
may be more prone to lower IQ [36] and executive functioning [21; 25; 26] than non-
institutionalized individuals, the results seem unlikely to be driven by low functioning in
this sample. One reason for this conclusion is that the BRIEF2 validity scales were tested in
the U.S. in clinical samples and those with cognitive impairment, and they still showed low
levels of questionable answers. Additionally, mean IQ in this sample (99.31) was close to
the U.S. average (100). Furthermore, even when considering only the intended age group
(our adolescent group) and participants raised in biological families, the Russian sample
had more questionable answers on the infrequency scale and inconsistency scales than U.S.
norms. Lastly, although several of our 13 participants with 1Q below 70 were flagged on the
inconsistency and infrequency scales, this was a small percentage of our total participants.
Thus, excluding them would still have left us with higher numbers of questionable
responses on the infrequency and inconsistency scales. The questionable scores, therefore,
do not seem to be driven solely by impaired intelligence (although questionable scores in
the IC group were associated with lower IQ) and are likely to be elevated, at least in part,
for another reason.

The relatively high number of individuals flagged on infrequency and inconsistency
validity scales could be due in part to cross-cultural differences in assessments, specifically
unfamiliarity with the type of testing [6]. Although the Russian education system uses
multiple choice tests, psychological screening in Russia has historically been less common
compared to western countries [3; 18]. Therefore, participants may not have been as
comfortable with self-reflection and self-report questionnaires. The differences found here
may also be due to unidentified cultural differences between Russia and the U.S.

Another possibility is that the high infrequency and inconsistency scores might reflect
a subset of individuals who answered quickly or carelessly. Although participants got an
hour break halfway through testing, the larger study visit took approximately five hours.
Therefore, some participants may have answered indiscriminately to rush through testing
or made errors if they became fatigued during testing. Furthermore, we saw strong
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relations between two of the validity scales (inconsistency and infrequency) and the BRIEF
subscales that measure executive functioning, such that those with lower executive
functioning were more likely to be flagged on the validity scales. (Although note that it
remains unclear how much the BRIEF executive function scores can be trusted in
individuals flagged by the validity scales.) Careless answering or attentional difficulties
could explain the high percentage of participants flagged for inconsistent answers.
Additionally, since only one response of “sometimes” or “often” on any of the three
infrequency items was required for a participant to be flagged on the infrequency scale,
indiscriminate answering would likely flag more than the U.S. norm of 1% of participants
on this scale. However, most participants who were flagged on one of these validity scales
were not flagged on the other (only 15/572 were flagged on both), suggesting that
a majority of questionable scores may not have been driven by one set of participants
choosing answers at random.

Low engagement on the BRIEF in some participants could also partially explain why
the negativity scale flagged no participants in the current study as “elevated” and just one
(~0.1%) as “highly elevated”. In order to be flagged on the negativity scale, a participant
had to answer “often” on 7-8 out of 8 items on the negativity scale [16]. If a subset of
participants was indiscriminately providing a range of answers, they would be unlikely to
answer “often” on so many negativity items and could slightly lower the negativity rate.
However, it remains unclear why such a small number (1/572) was flagged on this subscale
in our sample or how meaningfully different this is from the 1% in U.S. norms, given that
reaching 1% would have required only 4-5 more participants to be flagged in our sample.

A limitation of the current study is that we cannot conclusively determine the
reason(s) for differences in validity between our sample and U.S. norms, so cultural
differences would need to be explored in future research. Additionally, due to a focus on
recruiting individuals with a history of institutionalization, our sample did not match the
larger population of the Russian Federation on all demographic measures. An additional
future direction could be to norm validity scales in larger Russian samples of neurotypical
and clinical participants, more similar to the U.S. BRIEF2 scoring manual [16]. Future work
could apply the same exclusion criteria as U.S. standardization samples, such as
psychotropic medication use. Researchers could also directly compare Russian and U.S.
samples in the same study and could try a study design with a smaller number of additional
measures to reduce the potential for rushing or fatigue effects. The reason(s) that we saw
a Group x IQ interaction on the infrequency scale also remains unclear and should be
explored further.

Conclusions

The primary goal of this report was to evaluate the usability of the BRIEF2 Self-Report
Form scales in a Russian sample. Cultural validity is important when a scale is used in new
populations [6; 23; 30], and here we demonstrated that the BRIEF2 validity scales may not
perform the same in Russian and U.S. samples. The infrequency scale also does not perform
the same in individuals raised in biological families versus those raised at least partially in
institutions. Future work will evaluate the BRIEF2 further, using analyses such as item
response theory, confirmatory factor analysis [15], and checking for correlations between
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the BRIEF2 scores and neural measures of executive functioning using EEG. Until results
are clearer, researchers and clinicians should use translations of this scale in Russian
samples with caution.
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[Ipo6/1eMbl € ICUXUYECKUM 3/10POBbEM LIMPOKO PACIPOCTPAaHEHbI B CUCTEME IOBEHAJIbHOMU
I0OCTULIMU. MeTOoAbl IMAarHOCTUKH 3HAYUTEJBbHO PAa3/IMYaAOTCA B Pa3HbIX UCIPABUTEJbHBIX
yUpEeXJEeHUsAX, 4aCTO ONHUpasChb HA MNPOUUIYI0O HCTOPUI0O O6OJIE3HUW HJIU HECTPYKTY-
pUpOBaHHble KJWHHUYECKHEe HHTepBblo. CyllecTByeT MHOXECTBO CTPYKTYPHUPOBAHHBIX
U TOJIyCTPYKTYPUPOBAaHHbIX UHCTPYMEHTOB OL€HKH, HEKOTOpble M3 KOTOPBIX paHee
UCIO0JIb30BAaJIMCb B BbIOOpKAax B CUCTeMe IOBEHaJIbHOM OCTULMU. B TekyueMm
UCCJIe[JOBAHUNW CPaBHUBAIOTCA pPacOpOCTPaHEHHOCTb U pacnpezieieHUe JHUarHo3oB
NCHUXHUYECKUX PACCTPOMCTB B COOTBETCTBUHU C TEKYILel MPAaKTUKOW B OTZeJie Npobaryu no
CpaBHEHHIO C wucnosb3oBaHueM llkanbl a1 oueHKH adpPeKTUBHBIX PaCCTPONCTB
U mus3oppeHun B getrckoMm Bo3pacTe (K-SADS) Ha BbiOOpKe MOJIOJI€KH, BOBJIE€YEHHOU
B CHCTEMY IOBEHaJIbHOM OCTULUM. Pe3ynbTaThl mokasanu, 4To K-SADS BeisiBU/Ia GoJsiee
IIUPOKUM CIIEKTpP MpoO6JIeM C NCUXUYECKUM 370pOBbeM C 0oJjiee BBICOKOM TOYHOCTBIO
(HanmpuMep, Bce AUArHO3bl ObLJIM yTOYHEHHbIE, @ He HeyTOYHeHHbIe). O/JHAaKO CTaHapTHas
NpaKTUKa OLleHKU BbIsIBUJA 00Jiee BBICOKYI paclpocTpaHeHHOCTb aAuarHo3oB C/IBT,
a TakKxe JPyTUX COCTOAHUH, KOTOpble MOT'YT ObITb B LieHTpPe KJIMHUYECKOr0o BHUMAHHA.
06cyxaal0Tcsa OrpaHUYeHus U lepCleKTUBBI UCCIeJ0OBaHHUS.

KimroueBble cioBa: oueHKa, oBeHasbHas toctuuud, K-SADS, ncuxuyeckoe 340poBbe,
JleJIMHKBEHTHOCTD, MOJIyCTPYKTYPHUPOBaHHAsA AUATHOCTHUKA.
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duHaHCcUpoBaHHUe. [10roToBKa 3TOW CTaTbU OblIa moaaep:kaHa rpantoM P20 HD091005
(Bepyuuii uccaenoBatesb: Enena JI. puropenko), ¢uHaHcupyeMbiM HalpoHasbHBIM
VHCTUTYTOM [EeTCKOrO 3J0pPOBbsSl M 4YeJsioBedyeCKOro pa3Butus uUMeHU [OHuc Kennepu
[paiiBep (NICHD).

BsiaroaapHoctb. Mbl 6GJiarojiapuM /JlenapTaMeHT Npo6aliid HECOBEPIIEHHOJIETHUX OKpyTra
Xappuc (HCJPD) 3a npefiocTaB/ieHMe IOCTyNa K UX aIMUHUCTPATUBHbBIM JAHHBIM. Mbl TaKKe
6sarogapuM Cawy XaiiHa, PhD, 3a c6op ¥ koopauHanyo JaHHbIX, npegocTtaBaeHHbix HCJPD,
a TaKXKe 3a ero 0T3bIBbI 0 POEKTE PYKOMHCH.

A puratel: Kosasenko 10/, /lu H., I'pueopenko E.JI. «3010TOW CTaHAApT» B CPAaBHEHUU
C JledyeHHWeM Ha OCHOBaHHWM COOCTBEHHOTO KJIMHHUYeCKoro ombiTa ('Treatment as usual"):
JIMarHOCTUYecKas MpaKTUKa B CUCTeMe IOBEHAJIbHOU I0CTULUM [JJIEKTPOHHBIN pecypc] //
KnnHuuyeckass M cnenuasibHasd ncuxosioruda. 2022, Tom 11. Ne 2. C. 158-173. DOI:
10.17759/cpse.2022110210

It is well-established that many youths involved with the juvenile justice system (J]S)
face significant mental health concerns, with estimates of prevalence of mental illness
ranging from 65-98% [3; 13; 14; 17; 36; 41]. Frequent diagnoses include disruptive
behavior disorders (DBDs), substance use disorders, ADHD, and affective disorders, which
are more prevalent in girls [17; 37]. A proper diagnosis carries important practical
implications. Specifically, assigning a diagnosis can provide a better understanding of the
youth’s problems and needs, which in turn may ensure they receive appropriate treatment.
As such, clinicians should be very careful when assigning a diagnosis to a youth because
that diagnosis not only impacts the type of intervention to be provided but also may bias
how judges and probation officers view the juveniles [14]. Thus, reliable and valid
diagnoses are particularly important in a forensic setting.

A report from the Office of Juvenile Justice and Delinquency Prevention (OJJDP)
suggests that there are highly variable assessment practices within the JJS, and there is
a reliance on the youth’s past utilization of mental health services as an indicator of the
youth'’s current problems [41]. Authors reported that a common practice to evaluate mental
health needs is to rely on the history of receiving prior mental health services, which is not
always reliable or reflective of the youth’s current needs. A reliable, valid but also cost-
effective way of diagnosing youth within the system is necessary to ensure youth receive
the services they need. Structured or semi-structured diagnostic interviews would be
a suitable tool within the JJS due to their validity, reliability, and ability for non-clinicians to
administer it (including computerized self-administration).

Structured interviews and psychological tests provide empirically quantified
information, are often normed, and have research on the reliability and validity of that
specific individual test or assessment [29]. Thus, clinicians have a clearer opportunity to
gauge the data they are collecting from the individual [29]. Studies have found that when
psychiatrists were treating patients who received a structured interview (Structured
Clinical Interview for DSM Disorders, SCID) compared with control patients (who received
treatment as usual, which included review of service eligibility, a clinical interview, chart
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review, and laboratory tests), they were more likely to not only update and change the
diagnosis consistent with the SCID results but to order additional evaluative procedures,
change prescription medication type while being less likely to increase patients' medication
dosages [20].

Structured diagnostic interviews are often more reliable than unstructured clinical
interviews due to the questions being standardized, thus resulting in decreased variability
among interviewers, less variability of the symptoms over time, as well as reliability
between client self-report and collateral information [35; 39]. Structured interviews also
have increased validity because they cover diagnostic criteria systematically and
completely, some of which may be overlooked during less formal evaluation procedures
[28; 34].

Structured diagnostic tools are cost-effective, as they can be administered by non-
clinicians or clinicians still in training. Some semi-structured interviews are computerized
and even offer self-administration options, such as the Kiddie Schedule for Affective
Disorders and Schizophrenia, KSADS-COMP [21; 38]. According to the Kennedy Krieger
Institute, the K-SADS is the most widely used and well validated diagnostic interview for
children and adolescents [38]. The reliability and validity of the K-SADS-COMP are well-
documented and are convergent between a clinician-administered version, a self-
administered youth version, and a self-administered parent version [38].

A number of structured and semi-structured diagnostic interviews have been used in
the JJS, including the K-SADS [5; 26]. Other assessments included the Practical Adolescent
Dual Diagnosis Interview (PADDI), which identified a high prevalence of mental health
concerns in JJS youth (ranging from 92% for male participants to 97% for female
participants), provided information on comorbid disorders, and demonstrated strong
internal consistency [1; 7]. The Mini-International Neuropsychiatric Interview for Children
and Adolescents (MINI-KID) has also been used within the community and the JJS to assess
mental health concerns and suggested that disruptive disorders were most frequent,
followed by substance-related disorders, anxiety, and mood disorders [32].

A meta-analysis provided an overview of the results of additional structured
assessment tools, including versions of the Diagnostic Interview Schedule for Children
(DISC), Schedules for Clinical Assessment in Neuropsychiatry (SCAN), Diagnostic Interview
for Children and Adolescents, Revised (DICA-R), and Salford Needs Assessment Schedule
for Adolescents (SNASA) [9]. The results suggested the overall high prevalence of mental
health concerns, including ADHD and CD, as well as an increased prevalence of rates of
depression in girls. In addition, it was reported that the DISC provided lower prevalence
estimates for depression, ADHD, and conduct disorder than other instruments, while
studies that utilized psychiatrists as interviewers had lower prevalence estimates of
depression [9].

Research studies that have used versions of the K-SADS have reported a number
of mental health concerns in the system. For example, T. Kang, ]. Wood, J. Eno Louden,
and E. Ricks [19] recorded that even among low-risk offenders, mental health services
and substance abuse treatment are highly needed. They also observed that girls are in need

161


http://www.psyedu.ru/journal/2014/2/index.phtml
http://www.psyedu.ru/journal/2014/2/index.phtml

Kovalenko ].D., Li N., Grigorenko E.L. Kosanenko 10./1.,, /lu H.,, I'pueopenko E.JL

Assessment Practices Juarsoctuyeckasi NpakKTHUKa B CUCTEME

in the Juvenile Justice System I0BEHAJIbHOM OCTUIINHU

Clinical Psychology and Special Education KnvHuyeckas u cnenyajibHas NCUX0JIOTUS
2022, vol. 11, no. 2, pp. 158-173. 2022.Tom 11. Ne 2. C. 158-173.

of more services for affective disorders. Additional studies that utilized the K-SADS
identified a high prevalence of non-suicidal self-injury in youth involved with juvenile
justice or welfare systems [26]. Research suggests that mental health problems are
a significant factor associated with delinquency and that when assessed with the K-SADS,
a majority of female juvenile delinquents met lifetime criteria for at least three psychiatric
diagnoses [6].

Given the importance of a proper diagnosis for youths involved in the JJS, utilizing
a structured or semi-structured interview may provide useful information to the mental
health providers in the JJS. A recent study found that in a sample of youth involved with
a Texas juvenile probation department, the primary diagnosis from the disruptive behavior
chapter of DSM-5 was Unspecified Disruptive, Impulse-Control, and Conduct
Disorder(UDICCD) [23]. Based on the literature, that finding was unexpected as specified
DBD'’s such as oppositional defiant disorder (ODD) or CD were anticipated [23; 37]. While
the unspecified category has been reported to be frequently used as a placeholder or reflect
other diagnostic uncertainty, there may be treatment implications due to the “vagueness” of
the diagnosis [10; 11; 23]. Specifically, treatment and other correctional decisions within
the justice system are dependent on the type of presenting concerns the youth has [2], yet
Kovalenko and colleagues’ article demonstrated that despite juveniles receiving the same
UDICCD diagnosis, they may have different presenting concerns and needs
(e.g., academic achievement concerns versus internalizing comorbid diagnoses). A valid and
reliable diagnostic system to screen for specific mental health concerns would be beneficial
within the JJS as it would provide accurate diagnoses that can be targeted with
interventions and can help prevent future recidivism [7].

It has been shown that mental health concerns, including in individuals involved with
the JJS, often carry a stigma in the community [18; 33]. A qualitative study found that
parents of youth who present mental health concerns and have had contact with the JJS
have significant concerns about their youth being “labeled” with a diagnosis due to worries
about stigmatization [42]. The article also noted that the youth primarily received services
through their involvement with the JJS (e.g., as a component of their probation) rather than
the family seeking out services independently. It may be possible that the UDICCD diagnosis
is used to minimize stigmatization that is associated with mental illness, however research
on the effects of diagnostic labels on the perception of individuals involved with the justice
system are mixed. While some studies identified a negative relationship between
a diagnostic label and mock juror’s perception of the youth [8], other research did not
identify a negative relationship between a diagnostic label and the perception of the youth
by judges or juvenile probation officers (JPO). A diagnostic label also did not impact JPO’s
recommendations of sanctions, in fact, it only impacted their recommendations for the
youth to receive additional psychological services [30; 31].

A semi-structured diagnostic interview would allow for consistent assessment of
youth and provide a more accurate picture of the types of problems youths in the JJS face,
as well as lead to more targeted interventions. The aim of this study was to investigate the
distribution of mental disorders in JJS-involved youth residing in post-adjudication facility
and in their communities using a semi-structured diagnostic interview and compare to the
prevalence of disorders given current practice. In particular, we hypothesized that the
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semi-structured diagnostic interview would provide valid and reliable results on the
distribution of mental disorders in a sample of JJS youth as the K-SADS is the “gold
standard” of mental health assessments. In addition, we hypothesized that the distribution
and prevalence of diagnoses from this study would differ from the distribution and prevalence
of diagnoses identified with the current practice in HCJPD. Specifically, with the semi-
structured tool more specified as compared to unspecified diagnoses will be identified.

Method

The study aimed to use a semi-structured diagnostic tool to provide valid and reliable
diagnoses to JJS youth involved with the Harris County Juvenile Probation Department
(HCJPD). HCJPD maintains a centralized database for youth under their jurisdiction. As part
of a collaborative project, HJICPD provided access to the data of youth who participated in
the current research study.

Participants

Youth placed in HCJPD detention facilities or those who are on probation were invited
to participate in the current research study by HCJPD social workers or JPO’s. The social
workers or JPO’s obtained all necessary documentation from parents/legal guardians with
regard to their children, including informed consent for participation in the research study.
Criteria for involvement included conversational English proficiency. Data were collected in
person or over Zoom, depending on the youth’s placement. Due to the ongoing Covid-19
health crisis, very few youths were placed within post-adjudicated detention facilities.

For youth who have had a K-SADS assessment completed, HCJPD provided additional
data. As noted above, not every juvenile on probation receives a full behavioral health
evaluation. Specifically, to limit unnecessary exposure to the JJS, full behavioral health
evaluations are primarily collected on youth who have been placed in detention facilities.
No youth in our sample who were on probation had behavioral health data available from
HJCPD. Thus, the sample of youth who had both K-SADS and HCJPD data was primarily
comprised of youth who were placed within post-adjudicated facilities, which potentially
skewed the matched sample to represent more youth who have been in detention.

A total of n=27 youth from the probation department and post-adjudicated facilities
participated in the K-SADS assessment. Three youth had assessments that were initiated;
however, they were not completed (and did not have enough information for a diagnosis),
thus they were not included in either K-SADS-only analyses or in the comparison analyses
with HCJPD data. The overall K-SADS sample size included in descriptive analyses was n=24
(Mage=15.6, SD=0.89;83.3% male). HCJPD was unable to provide data on seven youth from
the K-SADS sample as they did not have behavioral health evaluations. Four of the seven
unmatched youth were on probation rather than in a detention facility. The sample used in
analyses to compare HCJPD and K-SADS data were 16 youth (Mag=15.8, SD=0.93; 87.5%
male). Data on race/ethnicity were only available for youth who were matched with HCJPD
data as it was not collected as part of the K-SADS study. The racial distribution included
Black/African American youth (43.8%) and Hispanic/Latinx youth (56.3%). Demographic
information is provided in Table 1 for the 16 youth who had K-SADS and HCJPD data.
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Table 1

Demographics and number of unspecified diagnoses for matched sample

N of unspecified diagnoses

Youth Age Gender Race K-SADS HCJPD
1 16 Male Black 0 1
2 17 Male Black 0 0
3 16 Male Black 0 1
4 15 Male Hispanic 0 0
5 14 Male Hispanic 0 0
6 15 Male Hispanic 0 0
7 16 Male Black 0 2
8 15 Female Black 0 0
9 17 Male Hispanic 0 2
10 16 Male Hispanic 0 1
11 15 Male Hispanic 0 0
12 15 Male Black 0 3
13 17 Male Hispanic 0 0
14 16 Female Hispanic 0 1
15 15 Male Hispanic 0 1
16 17 Male Black 0 0
Assessments

HCJPD Procedures. Information on youth’s diagnoses in the dataset is dependent on
whether a youth received a full behavioral health evaluation or a screener. Screeners utilize
an unstructured diagnostic interview and sometimes academic achievement and IQ
assessments as needed. Full evaluations utilize an unstructured diagnostic interview and
follow up questionnaires for specific concerns (mood, ADHD). When available, collateral
information (e.g., school records, caregiver report) is incorporated into case
conceptualization. All youth within HCJPD receive a screener; however, much fewer youth
receive a full behavioral evaluation. HCJPD provided diagnostic information on youth who
participated in the K-SADS evaluation; however, as described above, there were seven
youth who participated in the K-SADS evaluation who did not have diagnoses assigned by
HJCPD and thus were not included in the comparison sample. HCJPD utilizes the DSM-5
nomenclature to assign mental health diagnoses to youth. Of note, HCJPD also provides
information on “Other Conditions That May Be a Focus of Clinical Attention,” unlike the
K-SADS.
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Kiddie Schedule for Affective Disorders and Schizophrenia (KSADS-COMP), clinician
administered. The computerized version of the K-SADS uses pre-programmed branching
logic, which guides the clinician (or patient) appropriately through the interview. It ensures
that all required probes and supplements are administered. In addition, data are
automatically stored in an electronic database, eliminating the need for scoring and data
entry, thus removing the possibility of human errors [38]. The reliability and validity of the
KSADS-COMP are well-documented and are convergent between a clinician-administered
version, a self-administered youth version, and a self-administered parent version [37]. Of
particular interest, it was reported that for the clinician administered KSADS-COMP, all
raters scored 94-96% of items identically, and there was a 98% agreement if the items were
above the clinical threshold [38]. In addition, the authors reported correlations between
the KSADS-COMP and standardized symptom measures ranging from 0.55 (for bipolar
disorder) to 0.76 (for ADHD). The K-SADS provides both current diagnoses (symptoms
present in the past two weeks), current diagnoses in partial remission, as well as past
diagnoses (meaning the youth endorsed experiencing symptoms in their lifetime) [38].

Data analysis. We completed analyses on two sets of data. The first included all youth
assessed via the K-SADS (n=24), with data on current and past diagnoses for the youth. The
second sample only included youth who had both K-SADS and HCJPD data available (n=16)
from the full K-SADS sample. If youth had numerous evaluations conducted during their
time at HCJPD, the latest HCJPD evaluation was used in analyses to ensure the most up-to-
date diagnostic information was included. The prevalence of diagnoses and their
comorbidities were examined amongst the full K-SADS sample as well as the matched
K-SADS/HCJPD sample to identify common mental health difficulties youth in the system
face. Diagnoses were grouped based on their chapter in the DSM-5, such as DBD’s anxiety,
depression, or bipolar and related disorders. Each youth received a total score for how
many diagnoses they received, either via the K-SADS or HCJPD mental health practitioner’s
evaluation. The number of unspecified diagnoses were also summed for each youth to
examine the prevalence of unspecified diagnoses in youth assessed with K-SADS as
compared to prevalence based on the assessment by HCJPD. The ICC statistic was utilized to
examine inter-rater reliability and consistency of HCJPD and K-SADS diagnoses. The general
guidelines indicate that 0.5 are indicative of poor reliability, while values between 0.75 and
0.9 suggest good reliability [22]. The ICC estimate may be negative in cases where the value
of the mean square for error exceeds the mean square for subjects [28]. Figures and tables
are provided for variables that could not be statistically analyzed. Analyses were conducted
using SPSS.

Results

The average number of current diagnoses (diagnoses at time of testing) provided by
the K-SADS for the full sample was just under five (M=4.96; min=0, max=13). The average
number of past diagnoses was 2.5 (min=0, max=7). The K-SADS assigned only one
unspecified diagnosis for the whole sample. See Figure 1 and for the distribution of current
and past diagnoses for the full sample of youth. Substance-related concerns were the most
frequently encountered under current diagnoses, accounting for 40% of diagnoses. DBD’s
accounted for 17% of the diagnoses within the sample, while anxiety disorders and trauma-
and stressor-related disorders were equivalent to 7% each. Of note, the K-SADS identified
a high frequency of homicidal ideation, in particular, in the past diagnoses, as well as
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suicidality in both current and past diagnoses. For past diagnoses, anxiety and substance-
related disorders accounted for 24% and 18%, respectively, of all diagnoses. Only one
youth had one unspecified diagnosis in the full sample.

Current Past

1%

2%

B Anxiety Depressive B Feeding and Eating B Homicidal Ideation

W Neurodevelopmental Obsessive-Compulsive W Schizophrenia Spectrum [ Sleep-Wake

B Substance-Related B Suicidality DBD B Trauma- and Stressor-Related
@ Dissociative @ Bipolar

Figure 1. Current and Past K-SADS Diagnosis Prevalence for Full Sample of 24 Youth

For the comparison sample (youth who had both K-SADS and HCJPD data available),
the ICC statistic was utilized to determine the consistency of inter-rater reliability of the
total sums of diagnoses assigned to a youth by the K-SADS to the total sum of diagnoses
provided by the HCJPD. The average number of diagnoses assigned by the K-SADS was
M=5.8 (SD=4.3), while the average number for HCJPD was M=3.4 (SD=1.1). In general, the
K-SADS generated more diagnoses of youth but had a larger standard deviation. HCJPD
assigned less diagnoses on average; however, they had a smaller standard deviation. Within
the current sample, ICC(3,2)=-0.23 (-2.52; -0.57), meaning the two-way mixed effects model
was applied with a consistency definition. The ICC results suggest extreme inconsistency in
the number of diagnoses assigned for the youth by HCJPD as compared to the K-SADS.
Specifically, a negative value is difficult to interpret as an appropriate range for inter-rater
reliability would fall within the 0.75 and 0.90 range. This suggests that K-SADS and HCJPD
provided very different ratings for the number of diagnoses each youth received.

Table 1 also presents the data on frequency of unspecified diagnoses assigned by
K-SADS as compared to HCJPD. Of note, none of the youth used in analyses had an
unspecified diagnosis assigned when assessed with the K-SADS. Alternatively, HCJPD
assigned up to three unspecified diagnoses (M=0.8, SD=0.9). It was not possible to examine
the differences using parametric statistics as the K-SADS did not provide unspecified
diagnoses in the matched sample, meaning the variable was a constant (0). Therefore,
Cohen’s Kappa did not provide interpretable information.

Please see Figure 2 to examine the prevalence of disorders diagnosed by the K-SADS
versus HCJPD. The K-SADS results for diagnosis distribution suggested the largest
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proportion of diagnoses fell under the substance-related and addictive disorders (39%),
followed by DBDs (14%) and anxiety disorders (10%). However, HCJPD assigned an equal
proportion of substance related and DBD diagnoses (28%), as well as a high prevalence of
neurodevelopmental (23%). The K-SADS provided more variable diagnoses, likely due to
the ability to capture internalizing concerns, such as depression or anxiety. However, the
K-SADS identified less neurodevelopmental concerns than were identified by the HCJPD.

HCJPD KSADS
2% 3% 1%

M Substance-Related DBD B Neurodevelopmental
B Trauma- and Stressor-Related Depressive W Bipolar

B Anxiety Obsessive-Compulsive [ Sleep-Wake

W Schizophrenia Spectrum M Dissociative

Figure 2. K-SADS Disorder Diagnosis Prevalence for Matched Sample of 16 Youth
Discussion

The discordant (negative) ICC and Cronbach’s alpha results are consistent with the
hypothesis that the K-SADS and the HCJPD diagnostic systems differ from each other. In
particular, it suggests that the ICC is not interpretable due to the inconsistent assignment of
the number of diagnoses between the two sources [22]. The discordant ratings may be due
to a series of factors. First, K-SADS follows branching logic, thus evaluating all domains of
the DSM-5 [38], while HCJPD may not assess for all possible mental health concerns.
Second, K-SADS assesses all youth following the same procedures as it is a semi-structured
tool. HCJPD varies its assessment protocol based on a series of factors, including whether
a youth is “flagged” during a screener suggesting they need a fuller evaluation. Human bias
is introduced with unstructured clinical interviews, which is avoided (at least in part) when
using a semi-structured tool, as evidenced by increased interrater reliability [35; 38].

K-SADS provides a fuller evaluation via the screener portion of the assessment, which
determines the criteria to further assess to provide the most appropriate diagnosis. It
ensures that each diagnostic chapter is assessed, which is not necessarily true of
unstructured interviews. The K-SADS total sum of diagnoses also had a larger standard
deviation, potentially accurately reflecting the variation in presenting concerns among
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youth involved with the ]JS. Of note, it may be more difficult to establish rapport with
a youth while administering a semi-structured tool, which may explain why some youth
assessed via the K-SADS did not meet any diagnostic criteria. HCJPD had a diagnosis for
every youth, perhaps suggesting they have the opportunity to build a connection with the
youth, as a rapport has been found to be an integral piece of therapeutic success [25].
HCJPD provides fewer diagnoses than the K-SADS, which could be due to a number of
factors, including limited access to collateral information or limited time with the youth.

Of note, HCJPD assigned a larger number of neurodevelopmental concerns (primarily
ADHD). Potentially, the discrepancy was due to HJCPD clinicians having access to medical
and/or school records for some of the youth to confirm an ADHD diagnosis, while the
K-SADS relied on youth self-report. Interestingly, both HCJPD and the K-SADS identified
a large proportion of youth with substance use concerns. It has been noted that both ADHD
and SUD concerns have been related to delinquency, in particular, when comorbid with
other disorders, internalizing or externalizing [24; 40]. Regarding the unspecified
diagnoses, the K-SADS assigned one unspecified diagnosis for the entire sample and none
for youth included in the matched sample. HCJPD provided up to three unspecified
diagnoses for each youth in the current sample, suggesting limited ability to assess for all
criteria necessary for a specific diagnosis. The primary benefit to having diagnoses properly
assigned is to provide information to determine the type of intervention and services the
youth would benefit from while involved with HCJPD, with some of the available health
services including mental health and substance-use specific placements [16]. For
particularly at-risk youth, detention facility placements are their only access to health care
services, further demonstrating the necessity of addressing youth’s needs while they are
involved with the JJS [12].

A strength of the HCJPD clinical interview approach is the ability to indicate “Other
Conditions That May Be a Focus of Clinical Attention” for youth, including abuse or family
separation. The K-SADS does not provide such data unless a child endorsed abuse or
conflict within the PTSD module. While not an official diagnosis, the category of “other
conditions” can provide helpful information to understand a youth’s presentation and
needs, which may alter the type of intervention or placement the youth receive while
involved with the probation department. Research suggests that it is equally important to
target criminogenic needs (antisocial peers, poor family dynamics) in addition to mental
health needs to limit recidivism and have increased positive outcomes [27; 34].

The risk-need-responsivity (RNR) model, which emphasizes rehabilitation rather than
punitive practices, is becoming more widespread in juvenile justice [4]. Appropriate and
specific mental health diagnoses (e.g., the needs of the youth) can ensure informed
decisions are made regarding placement and treatment (e.g., the response). Of note, HCJPD
may be hesitant to assign too many diagnoses due to concerns with negative effects of
labeling youth [33; 42]. However, it is important to balance the opportunity to provide the
most relevant and beneficial services to juveniles while limiting potentially stigmatizing
labels. Given the value of providing appropriate care, in particular, if this is a youth’s first
exposure to mental health care services, reliable and valid diagnoses are necessary.
Incorporating structured or semi-structured tools into the assessment of juveniles involved
with the JJS is a cost-effective way of collecting thorough diagnostic information for youth,
including those who may not receive an extensive psychological and academic evaluation
otherwise.
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Limitations and Future Directions

In the current project, we were able to detect a series of differences between the
diagnostic system currently utilized by HCJPD compared to the “gold standard” of mental
health assessments. Due to the Covid-19 pandemic and the movement to limit youth'’s
exposure to the JJS, we were not able to achieve our originally intended sample size due to
fewer youth being referred to detention facilities and/or placed on probation [15].
Therefore, the current study has a limited sample, which likely impacted analyses.
Specifically, it would be important to examine whether there are diagnostic differences
present based on demographics, as has been noted in previous studies [17]. It might be of
interest to examine, with a larger sample, whether unspecified diagnoses would be more
frequent in the K-SADS sample and whether the distribution of types of diagnoses would
differ. The sample may not be representative of all juvenile probation departments, both
demographically and regarding diagnostic methodology within the department, as the
current sample utilized methods specific to HCJPD. The current distribution of diagnoses
may be specific to the current sample and not necessarily generalizable to other counties or
probation departments. Overall, the K-SADS captured more variability in mental health
concerns in youth involved with HCJPD, including internalizing concerns. However, HCJPD
identified a larger proportion of neurodevelopmental concerns (e.g., ADHD) and “Other
Conditions That May Be a Focus of Clinical Attention,” which was not captured by the
K-SADS.

For future directions, it would be of interest to examine the interaction between the
diagnostic approach, interventions provided to the youth, and recidivism rates. If the
K-SADS more accurately assigns diagnoses, it could impact the types of services provided
to the youth, thus addressing more of their needs, specifically, internalizing or substance
use concerns. Future research would benefit from larger and more diverse samples
(e.g., gender, race, and age diversity).
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Difficulties in language development are common hallmarks of different neuro-
developmental disorders. Early diagnosis is a crucial factor for proper early interventions
and better prognosis. Currently, there is a severe shortage of standardized instruments for
assessing potential language disorders in Russia. To address this gap, we analyzed the
psychometric properties of the Russian version of the Preschool Language Scale, 5th
edition (RPLS-5). The sample consisted of 473 children aged 3 to 96 months (Mean=32.64,
SD=19.79), including 224 typically developing (TD) children and 240 at-risk (AR) children.
To assess the reliability of the Russian version of the PLS-5, we used both Classical Test
Theory (CTT) and Item Response Theory (IRT). The results indicated the high reliability of
the RPLS-5 based on both types of analyses. According to the results of IRT analysis, the
difficulty of items ranged from very easy to very difficult, and with few exceptions, the
difficulty parameters consistently increased for each subsequent item, reflecting the
hierarchical organization of the test. The discrimination parameters ranged from high to
perfect. In general, IRT demonstrated that the RPLS-5 is reliable for low-to-high levels of
language abilities.
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TpyaHOCTH B pa3BUTHUU sA3blKA U peYH SABJSAIOTCHA 4YACTbIMA NPU3HAKAMHM Pa3/IMYHbIX
pPacCTPOUCTB pa3BUTUSI HEPBHOM CUCTEMbl. PaHHSIS JUarHOCTHKA SIBJSETCH pellaloliiM
$aKTOpOM AJ11 NPaBUJIbHOI0 BbIOOPA JiIeYeHNUSI Ha PAHHUX 3Tanax v yaydlleHUsl IPOTHO3a.
B HacTtosimee BpeMsa B Poccun HabutofaeTcs ocTpasd HexBaTKa CTaHAAPTU3WPOBAHHBIX
VHCTPYMEHTOB [JI1 [UAarHOCTUKHA MOTEeHLUaJbHbIX Sf3bIKOBBbIX HapylleHUl. YToObI
YCTPaHUTb 3TOT Mpobes, Mbl NPOAHAIU3UPOBAIU [ICUXOMETPHUYECKHE CBOMCTBA PyCCKOM
BepcHUHU fA3BIKOBBIX LIKaJ AJis JOMKOJAbHUKOB 5-ro u3ganus (RPLS-5). Beibopka Bk/to4asia
473 pebeHka B Bo3pacTe oT 3 g0 96 mecsaueB (M=32,64, SD=19,79), B ToM uucie 224
TUIIMYHO pa3BUBaroLiuxca pebeHka u 240 peredl u3 rpymnnbl pucka. /1 oOLeHKH
Ha/IeX)XHOCTU pyccKkoyr Bepcuu PLS-5 MbI Mcnosib30Baiv Kak KJacCU4eCKY0 TEOPHIO TECTOB
(CTT), Tak u coBpeMeHHY10 TeopHuio TecTupoBaHus (IRT). Pe3ysibTaThl NOKa3aau BICOKYIO
HaZiexxHocTb RPLS-5 Ha ocHOBe 060ux TUNOB aHa/iKM30B. CorjlacHO pe3y/ibTaTaM aHajiu3a
IRT, cnoxHOCTh 33ZjlaHWil BapbHUpOBaJachb OT OYeHb NPOCTBIX [0 OYeHb CJIOXKHBIX, U 3a
peAKMM HCK/IIOYeHWeM IapaMeTpbl CJA0KHOCTH IOC/AeJ0BaTe/IbHO YBEJIWYHUBAJINChH [JIA
KaX/JIOTO TMOCJeJyI0Iero 3a/JaHus, OTpaxas HepapxXxuyecKyl OpraHu3aluil TecTa.
[lapamMeTpbl AMCKPUMUHATUBHOCTHU BapbUpPOBAJMCh OT BBICOKMX 0 OYe€Hb BBICOKHUX. B
nesioM, IRT-aHanu3 npojeMoOHCTpUpoOBas, 4YTOo MiKajbl RPLS-5 HajexHbl A/ OLEHKU
A3bIKOBBIX CIIOCOOHOCTEN JeTeH.

KniouyeBble cio0Ba: coBpeMeHHasi Teopusi TectupoBaHus, IRT, mcuxomeTpuka, SI3bIK,
oneHka, PLS-5, Hafie>)KHOCTb, BaJIUJHOCTb.

duHaHCcMpoBaHUe. Pas3paboTka HAeu HCCAef0BaHUS M TMOUCK JIUTEPATypbl ObLIU
noagepxanbl ['pantom [Ipe3usenTta Poccuiickoit @enepanuu MK-4217.2021.2 (Begymuii
ucciaegoBartesb: Mapuna A. XykoBa). ®PuUHaHCHpOBaHME aHa/M3a, WHTEpHpeTaluu
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10.17759/cpse.2022110211

Introduction

Difficulties and delays in language development can serve as markers for different
groups of neurodevelopmental disorders, such as communication disorders, autism
spectrum disorder (ASD), specific learning disorders, and others [1; 19]. Importantly,
children with language impairment are more vulnerable to social, behavioral, and
emotional difficulties and less successful in academic settings compared to their typically
developing peers [7; 33]. Early identification of language difficulties is essential for
diagnosis and the provision of intervention services that could lead to better life-long
outcomes [11]. Thus, a comprehensive assessment of preschool children’s speech and
language skills has crucial importance for identifying specific difficulties and providing
appropriate routes of interventional and educational plans.

To date, the assessment of language abilities by an interdisciplinary and multi-source
approach, documenting medical history, clinical examination, screening checklists for
parents, and in-depth assessment of children’s receptive and expressive language abilities,
along with dynamic procedures such as diagnostic teaching, is the gold standard [7; 11].
However, there is no single reference instrument for language assessment, and
professionals should flexibly choose the most appropriate one depending on the child's
biological and mental age, specific diagnostic aims, comorbid disorders, available time and
methodological resources, and clinical expertise in administering specific instruments. To
cover these different conditions, a variety of methods have been designed for preschoolers
in higher income countries, mostly for English-speaking children [7; 11]. At the same time,
there is an urgent need for standardized language assessment tools for use with Russian-
speaking preschoolers. Without such tools, the accurate identification of language
difficulties is challenging, especially for the receptive domain, as language comprehension
difficulties are less evident without specific instruments [7]. In the absence of such
standardized language assessment tools, there may be an overall under-detection of
language disorders in Russia.

One approach to address this issue is to develop new methods for use within specific
cultural settings. This may be the preferred method in some circumstances, as it takes into
account the peculiarities of a specific language and the context in which native children are
raised. It could also facilitate the training of specialists and reduce the costs of training and
purchasing an instrument. However, developing a new language specific test may require
massive and high-cost effort and may be challenging due to a lack of expertise in
contemporary psychometrics and the administration of contemporary instruments. Also, it
may limit the possibility of comparing the obtained data with samples from other countries
[15]. To the best of our knowledge, the Assessment of the Development of Russian (ORRIA)
[4] is the only standardized tool designed specifically for Russian-speaking children,
developed using state-of-the-art diagnostics of speech and language strengths and
problems. The ORRIA is a direct assessment of children aged 3 to 9. It assesses
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phonological, morphological, and syntactic skills of children, as well as vocabulary in both
receptive and expressive modalities. The ORRIA has been validated and could be used with
typically developing children and children with developmental language disorders [16; 24].

An alternative approach is to adapt existing assessment tools. A growing body of
literature supports the use of tests developed in high-income countries to assess children
in other contexts when carefully translated, adapted, normed, and applied [15]. This could
be essential for research purposes and is crucial to lay the foundations for the expertise
needed for the development of new and more culturally appropriate methods. The only
method normed for a Russian-speaking sample is the MacArthur Communicative
Development Inventories (CDI) [12] — two checklists for caregivers of children from 8 to
30 months. The Vineland Adaptive Behavior Scales, 2nd edition (VABS-II) [32], have also
been recently adapted and psychometrically evaluated with a Russian-speaking sample
[22], although no norms are available for the Russian version. However, there are no
adapted and standardized norm-referenced instruments for Russian-speaking children for
the direct evaluation of children’s language skills.

The Preschool Language Scales, Fifth Edition (PLS-5) [41] is among the most widely
used standardized instruments for young children. The PLS-5 is an individually
administered play-based instrument designed to evaluate language skills in children from
birth to 7 years 11 months. It is used for both clinical and research purposes. The PLS-5
comprises two standard subscales (Auditory Comprehension and Expressive
Communication), along with additional indicators (The Language Sample Checklist,
Articulation Screener Scale, and Home Communication Questionnaire). The Auditory
Comprehension (AC) subscale evaluates the child’s ability to understand spoken language.
The Expressive Communication (EC) subscale determines how the child expresses
himself/herself verbally and communicates with others. In both scales, items are arranged
by complexity according to developmental expectations, which helps to detect changes in
language skills over time. The test is used to assess preverbal as well as language skills in
the areas of semantics, morphology, syntax, integrative and early literacy skills.

The PLS-5 has been shown to be effective with typically developing children, as well
as special populations, such as children with ASD [28] and attention deficit hyperactivity
disorder [26]. Standardization of the original version of the PLS-5 was conducted in the
United States with a sample of 1,400 children, including children with various clinical
diagnoses. The retest reliability of the PLS-5 showed a good level of stability of results over
time (stability coefficients ranged from 0.86 to 0.95). The internal consistency of the tool
showed very high values (0.91 for the Auditory Comprehension scale, 0.93 for the
Expressive Communication scale, and 0.95 for the overall score). Correlation coefficients
for the PLS-5 and the CELF Preschoolers-2 [35] scores ranged from medium (0.70) to high
(0.82) [41]. In addition to the English-language version (also normed for Australia and New
Zealand), the authors have adapted and standardized the Spanish-language version of the
PLS-5. The PLS-5 also has adapted versions in Turkish [30], Bengali [2], and Indonesian [31].

The Russian version of the PLS-5 (RPLS-5) was translated and adapted for a large-
scale research project investigating the developmental effects of rearing in orphanages
[38]. The preliminary evaluation of the psychometric properties of the RPLS-5 was
conducted with a sample of 44 children; 28 of these children (Mage=32.50 months,
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SDage=7.50) had a history of institutional care placement, and 16 children (Mage=35.13
months, SDage=8.08) were raised in biological families. The results demonstrated high
reliability (Cronbach’s a coefficients were 0.96 for both subscales) and a high correlation
between scores and chronological age on both subscales (r=0.89, p<.001 for AC and r=0.85,
p<.001 for EC) [38].

In the current study, we aimed to evaluate the psychometric properties of the RPLS-5
with a larger sample of children, using methods from both classical test theory (CTT) as well
as item response theory (IRT).

Methods
Sample

The total sample consisted of 473 children aged 3-96 months (M=32.64, SD=19.79;
201 girls). According to caregivers’ reports, all children in the study were native Russian
language speakers. Among them, the group of typically developing children (TD) included
224 children (M=27.36, SD=16.22; 109 girls). To assess the test performance in special
populations, we included additional clinical and at-risk (AR) groups. The group of children
residing in institutional care (IC) consisted of 100 children (M=23.58, SD=10.93; 41 girls).
Another group of 42 included children with a history of IC but at the point of data
collection, were being raised in foster families (FF; M=29.27, SD=11.67, 28 girls). A group
of children with autism spectrum disorders (ASD) consisted of 72 children
(M=58.97, SD=17.93; 19 girls). The sample also included 11 children with unspecified
neurodevelopmental disorders (UNDD) (M=23.58, SD=24.38; 3 girls). Due to the small
number of participants with UNDD, the data obtained from this group was not included in
the group analyses.

The inclusion/exclusion criteria for TD, IC, and FF groups were as the following:
absence of uncorrected hearing or sight problems; no diagnosed neurological disorder or
neurological symptoms; absence of major genetic syndromes; no history of institutional
care placement for the TD group, or at least 6 months of institutionalization for the IC and
FF groups. The inclusion criterion for the ASD group was the presence of any pervasive
developmental disorders according to the ICD-10.

Participants for the study were mainly recruited through several medical
organizations, socio-psychological services, childcare institutions, and social networks.

Assessments

RPLS-5. The PLS-5 is an interactive, play-based assessment of language skills for
children from birth to 7 years 11 months. The test includes the Auditory Comprehension
(AC) and Expressive Vocabulary (EC) subscales, as well as the Language Sample Checklist,
Articulation Screener Scale, and Home Communication Questionnaire. For the current
study, we used only the AC and EC subscales.

The PLS-5 comprises 65 auditory comprehension and 67 expressive comprehension
tasks to identify the child’s language skills. Administration time usually ranges from 25 to
50 minutes, depending on the child’s age. The PLS-5 uses a basal and ceiling rule. All items
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are dichotomous. Passed items receive a score of “1”; items that are not passed are scored
“0.” For items administered to children from birth through age 2 years 11 months, the item
scoring can be based on elicitation, observation, or caregiver report. The scores are
summed for each subscale, and raw scores can be converted to norm referenced scores,
including standard scores, percentile ranks, and age equivalents for AC and EC. The scores
can be summed to calculate a norm-referenced total language score.

The PLS-5 has been translated and adapted to the Russian language by a group of
experts in language development; the procedure is described in detail in Zhukova et al,,
2016 [39]. Most of the tasks designed for children from birth to 3 years were not modified,
as they assess universal, culture-free preverbal behavior and emerging language skills,
such as eye contact, joint attention, gestural communication, and familiar object
recognition. Changes were primarily made to tasks assessing phonological, grammar, and
early literacy skills according to the phonology, grammar, and orthography of the Russian
language. The pictures to the modified tasks were replaced with more corresponding ones
in the Picture Manual.

CDI. To assess concurrent validity, we used the Russian adaptation of the MacArthur-
Bates Communicative Development Inventories (CDI) [14], translated and normed in
Russian by Tseitlin and colleagues [12]. The CDI are caregiver-informant checklists that
evaluate a child’s early communication and lexical skills. There are two age-specific
versions: CDI Words and Gestures (CDI-WG) and CDI Words and Sentences (CDI-WS). CDI-
WG is designed for children from 8 to 18 months and is focused on gestural communication
and emerging receptive and expressive vocabulary. CDI-WS is designed for children from
18 to 36 months and assesses expressive vocabulary as well as early grammar.

Data analysis

To evaluate the psychometric properties of the RPLS-5, we analyzed the data using
both CTT and IRT methods.

The plan of analysis was as follows: 1) describe the subscales and item characteristics
across and within the study groups using CTT methods; 2) evaluate the concurrent validity
of the RPLS-5 and CDIs; 3) investigate the dimensionality of the RPLS-5 subscales; 4)
compare the 1- and 2-parameter logistic models regarding their fit to the data; and 5)
examine the subscales and item functioning using the best fitting model.

The statistical analyses were performed in the R programming environment [23]. For
descriptive and CTT analyses we used the psy [13]and CTT [36] packages. The IRT analysis
was performed using the Itm [29] and mirt [6] packages.

CTT. CTT theory is based on the assumption that observed test scores are composed
of a true score and a standard error of measurement, where the true and the error scores
are independent [18]. Thus, it is often called the “true score model.” CTT focuses on the
entire test rather than separate items. CTT analyses are easy to perform and are widely
used in psychometrics to measure and manage test performance data. However, the
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psychometric properties measured using CTT methods depend on the sample
characteristics and sample size.

To assess the reliability of the RPLS-5 subscales, as well as the whole test, we used the
split half coefficient (after Spearman-Brown correction) and Cronbach’s a. The obtained
results were interpreted as unacceptable at a<0.70, fair at values from 0.70 to 0.79, good at
values from 0.80 to 0.89, and excellent at a>0.90 [10]. Additionally, we measured inter-
item and item-to-total correlations, item difficulty (within this framework, understood as
the proportion of correct responses to the item), Cronbach’s « if an item was deleted, and
correlations between scores and chronological age. According to Piedmont [23], inter-item
correlations within the range of 0.20 to 0.40 are considered optimal because, first, they
indicate sufficient homogeneity in the measurement of the latent variable and, second, they
have sufficiently unique variance and do not duplicate each other. The concurrent validity
was measured as the correlation between the RPLS-5 and the CDI scores.

IRT. IRT, also known as the latent response theory, establishes a link between the
properties of an instrument, the individual responding to the tasks, and the underlying trait
being measured [33]. In general, it is based on generalized linear mixed models that allow
precise measurement across the range of a latent trait at both the item and test levels. In
contrast to CTT, IRT does not rely on the assumption of a linear association between the
latent trait and the results of a test and is less dependent on sample characteristics and
sample size [27]. The most popular IRT models can be categorized into 1-parameter
logistic (1PL), 2-parameter logistic (2PL), and 3-parameter logistic (3PL) models, named
according to the number of parameters used to model the characteristics of an item. The
1PL model describes test items in terms of only one parameter, e.g., item difficulty (the
value of measuring ability, at which an individual has a 50% chance of passing or affirming
that item). The 2PL model includes two item characteristic parameters, e.g., item difficulty
and item discrimination (a measure of the item’s ability to accurately differentiate between
individuals with higher or lower levels of a latent trait). The 3PL model includes both
characteristics of the item from the other models and, additionally, a pseudo-chance
“guessing” parameter.

Given the independence of IRT from sample characteristics, all participants were
included in the analysis. The latent dimensionality of the RPLS-5 subscales was examined
with a modified parallel analysis (MPA). Subsequently, to choose the most appropriate
model to fit the data, we estimated 1- and 2-parameter logistic models. The model fit was
investigated based on the Akaike Information Criterion (AIC), Bayesian Information
Criterion (BIC), Log-likelihood absolute parameters with a preference for lower values,
along with the ANOVA and Bootstrap Likelihood Ratio Test (BLRT, n=1,000). The item fit
statistics were analyzed based on the Orlando and Thissen's S-x? item fit index. An item
was flagged for misfit if the significance level for the S-y? index was less than .05 [21].

In addition to the IRT assumption of unidimensionality, we tested the assumption of
local independence using the Qs statistic with a critical value of |0.2]| [9]. Then, the item
difficulty and item discrimination were analyzed. The level of an item’s complexity was
assessed as relative, depending on the location of the function of the item on the scale of
measured ability. When interpreting the values of the discriminatory parameter, the
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following gradation was used: 0 — no; 0.01-0.34 — very low; 0.65-1.34 — moderate;
1.35-1.69 — high; above 1.70 — perfect [5].

Results
Descriptive statistics and CTT results

Table 1 displays the average raw scores and standard deviations generated by
children in the RPLS-5 according to 8 age ranges, along with correlation coefficients
between raw scores and the ages of participants.

Table 1

Average raw scores and standard deviations gained by children in PLS-5 according
to 8 age ranges along with correlation coefficients between raw scores and an age
of participants by groups

TD IC FF ASD
Age
) AC EC AC EC AC EC AC EC
0-11 153424 17.2+3.6 13.7+1.7 15.1#3.6 11.3+2.6 12.2+2.9 NA NA
12-23 23.645.5 23.5+3.1 20.3+45 19.6+42 242480 22.5+1.6 8.0 8.0
24-35 35.047.1 30.3+7.1 29.8+4.0 267450 32.6+58 287453 21.249.2 17.248.0
36-47 427457 41.5+7.5 348+3.4 32.6+49 40153 38.8%7.9 21.5+7.1 20.2%6.7
48-59 454+7.4 452+73 425+21 43.5+7.8 39.0 38.0 23.4+9.3 18.7+9.7
60-71 49.44+7.9  52.3%9.0 NA NA NA NA 23.2+10.0 22.8+8.6
72-83 63.0 61.0 NA NA NA NA 32.1+10.0 25.0+8.6
84-95 50.8+8.0 56.3+7.0 NA NA NA NA 28.4+15.8 22.9+12.3
Correlation
between 0.0%F  (.87%F*  (0.94%% (87 (83kk () 3]% 0.36** 0.30%*
age and
raw scores

Notes. AC — the Auditory Comprehension scale; EC — the Expressive Communication scale; TD — the
Typical Developing group, IC — the Institutional Care group, FF — the Foster Family group, ASD — Autism
Spectrum Disorder group, NA — Not Available (as a value could not be calculated). * — p<.05; ** — p<.01,
kkk

— p<.001.

While 18 age ranges were used in the original validation study, we decided to reduce
them in this study because of the lack of participants in some ranges. From this table, it can
be seen that for TD, IC, and FF groups, AC and EC raw average scores systematically
increase with age. At the same time, for the ASD group, the trend is less unequivocal, likely
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due to the heterogeneity of language abilities in this group. However, the correlation
analysis reveals a statistically significant relationship between age and raw scores for both
scales in all groups, although it is weaker for the FF in EC and for ASD in both domains.
A comparison of the results between the TD and at-risk subgroups (see Supplemental
Tables 1-2 at https://osf.io/tq3pa/?view_only=e513d5557a304f0baa04adba76c31alb)
has revealed that in most age ranges children from the IC and ASD subgroups obtained
lower scores on both scales. For IC, the effect sizes were statistically significant and ranged
from moderate to large (Cohen’s d ranged from 0.55 to 1.54); for ASD, effect sizes were
large for all age ranges (Cohen’s d ranged from 1.83 to 3.43), but for children aged 24 to 35
months the difference in AC was not significant (t=2.93 (3.26), p>.06). The large, but not
significant effect was also found for children from the FF up to 11 months in AC (t=3.17
(3.34), p<.05, d=1.83 [0.74; 2.92]), but no differences were found for older children from
this group.

Cronbach's alpha values were excellent across all subscales and groups, ranging from
0.94 to 0.96 (Table 2). Inter-item correlations ranged from 0.28 to 0.33 for AC and from
0.27 to 0.30 across subgroups, indicating that both scales have sufficient homogeneity in
the measurement of the investigated constructs, a sufficient unique dispersion, and do not
duplicate each other.

Table 2

Internal consistency values and average inter-item correlations
for the Auditory Comprehension and Expressive Communication scales

Scale-group  Split-half reliability Cronbach's a Average Inter item correlation
AC-TD 0.98 0.96 0.28
AC-IC 0.98 0.94 0.30
AC-FF 0.98 0.95 0.33
AC-ASD 0.98 0.95 0.30
AC-Total 0.98 0.95 0.26
EC-TD 0.98 0.96 0.29
EC-IC 0.97 0.94 0.27
EC-FF 0.98 0.95 0.30
EC-ASD 0.98 0.94 0.30
EC-Total 0.98 0.96 0.28

Notes. AC — the Auditory Comprehension scale; EC — the Expressive Communication scale; TD — the
Typical Developing group, IC — the Institutional Care group, FF — the Foster Family group, ASD — Autism
Spectrum Disorder group.
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Item descriptives displayed in Supplemental Table 3 (available at: https://osf.io/
tq3pa/?view_only=e513d5557a304f0baa04adba76c31alb) demonstrate that the exclusion
of any of the items of AC and EC does not result in any increase in the internal consistency
of either of the subscales (Cronbach's alpha values for all items on both scales remain
at 0.96). The frequency of correct answers on items varied for both subscales.
As seen in Supplemental Tables 4-6 (available at: https://osf.io/tq3pa/?view_only=
e513d5557a304f0baa04adba76c31alb) for both scales, items at the beginning of the
scales are the easiest, and all/most of the participants completed them; also, as the item
number increases the frequency of correct answers decreases, with the most difficult items
at the end of the scales.

The matching results of the RPLS-5 and CDIs via the correlation analysis show
a positive and statistically significant relationship between composite scores of these
instruments (r=0.77 (98), p<.001; r=0.83 (220), p<.001 for CDI-18 and CDI-36
respectively), this relationship was also found for each PLS subscale and CDI composite
scores (r=0.78 (98), p<.001 for AC and CDI-18; r=0.64 (98), p<.001 for AC and CDI-36;
r=0.75 (220), p<.001 for EC and CDI-18; r=0.83 (220), p<.001 for EC and CDI-36).

IRT analysis

Auditory comprehension. In order to avoid errors associated with zero or near-zero
variance in the proceeding of IRT analysis, items with the frequency of correct and
incorrect answers lower than 4 (see Supplemental Table 4 at https://osf.io/tq3pa/
?view_only=e513d5557a304f0baa04adba76c31alb) were excluded.

The MPA indicated that the second eigenvalue of the observed data is substantially
larger than the second eigenvalue of the data under the assumed 1PL model (Table 3),
indicating that the unidimensionality assumption has been met and unidimensional IRT
models can be applied to the data.

IRT model-fit assessment revealed that the data showed a significantly better fit to
the 2PL model compared to the 1-PL model (LRT=529.57, df=54, p<.001, for BLRT p<.001).
The AIC, BIC, and LogLikelihood also favored the 2PL model (Table 3). The individual item-
fit values are provided in the online supplemental materials (see Supplemental Table 6
at https://osf.io/tq3pa/?view_only=e513d5557a304f0baa04adba76c31alb). In the 1PL
model, 11 items were potentially misfitted to the data; in the 2PL model, the number of
items with poor fit was lower (items Ne 10, 11, 16, 25, 26, 51). Thus, we proceeded with
further analyses using the 2PL model.

Examination of the residual correlation matrix based on Qs statistics revealed
potential local dependence between the following pairs of items: 6-7 (0.23), 7-9 (0.24),
9-10 (0.30), 6-12 (0.23), 12-16 (-0.31), 18-21 (0.26), and 24-26 (-0.29). However, as the
number of potentially violated pairs was small (0.47%) and these “red flag” items assess
different receptive skills typically developing in close age periods, we determined that
there was sufficient evidence to support the assumption of local independence for the
whole subscale to proceed further analysis of model parameters.
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Table 3
Model fit criteria and comparison observed versus resampled eigenvalues
for 1PL and 2PL models
Auditory comprehension EXpreS.SIV?
communication
Model fit criteria Model Model
1PL 2PL 1PL 2PL
AIC 9878.22 9456.65 8950.75 8055.39
BIC 10111.13 9914.15 9187.70 8520.97
Log-likelihood -4883.11 -4618.32 -4418.38 -3915.70
Unidimensional testing - - - -
Second eigenvalues of the 251 551 NA 174
observed data
Average of second eigenvalues in
Monte Carlo samples (n=100) 211 2.89 NA 1.68
Comparison observed versus 027 0.66 NA 0.45

resampled eigenvalue

Notes. AIC — Akaike Information Criterion, BIC — Bayesian Information Criterion, 1PL — 1-parameter
logistic model, 2PL — 2-parameter logistic model.

In the 2PL model, the difficulty of the items (see Supplemental Table 6 at
https://osf.io/tq3pa/?view_only=e513d5557a304f0baa04adba76c31alb) consistently ranged
from the easiest at the beginning to the most difficult at the end of the AC subscale
(b parameters were from -2.745 to 2.065). The discrimination parameters across the items
ranged from high to perfect values, indicating a high capacity to differentiate individuals in
the wide range from low to high latent ability (i.e., language comprehension functions).

The Item Characteristic Curves (ICCs) of all the items (Figure 1) indicate that the
probability of completing items successfully increased with the increase of the latent trait.
At the same time, the larger the item number, the higher the required latent trait ability for
the probability of giving a correct answer.

The Test Information Function (TIF), along with the standard error measure and
reliability curve (Figure 2) for the overall AC, demonstrates that the scale measured
language comprehension with at least 90% reliability for theta values of about -2.5 to 2.5
SD, while the most information (i.e., ability of the subscale to differentiate individuals with
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the highest precision) is provided for individuals with ability levels of about 1.8. At this
point, the standard error is the lowest, and the information is the highest, indicating that
AC better discriminates individuals at higher ability levels. For individuals with severe
problems in language comprehension, as well as with highly skilled individuals, the subtest
has the lowest precision. The marginal estimate of empirical reliability for the 2PL model of
AC is high (0.98) and close to the CTT-based estimates reported above.
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Figure 1. Item Characteristic Curves for Auditory Comprehension Scale

Expressive communication. Based on the frequency of correct and incorrect answers
(see Supplemental Table 5 at https://osf.io/tq3pa/?view_only=e513d5557a304f0baa
04adba76c31alb), items Ne 1-5, 53-54, 61-63, and 65 were excluded from the further IRT
analysis because of near zero variance.

The results of the MPA were not statistically significant (Table 2), meaning that the
unidimensionality assumption was met.

Comparison of the 1PL and 2PL models based on the analysis of variance revealed
that the latter exhibited a better fit (LRT=1005.362, df=55, p<.001, for bootstrap LRT
p<.001) and absolute model fit indices (Table 2). The p-values associated with the S-x2 fit
statistics ranged from 0.0000001 to 0.98, with an average p-value of 0.25 for the 1Pl model
and from 0.00036 to 0.94 (M=0.60) for the 2PL model. A comparison of the number of
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misfit items was not possible (as 2PL model fit statistics could not be calculated for 9
items); however, taken together, the results favor the 2PL model.

1 1 1 1 1 1 1 1 1 1 1

I(a)

SE(0)

Figure 2. Test Information Function (left panel) and Test Reliability Curve (right panel)
for the Auditory Comprehension Scale

As in the case of AC, only 8 of 1,485 item pairs (0.54%) had Qs values above |0.2]: 6-
10 (-0.31), 7-10 (-0.21), 11-14 (-0.29), 13-17 (-0.25), 16-21 (-0.24), 19-22 (0.22), 19-25
(0.31), 20-25 (0.22). All assess different milestones of expressive communications,
typically emerging in close periods of early development. So that the assumption of local
independence for the whole EC subscale could be accepted.

In the 2PL model, the discrimination parameters ranged from high to perfect values
(2.16<a<24.77), indicating the potentially good diagnostic validity of EC. The difficulty of
the items ranged from -2.38 to 1.67, with the easiest items located at the beginning of the
scale and the most difficult ones at the end (all item parameters are presented in
Supplemental Table 6 at https://osf.io/tq3pa/?view_only=e513d5557a304f0baa04ad
ba76c31alb).

A visual analysis of the ICCs (Figure 3) shows that most of the items exhibit similar
patterns: the probability of a correct answer increases with increased levels of the latent
ability, and upon reaching a certain level that differs for each item, it sharply increases,
after which the probability no longer depends on the growth of the ability. Notably,
as for items N2 58-60, 64, and 66, the a-parameters were more than 20, and its ICCs are the
sharpest: after distinguishing some points along with the ability scales, they are seemed to
vertical line. That means that to the left of these points, the probability of a correct answer
is near zero, to the right — the probability increases sharply to 1, so that these items make
no distinction between those whose ability level is below or above a certain level of the
ability).

TIF with the standard error and reliability curve (Figure 4) of overall EC reveals that
the subtest measured expressive language skills with at least 90% reliability for theta
values from -2.2 to 2.6 SD; outside this range, the standard error sharply increases. At the
same time, the TIF has several peaks. Surprisingly, the most information is distinguished
for individuals with an ability level around of 2.2 SD. Thus, EC has the lowest reliability for
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individuals with severe problems in expressive communication and for those with
extremely high language expertise. In general, the marginal estimate of empirical reliability
for the 2PL model EC is excellent (0.98).
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Figure 3. Item Characteristic Curves for Expressive Communication Scale
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Figure 4. Test Information Function (left panel) and Test Reliability Curve (right
panel) for the Expressive Communication Scale
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Discussion

Currently, in Russia, there is an acute shortage of valid and evidence-based
standardized instruments for assessing potential language disorders in preschool children
[2]. This could lead to mis- or under-diagnoses. Consequently, a significant number of
children with language impairments may not receive timely and appropriate interventions,
which decreases their potential for better prognoses. Moreover, the lack of such tools
significantly limits our ability to compare data from Russian-language samples with results
from other language groups. This study of the psychometric parameters of the Russian-
language version of the PLS-5, using both CTT and IRT approaches, is a major step towards
filling this gap.

The analysis of internal consistency, inter-item, and item-total correlations, as well as
the analysis of changes in internal consistency in the case of a deleted item, demonstrates
that from the standpoint of CTT, both RPLS-5 scales are highly reliable and comparable
with the original PLS-5 [41]. Also, the results of the correlation analysis revealed
a statistically significant relationship between both scales and the age of participants,
which reflects the tests’ ability to differentiate children by age. Between-group
comparisons show that children brought up in orphanages exhibit lower levels of ability
according to both RPLS-5 scales in comparison with neurotypical peers under 4 years old
raised in biological families. Children with ASD also scored lower on both subtests. Since
deviating patterns in language development are common, both among children with
a history of institutionalization [40] and those with ASD [17; 20], the results support the
ability of both RPLS-5 scales to identify potential disability in the language domain. The fact
that no statistically significant differences were found between children raised in foster
families and their neurotypical peers from biological families is consistent with findings
that when children are adopted in early childhood, the negative effects of
institutionalization can be smoothed out [37]. At the same time, it should be noted that
since conducting a comparative study was not the goal of this work, the described
conclusions should be interpreted with caution.

The correlation analysis of the RPLS-5 results and CDI questionnaires shows
a statistically significant positive relationship between the instruments, which also attests
to the validity of the RPLS-5.

According to the results of the IRT analysis, the difficulty of items in both scales
ranged from very easy to very difficult, reflecting the fact that the PLS-5 is designed for
a wide age range. In addition, the difficulty of the items in general consistently increased
with the increase in the number of the item, which reflects the appropriate hierarchical
organization of the RPLS-5, as task complexity increases in accordance with age
expectations. At the same time, a number of fluctuations are found that indicate that the
permutation of some items (through sorting items from the smallest to largest b
parameters) could possibly improve the reliability of the RPLS-5. The discrimination
parameters across the items of both scales ranged from high to perfect values, indicating a
high capacity to differentiate individuals from low to high receptive and expressive
language abilities. At the same time, some items located at the end of the EC scale (N2 58-
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60, 64, and 66) demonstrated unusually high values of the a-parameters. This may be
influenced by the underrepresentation of children between the ages of 6.5 and 8 (the age
range that these tasks are aimed at) in the sample that was included in the analysis. On the
other hand, it may also be associated with the fact that, since the PLS-5 is limited to the age
of 8 years when appropriate development is achieved, this scale loses its differentiating
ability for older children. The lowest reliability of the RPLS-5 is found for individuals with
severe problems in the language domain and for those with extremely high language
expertise. In general, marginal estimates of empirical reliability for the 2PL model for both
scales are excellent, that is comparable with results obtained with CTT and with reliability
of the original version of PLS-5.

It is also worth noting that the attempt made in this study to assess the psychometric
indicators of the RPLS-5 using an IRT approach is the first for PLS-5 as far as we know.
However, we also indicate several limitations of this study. First, although we ascertained
a large sample, the distribution of age in the sample was not even, and some of the age
groups were smaller than intended or used at the validation of the original PLS and its
subsequent versions. This limitation especially influences the results obtained from the
descriptive and CTT analyses and the number of items included in the IRT analysis. Next,
since the sample included children not only with normative language development but also
children from at-risk groups, it can be assumed that the RPLS-5 may exhibit differential
functioning in different subgroups. Differential analysis for the likelihood of such
distortions remained outside the scope of this study but represents a focus for the future.
Future directions should also include an analysis of the test-retest reliability.
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Immigrant youth displaced from their homes are at great risk for developing emotional and
behavioral symptoms and, therefore, they often present for assessment services in school,
medical, and justice settings. The aim of this report is to describe unique, evidence-based
risk and protective factors for psychopathology relevant to this client group including risk
factors at the individual, family, and community levels that occur during premigration,
perimigration, and postmigration. Adding assessment of these factors to a solid foundation
of evidence-based assessment will enhance the breadth and depth of psychodiagnostic
evaluations of immigrant youth. Protective factors, particularly family relationships, school
connections, and peer support, must also be considered, as protective factors can be used to
provide recommendations for services and interventions that capitalize upon existing
sources of resilience. In addition to presenting a conceptual model and reviewing common
risk and protective factors in the extant literature, this report closes with sample measures
that can be quickly and easily added to an existing psychodiagnostic battery in order to
tailor the assessment to immigrant youth.
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MoJio/ible UMMUTPAHThI, BbIHYKJ€HHble IOKUHYTb CBOU J0Ma, MO/ BEPratTCs 60JbIIOMY
PUCKY pPa3BUTHUS 3MOLMOHAJNbHBIX U MOBEJEHYECKUX CUMIITOMOB, U NMO3TOMY OHU 4acTo
obpalarTca 3a AUAarHOCTUYECKMMM yCIyraMy B IIKOJIbHble, MeJJMLIMHCKHE U CyJeOHble
yupexzaeHusi. Llesbo TaHHOUW CcTaTbhU SIBJSIETCS ONMCAHHE YHUKAJIbHBIX, OCHOBAHHBIX Ha
bakTHYecKUX [AaHHbIX (AKTOPOB pHUCKA M 3alUUTHBIX (AKTOPOB ICUXONATOJIOTHH,
MMEIOLIMX OTHOLIeHWe K JaHHOMW Trpylllle KJWEHTOB, BKJIOYasd (GaKTopbl pHUCKa Ha
WHAWBU/lyaJlbHOM, CEMEMHOM M OOLIECTBEHHOM YpPOBHSIX, KOTOpPble BO3HUKAIOT [I0, BO
BpeMs U mnocje Murpauud. /lo6aBjieHue OLEHKU 3THX (aKTOPOB K NPOYHOM OCHOBeE
Jl0Ka3aTeJbHOW [JAUArHOCTUKUA TMOBBICUT IIHUPOTY U TJIYOHHY MCHXOJAUArHOCTHYECKUX
OLIEHOK MOJIOJIbIX UMMHUIpPaHTOB. Heo6X0MMO TakK)Ke y4YMTbIBaThb 3alUTHblEe HAKTOPHI,
B YaCTHOCTH, CEMelHble OTHOLIEHMUS, CBA3U B IIKOJIE U N0/ JJeP>KKY CBEPCTHUKOB, IOCKOJIBKY
3al[UTHbIE PAKTOPBI MOTYT HMCIOJb30BaThCS JJIs MpPeJOCTaBJEHUs] PeKOMeHJAIUU 1o
Tepanuy, UCHOJb3yoUleld CyllecTBywOIllUe pecypchbl. B fomosiHeHUe K Npe/CcTaBJIEHUIO
KOHLIENTYaJbHOU MOJieJ I U 0630py OOIIMX 3alUTHBIX (aKTOPOB U (HAKTOPOB pHUCKA
B CYILECTBYIOLIEN JIUTEPATYpe 3TA CTAThs 3aBePIIAETCs IPUMepaMHu MoKa3aTeJsiei, KoOTopble
MO>HO OBICTPO U JIErKO [00aBUTh K CYILEeCTBYIOILLEH IMCHXOJAUArHOCTUYeCKOM GaTapee,
YTOG6bI a/JallTUPOBATH METO/| JUATHOCTHUKHU K paboTe C MOJIOJbIMH UMMUT'PAHTAMHU.

KiroueBblie cJjoBa: AWArioCTuKa, HWMMHUIPAHT, I[MOAPOCTOK, MHUIpaALHUA MOJIOAEHKH,
JOKa3aTeJIbHadA IICUXO0JI0Tru4d.

Ansa purtatbl: benma A. TeopeTuyeckas MoJesb s OLeHKU (QAKTOPOB pHCKaA
Y 3aLIMTHBIX GAKTOPOB MPHU PabOTe C MOJIOAbIMU UMMHUIPAHTAMU [JJIEKTPOHHBIN pecypc]|
// KinHudeckass W cneunuasnbHasi ncuxosorus. 2022. Tom 11. Ne 2. C. 196-206. DOI:
10.17759/cpse.2022110212

Youth who are displaced from their home countries due to regional violence,
persecution, and economic hardship has been the subject of widespread international
research efforts aimed at identifying risk and protective factors for psychopathology
[15; 35]. Much of this research is summarized in Reed and colleagues’ [15; 35] Conceptual
Framework to Understand the Ecological and Chronological Determinants of Mental Health
in Forcibly Displaced Children (Figure 1). This ecological systems theory model [8] was
empirically derived based on research with more than 11,500 youth immigrants and is
a useful organizational tool for planning psychological assessments with this population. In
particular, this report utilizes this model as a framework for organizing a psychodiagnostic
evaluation of emotional and behavioral symptoms in youth displaced by migration.

There is a pressing need for mental healthcare among displaced youth globally. In the
U.S., public policy debates surged regarding “exponential growth” in the arrival of Central
American adolescents to the U.S. [36], with an estimated 131% increase between 2015 and
2016 [44]. These concerns remain, with large numbers of Central American adolescents
seeking asylum in the U.S. currently. Likewise, studies of youth outside the U.S. who are
displaced due to regional violence, war, economic hardship, or other danger [13; 15; 35]
unequivocally reveal very elevated rates of both emotional and behavioral symptoms.Thus,
it is likely that mental health practitioners will find themselves serving immigrant youth
who have displayed concerning emotional and/or behavioral symptoms in the school
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setting; following a referral from a parent or physician; or as part of the juvenile justice
system. The foundational principles of evidence-based assessment with youth certainly
apply to this population and include proper documentation of informed consent and assent;
assurances of confidentiality as appropriate and in compliance with mandatory reporting
guidelines for abuse/neglect and danger to self/others; selection and use of evidence-based
measures that have been psychometrically vetted and are appropriate in scope, language,
and age-range; accurate scoring of measures given to multiple informants (e.g., youth,
parent, and teacher); diagnostic formulation that considers the developmental stage of the
client; and timely, written feedback in the form of an assessment report. However, beyond
these standards for proper assessment, the psychodiagnostic assessment of immigrant
youth requires additional consideration of their unique circumstances. In particular, the
assessment should include evidence-based risk and protective factors known to be relevant
to this population. In the sections that follow, these factors will be briefly reviewed, and
sample measures for their assessment will be summarized.

Individual

Figure 1. Reed and colleagues’ conceptual framework [34]

Evidence-Based Risk & Protective Factors

Guided by Reed and colleagues’ [15; 35] model of risk and protective factors for
displaced youth, the assessment of various evidence-based risk factors should be standard
in psychodiagnostic evaluation of immigrant youth. Indeed, these risk factors were selected
from extant empirical research with displaced youth around the world, highlighting their
importance in this population. When considering what risk factors to evaluate, clinicians
should bear in mind that risk for psychopathology cuts across the individual, family,
community, and societal levels and across premigration, perimigration, and postmigration
stages. That is, a thorough psychodiagnostic assessment would at least screen for the
possibility of, for example, exposure to violence premigration and perimigration,
considering events affecting both the individual being assessed and their family
members. Table 1 summarizes evidence-based risk factors to consider for inclusion in
a psychodiagnostic evaluation, as well as supporting evidence.
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Table 1

Reed and colleagues’risk factors for psychopathology among displaced youth
and supporting empirical evidence [15; 35]

Premigration Perimigration Postmigration
Exposure to violence
[2; 12; 18; 28; 31; 41; Increased age
42; 45; 50] [18; 21; 39; 51]
_ Increased age Female-Internalizing
Exposure to Violence [18; 21; 39; 51] [9; 12; 28; 41]
Individual [2; 12; 18; 28; 31; 41; PEm e o
42; 45; 50] Female-Internalizing Male-Externalizing
[9; 12; 28; 41] [28; 33]
Male-Externalizing Educational performance
[28; 33] [21]
_ Absence of 1+ caregiver
. Exposure to violence Separgtlon from [37; 43]
Family o caregivers
[3; 4; 50] [6; 17; 47; 49] Low socioeconomic
status [41]
Community Increased acculturation

[38]

Of these, it is important to note that exposure to violence and trauma affects a large
number of immigrant youth and their families and is associated with significant mental
health concerns as well as disruption in daily functioning for parents and youth [30; 46].
For this reason, proper assessment of both previous traumatic events, using a standardized
event listvia questionnaire or interview, andsymptoms of posttraumatic stress are critical
in immigrant youth. Determining how current emotional and behavioral symptoms relate
temporally to traumatic exposures helps clinicians avoid confusing a posttraumatic
reaction with another psychiatric illness like psychosis or developmental delay. Indeed,
there are ample case examples of clinicians who have misdiagnosed immigrant youth
because they failed to consider the role of trauma exposure and posttraumatic distress in
shaping their clinical presentation [e.g., 29].

In addition to assessing the unique risk factors that affect immigrant youth, an
informed clinician will also assess how protective factors in the premigration and
postmigration environments might buffer the effects of risk factors and be capitalized upon
in psychological treatment. Indeed, assessment of protective factors at all stages may also
be useful for ascertaining the larger picture of immigrant youths’ functioning. Many
premigration protective factors, like a secure attachment with early caregivers, may, in fact,
continue to offer protection for youth, buffering the effects of risk factors or aiding in the
acculturation process postmigration [46]. Based on the broader literature bases on
psychopathology in African, Asian, and Central American youth, three postmigration
protective factors consistently emerge and are proposed for inclusion in a thorough
psychodiagnostics assessment: family functioning, peer support, and school engagement.
Prior research is presented in Table 2.
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Table 2
Prior Research on Protective Factors

Mother-child relational difficulty increased risk[1]; Unaccompanied
migration increased risk [6]; Family support reduced risk[7];
Unaccompanied migration increased risk [11]; Maternal apathy
increased risk [14]; Family separation increased risk [17]; Family
relations associated with traumatic exposure [20]; Paternal loss
Family increased risk [21]; Family separation or discord increased risk [22];
Functioning Low support environment and unaccompanied migration increased
risk [23]; Increased parental support reduced risk [25]; Maternal
communication reduced risk [32]; Family cohesion reduced risk[3],
Parental loss/separation increased risk [45]; Low family
connectedness increased risk [41]; Secure parental attachment
reduced risk [46]; Increased parental attachment reduced risk [48]

Perceived school safety reduced risk [17]; Educational involvement
School and peer involvement reduced risk [21]; School belonging reduced
Engagement risk [24]; Low neighborhood attachment, School connectedness

increased risk [41]; Increased school engagement reduced risk [48]

Peer contact reduced risk [4]; Peer support reduced risk [7]; Social
support reduced risk [14]; Peer and friend support reduced risk [25];
Increased social support reduced risk [40]; Increased peer attachment
reduced risk [48]

Peer Support

Sample Measures and Conclusions

Prior research clearly indicates the increased risk for psychopathology among
immigrant youth and the importance of assessing a number of risk factors that are
overrepresented in this population, including, among others, exposure to violence and
separation from caregivers. At the same time, immigrant youth are often resilient despite
exposure to staggering rates of risk, and empirical research suggests that resilience is
associated with interpersonal connections in family, school, and peer contexts. With this
empirical background in mind, we recommend that a psychodiagnostics assessment of
emotional and behavioral symptoms in immigrant youth utilize the foundational principles
of evidence-based assessment and assess the aforementioned risk and protective factors
directly. Mental health screening may be undertaken using the Strengths and Difficulties
Questionnaire [19], which has been translated into many languages and has undergone
psychometric evaluation with multiple samples, including immigrant youth. Exposure to
violence may be assessed using a questionnaire of exposure to potentially traumatic events,
like the 15-item UCLA PTSD Index Trauma Screen [34] querying violent robbery, family
abuse, non-family abuse, domestic violence, community violence, sexual violence, assault,
and combat, as well as a posttraumatic distress measure with youth and caregiver versions
like the Child PTSD Symptoms Scale [16]. Both measures can be completed in just a few
minutes and have been translated into multiple languages. Importantly, published data on
these instruments are lacking, although psychometric evaluation of the Child PTSD
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Symptoms Scale was recently undertaken by Marshall and Venta [27] with a sample of
recently immigrated youth in the U.S. Separation from caregivers and other risk factors can
be assessed during a semi-structured clinical interview or with an interview designed
specifically for use with migrant youth [10]. Interpersonal protective factors can be
assessed using a questionnaire-based measure like the Inventory of Parent and Peer
Attachment[5], which is available in the public domain and has been translated into
numerous languages to assess parent and peer communication, alienation, and trust and
has been examined in families separated by migration [47]; a school engagement
assessment (like the Engagement vs. Disaffection with Learning Scale [26]); or querying
interpersonal support during a clinical interview.

By adding only a few brief questionnaires, like these, to an existing assessment
battery or tailoring clinical interviewing to the aforementioned risk and protective factors,
clinicians can better capture the unique risk and protective profile of immigrant youth,
providing a more accurate and thorough psychodiagnostics assessment and avoiding the
common pitfalls of misdiagnosis. Enhancing the evidence-based assessment of immigrant
youth displaced from their homes is important given their great risk for developing
emotional and behavioral symptoms and the likelihood of presenting for assessment
services in school, medical, and justice settings. In this brief report, we describe unique,
evidence-based risk and protective factors for psychopathology relevant to this client group
based on Reed and colleagues’ [15; 35] Conceptual Framework to Understand the
Ecological and Chronological Determinants of Mental Health in Forcibly Displaced Children.
Adding assessment of these factors to a solid foundation of evidence-based assessment will
enhance the breadth and depth of psychodiagnostic evaluations of immigrant youth.
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