
Background Information and Purpose of This Program

This therapist manual accompanies the workbook Stand Up, Speak Out.

The treatment and manuals are designed for use by a therapist who is

well schooled in the principles and practice of cognitive-behavioral ther-

apy. The goal of this treatment program is to teach youth with excessive

social anxiety how to minimize their anxiety and concomitant behav-

ioral avoidance of social situations by learning to control and cope with

the anxiety they experience. It is important to note that this treatment is

not appropriate as a first-line intervention for youth with moderate to

severe obsessive compulsive disorder, major depressive disorder, suicidal

ideation or behavior, or pervasive developmental disorder, or for those

actively abusing substances or engaging in self-mutilation.

This program involves anxiety and social anxiety–specific education to

help youth who suffer from excessive social anxiety to understand this

emotion and the way it develops and manifests itself in their lives. The

longer social anxiety affects a youth’s life, the more likely it is that he or

she escapes or avoids social situations and, hence, does not amass a suffi-

cient template of learning experiences for mastering simple to complex so-

cial and evaluative demands. In this treatment, therapists teach and review

various skills that can decrease the distress and/or interference that results

from heightened levels of social anxiety. Such skills include cognitive-

restructuring skills, problem-solving techniques, social skills, and asser-

tiveness training.
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Finally, the heart of cognitive-behavioral treatments for anxiety dis-

orders is behavioral exposure, that is, systematically confronting and

dealing with feared and avoided social situations. Hence, this treatment

focuses on having participants face, in a structured, gradual manner in

both within- and between-session exposures, a range of situations that

provoke social anxiety. The purpose of such exposures is to effect habit-

uation to the anxiety that youths typically endure and to provide an op-

portunity for them to apply their coping skills. For many youths, an ex-

posure situation is the first time they willingly enter a feared situation

they have heretofore avoided.

Social Anxiety in Children and Adolescents

A common criticism clinical researchers raise is that the extant epidemio-

logical literature examining the prevalence of social anxiety disorder tends

to underestimate the true rate of occurrence among youths. As a diag-

nosis, social phobia entered the psychiatric nomenclature in , when

the American Psychiatric Association (APA) published its third edition

of the Diagnostic and Statistical Manual of Mental Disorders (DSM–III).

The  revision to the DSM (DSM–IV) (APA, ) incorporated fear

of strangers into the criteria for the disorder, thus subsuming the child-

hood diagnosis of avoidant disorder. Social anxiety disorder is the third-

most-common mental disorder overall and is the most common anxiety

disorder affecting adults (Kessler et al., ). 

Early estimates placed the prevalence at –% of the child and adoles-

cent population (Anderson, Williams, McGee, & Silva, ; Kashani &

Orvaschel, ; McGee, Feehan, Williams, & Anderson, ; McGee,

Feehan, Williams, & Partridge, ). However, these studies typically

placed fears of test taking and public speaking in the specific phobia cate-

gory, rather than including them as social-evaluative fears. Moreover, the

studies did not include fears of unfamiliar persons as a domain of social

anxiety disorder, although, as noted above, this type of anxiety entered

the diagnostic criteria for the disorder in the DSM–IV (APA, ). Hence,

the true prevalence of the disorder in youths remains unknown but is

currently under investigation in ongoing epidemiological surveys of chil-

dren and adolescents.

2

albanoTG01ch01.001_018  12/29/06  10:57 AM  Page 2



Social Anxiety, Shyness, and Social Phobia

One of the most basic human emotions is anxiety, a feeling state ac-

companied by cognitive, behavioral, and emotional and physiological

reactions. Anxiety can take many forms, from panicky feelings that seem

to come from out of the blue, to specific fears of certain objects or situa-

tions, concern for the safety of loved ones, or worry about future events.

For some individuals, anxiety manifests in situations in which a person

may be the focus of attention or evaluation by others. This form of anxi-

ety, social anxiety, is a developmentally appropriate reaction that occurs

in all individuals, present for some during the preschool years but typi-

cally emerging in most people by adolescence. Social anxiety reactions

come increasingly under a person’s control as he or she gains experience

with the challenges of the social environment. For many individuals,

however, certain internal and external factors, such as a family history of

anxiety, the temperamental trait of behavioral inhibition, or experiences

with being teased or embarrassed, can render him or her more vulnerable

to the feelings of social anxiety, resulting in a higher intensity and/or oc-

currence of anxiety in social situations. For these individuals, time and

experience in social and evaluative situations do not allay their anxiety

and build self-confidence. Rather, the individual comes to dread these

situations and learns to fear, avoid, or endure these situations with ex-

treme distress. In children and adolescents, fear and avoidance of social

or evaluative situations must be present and stable for a period of six

months and accompanied by impairment in functioning in order to be

considered a clinical condition.

As noted above, nonclinical social-evaluative fears are common in chil-

dren and adolescents. Decades of research, stemming back to the early

s, documents the natural onset and resolution of social and evalua-

tive fears at certain times during the course of childhood (see Albano,

Causey, & Carter, ; Ollendick, King, & Frary, ; Ollendick, Mat-

son, & Helsel, ). For example, stranger anxiety is an expected and

normal reaction for children under the age of two, and for youth entering

preschool or the early elementary school grades. This anxiety is due to

the toddler or child’s sudden and increasing contact with unfamiliar per-

sons, such as babysitters, teachers, and other children. Social and evalua-

tive anxiety are also expected during the middle school years, roughly
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from age  to age , when academic demands increase and may take

the form of oral reports, standardized tests, and grades based on group

projects and participation. Adolescence is the developmental period

most often associated with normal increases in social anxiety, partly be-

cause of the emphasis on peer-group approval and acceptance. Certain

cognitive-developmental skills emerge in adolescence that contribute to

heightened social anxiety, such as “perspective taking,” the ability to take

another’s perspective and reflect on how others view one’s actions and at-

titudes. In addition, peer-group pressure, cognitive-maturational changes,

and familial and cultural expectations for adolescents to show increasing

autonomy, accept personal responsibility, and achieve basic educational

and vocational exert additional pressure on the adolescent.

Parents and youths will often ask a clinician, “Is this shyness, or is it

something else?” Both shyness and social anxiety are terms used to de-

scribe nonclinical styles of relating or reacting to the world, and neither

presumes that a clinical condition is evident. Shyness is a manifestation

of temperament, otherwise described as a trait or a personality “type.”

Hence, shyness refers to a characteristic personality style that emerges

very early in life and is relatively enduring and stable (Zimbardo & Radl,

). Shy individuals may be described as introverted, quiet, restrained,

or reserved. This is in contrast to other temperamental styles, such as ex-

troverted, moody, irritable, or anxious. Temperament can be thought of

as a substrate made up of genetic, biological, and psychological factors,

which forms the basis of the individual’s approach to making sense out

of his or her life experiences. A shy individual will not necessarily avoid

social contact or situations but may initially approach these experiences

with some hesitancy or take them in small doses. He or she may experi-

ence some anxiety but no more or less than the average, non-shy indi-

vidual. In other words, we do not pathologize uncomplicated shyness. 

In contrast, social anxiety is experienced as a physical and psychological

reaction to exposure to certain social stimuli and events. It is not a sub-

strate but rather a reaction to feeling threatened and scared by social

situations. Social anxiety comes and goes with each life experience, as

opposed to shyness, which is an inborn and relatively pervasive style of

relating to the world. However, as noted above, all individuals experi-

ence social anxiety to some degree at different times of life. Although the

shy or inhibited temperament is one factor that may render an individ-
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ual more likely to experience social anxiety, repeated experience with the

social or evaluative situation can result in mastery of one’s emotion and,

over time, attenuation of the social anxiety response. Like anyone else, shy

or inhibited individuals can and do develop social anxiety disorder, but

neither shyness nor inhibition is necessary or, on its own, sufficient for

this clinical manifestation of social anxiety, or social phobia, to develop. 

Diagnostic Criteria for Social Anxiety Disorder

In contrast to shy temperament and normative experiences of social anx-

iety, the clinical condition of social anxiety disorder (also known as so-

cial phobia) is a pathological state that results in moderate to extreme

distress in social, evaluative, and performance situations in which the in-

dividual may be the focus of attention. The central feature of social anxi-

ety disorder is the fear of acting or doing something that will cause the

individual to be embarrassed or humiliated in front of others, or that

will cause others to judge the individual negatively.

DSM–IV–TR criteria for Social Anxiety Disorder or Social Phobia

A. A marked and persistent fear of one or more social or performance

situations in which the person is exposed to unfamiliar people or to

possible scrutiny by others. The individual fears that he or she will

act in a way (or show anxiety symptoms) that will be humiliating or

embarrassing. Note: In children, there must be evidence of the ca-

pacity for age-appropriate social relationships with familiar people

and the anxiety must occur in peer settings, not just in interactions

with adults. 

B. Exposure to the feared social situation almost invariably provokes

anxiety, which may take the form of a situationally bound or situa-

tionally predisposed Panic Attack. Note: In children, the anxiety may

be expressed by crying, tantrums, freezing, or shrinking from social

situations with unfamiliar people. 

C. The person recognizes that the fear is excessive or unreasonable.

Note: In children, this feature may be absent. 
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D. The feared social or performance situations are avoided or else are

endured with intense anxiety or distress. 

E. The avoidance, anxious anticipation, or distress in the feared social

or performance situation(s) interferes significantly with the person’s

normal routine, occupational (academic) functioning, or social ac-

tivities or relationships, or there is marked distress about having the

phobia. 

F. In individuals under age  years, the duration is at least  months. 

G. The fear or avoidance is not due to the direct physiological effects

of a substance (e.g., a drug of abuse, a medication) or a general

medical condition and is not better accounted for by another men-

tal disorder (e.g., Panic Disorder With or Without Agoraphobia,

Separation Anxiety Disorder, Body Dysmorphic Disorder, a Perva-

sive Developmental Disorder, or Schizoid Personality Disorder). 

H. If a general medical condition or another mental disorder is present,

the fear in Criterion A is unrelated to it, e.g., the fear is not of stut-

tering, trembling in Parkinson’s disease, or exhibiting abnormal eat-

ing behavior in Anorexia Nervosa or Bulimia Nervosa.

This condition results in significant impairment in one or more areas of

functioning, such as academic, social, interpersonal, or familial func-

tioning. In children and adolescents, there must be evidence of the ca-

pacity to carry on age-appropriate relationships, and the anxiety must

occur in peer interactions, not just in interactions with adults. As noted

previously, the former “avoidant disorder of childhood” was subsumed

into the diagnosis of social anxiety disorder in the DSM–IV. This revi-

sion to the diagnostic criteria essentially incorporates fear of strangers or

unfamiliar persons within the situational domains of the disorder. To ac-

count for the developmental expression of social anxiety at various times

during childhood and adolescence, the diagnosis of social anxiety disor-

der is assigned only if the youth has manifested anxiety or impairment

in functioning at a significant level for at least six months. In addition to

this developmentally sensitive criterion, children and adolescents are also

noted to evidence behavioral reactions such as crying, freezing, tantrums,

or shrinking from the situation, and potentially experiencing blushing,

shaking, sweating, and/or manifesting a panic attack.
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Clinical Course and Consequences of Social Anxiety Disorder in Youths

Social anxiety disorder is a clinical disorder that varies in severity from

mild or moderate impairment to very severe and disabling impairment.

By all accounts, social anxiety disorder begins in early childhood or ado-

lescence and runs a chronic and stable course through adulthood (Ost,

). In the absence of treatment, the majority of youths diagnosed

with the disorder will retain the condition or manifest subclinical symp-

toms for extended periods of time (Beidel, Fink, & Turner, ). Social

anxiety disorder can result in a range of impairments affecting self-

concept, family functioning, school situations and progress, and peer re-

lationships and friendships, among other things. Children and adoles-

cents with social anxiety disorder present with higher levels of depressed

mood and generalized (trait) anxiety than do their non-anxious peers.

They think of themselves as less competent in academic or intellectual

tasks than their non-anxious peers (Albano, Chorpita, & Barlow, ).

Physical symptoms are present for many youth with social anxiety dis-

order, including headaches, stomachaches, and autonomic reactivity in

the form of heightened anxiety and panic attacks (Beidel et al., ; La

Greca, ). Sadly, many children and adolescents with this disorder

report having more feelings of loneliness and fewer friends than their

same-age peers (Beidel et al., ; La Greca, ). Consequently, so-

cial anxiety disorder results in a wide and generalized range of avoidance

of situations and activities that the average youth finds fun and engag-

ing (Hofmann et al., ). 

Research indicates that social anxiety disorder precedes major depressive

disorder and substance abuse disorders (Lewinsohn, Gotlib, & Seeley,

; Wittchen, Stein, & Kessler, ), indicating that this condition

renders youth at risk for other serious mental illnesses. Also, social anxi-

ety disorder rarely occurs as a sole diagnosis. Most often, social anxiety

disorder co-occurs with other anxiety disorders (generalized anxiety dis-

order, specific phobias, separation anxiety) and mood disorders (Beidel,

; Beidel, Turner, & Morris, ; Brady & Kendall, ).   

Social anxiety disorder is also one of the principal motivating conditions

for school-refusal behavior (Kearney, ), a serious behavioral concomi-

tant of emotional disorders that extends a far-reaching negative effect on

adult functioning. In fact, the long-term consequences associated with
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social anxiety disorder in youths include girls’ failing complete high

school, and both young men and young women failing to complete col-

lege. Other negative sequelae of social anxiety disorder in youths include

delayed marriage or entry into an unstable marriage, and long-term

difficulty with achieving stable employment and financial independence

from the family and/or welfare system (Kessler, Foster, Saunders, &

Stang, ; Kessler & Frank, ).

Development of This Treatment Program

The treatment described in this manual is a developmentally sensitive

adaptation of the adult cognitive behavioral group treatment (CBGT)

developed by Richard Heimberg and colleagues during the s at the

Center for Stress and Anxiety Disorders (see Hope, Heimberg, Juster, &

Turk, ). CBGT is considered the “gold standard” of psychosocial

treatments for social anxiety disorder in adults. When we first undertook

the task of developing a similar treatment for adolescents, CBGT pro-

vided the best template for our work. In essence, the psychoeducation

about anxiety and the exposure phase of treatment are directly drawn

from CBGT. To adapt the treatment for youths, we address age- and

stage-relevant developmental information in the psychoeducational com-

ponent. Parents are invited to the first two sessions to hear this psycho-

educational information, during which time we develop goals for the

participants. Parents attend two additional sessions later in the treat-

ment. This is different from CBGT’s adult protocol, which does not in-

volve significant others. Our reasoning for including parents was that

youths are still dependent upon and living with their primary caretakers.

In addition, parents are often drawn into the cycle of anxiety by provid-

ing reassurance, allowing or assisting with avoidance, and/or engaging

in conflict with their son or daughter as a result of this anxiety. They

often do not realize that their child’s anxiety is driving many of these

negative parent–child interactions. Hence, we think including parents is

developmentally appropriate and allows us to address some of these is-

sues to maximize treatment effects. At the time, research on the treatment

of depressed adolescents (Clarke, Lewinsohn, & Hops, ; Clarke,

Rohde, Lewinsohn, Hops, & Seeley, ) served as our model for the

design of the parent component. Rather than having parents included
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in all sessions, which may affect the adolescents’ participation, or having

a separate, ongoing parent group, we chose to have the parents attend

what we considered key sessions (psychoeducational session, a session

midway through treatment to review skills, a later session for relapse

prevention) to keep the focus on the youths and encourage the partici-

pants to be active agents in their own treatment plans and program.

Another unique aspect to this program is that we added in specific skill-

building modules not found in CBGT, such as social-skills training and

social problem-solving skills training. This decision was based on several

studies demonstrating the efficacy of behavioral group treatment for shy

youths (Christoff et al., ; Christoff & Myatt, ; Franco, Christoff,

Crimmins, & Kelly, ) and also on our hypothesis that the youths’

anxiety interfered with the development or refinement of these skills. Fi-

nally, we extended the number of sessions from  in CBGT to  or 

in this program, to allow for a sufficient number of sessions to cover the

skills training while also leaving enough opportunities for all group mem-

bers to experience a sufficient number of exposures. Hence, this treat-

ment was informed by prior research on adult CBGT, research on the

treatment of depressed and shy adolescents using behavioral methods,

and the extant literature in developmental psychology that addresses issues

of stage and age, and the tasks of progressing through adolescence into

adulthood.

Research on This Treatment Program

We first reported on the preliminary efficacy of CBGT–A in a small

study of five adolescents, ages  to , who presented for treatment of

social phobia (Albano, Marten, Holt, Heimberg, & Barlow, ). Two

girls and three boys comprised this initial test group, which met for 

sessions over a four-month period. Independent evaluations involving

clinical interviews and behavioral tests three months after treatment in-

dicated remission of the social phobia diagnosis for four of the five group

members, with one member evidencing improvement in symptoms to

the level of partial remission. Twelve months after treatment, all partici-

pants were remitted of their social phobia. Perhaps most exciting, the

behavioral test results clearly showed a pattern of decreased subjective
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feelings of anxiety in challenging situations (Figures . and .), along

with a corresponding change in self-talk. As shown in Figure ., partici-

pants changed from a predominantly negative internal dialogue (“I can’t

do this”; “I’m making a fool of myself ”) to neutral, task-focused cogni-

tions (“This is an interesting topic”; “I wonder if these audience members

are college students?”). The corresponding decrease in positive thoughts

is also viewed as a healthy sign, as positive thinking has been found to

interfere with task performance in test-anxious youths (Zatz & Chas-

sin). Indeed, training youths to repeat positive self-statements does not

provide them with a plan for managing a situation, nor does it allow for

a realistic appraisal of one’s problem-solving and anxiety-management

skills. Therefore, the cognitive pattern found in this study suggests the

realistic and task-focused thinking found in non-anxious individuals (see

Kendall, ). Moreover, physiological measurement of the adolescents’

heart rate indicated that despite increased arousal, which should occur

in challenging situations, the adolescents focused on the task and re-

mained neutral, rather than misinterpreting the arousal as anxiety and fear. 

Several additional studies support the preliminary efficacy of CBGT–A,

and each tested a different aspect of the treatment. In a randomized clini-

cal trial, we evaluated whether our strategy for the inclusion of parents
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in selected sessions enhanced or detracted from the treatment effects.

Adolescents were randomized to treatment with parent participation

(CBGT–P), treatment without parent sessions (CBGT–A), or a wait-list

control condition. Preliminary results indicate that immediately after

treatment, adolescents in the first two groups fared better than those on

the wait list. Independent evaluations using the Anxiety Disorders Inter-
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Figure 1.2 

Mean Anxiety and Heart Rate During Reading Behavior Test.

Albano, A. M., Marten, P. A., Holt, C. S., Heimberg, R. G., & Barlow, D. H.
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view Schedule for DSM–IV, Child and Parent Versions (Silverman &

Albano, ) found youths on the wait list maintained their social pho-

bia diagnosis (Clinician Severity Rating [CSR] � ), whereas the treated

youths improved significantly, their symptoms falling to subclinical lev-

els (CSR � ). Thus, immediately after treatment, the effect of parent

involvement did not detract from treatment efficacy, but at the same

time it did not appear to offer any significant benefit over therapy with-

out parental involvement. However, independent evaluations conducted

 and  months after treatment reveal a pattern of increasing gains for

those whose parents participated (CBGT–P), whereas youths treated

without parent involvement (CBGT–A) were more likely to have set-

backs and remain symptomatic (Albano, DiBartolo, Chorpita, Pincus,

Heimberg, & Barlow, unpublished data; see Figure .). Our ongoing

research efforts focus on the adolescent–parent interactions to under-

stand what aspects of the treatment interact with family factors and par-

enting style to enhance the treatment’s effects over time.

In a separate study, Hayward and colleagues () compared  female

adolescents with social phobia treated with CBGT–A with  wait-list

controls. Immediately after treatment, the first group showed significant

improvement as compared with the untreated youths. After  months,

whereas the youth in the control condition appeared improved in their

social phobic symptoms, this effect mainly held true for youths without
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a history of major depressive disorder (MDD). Treated youths, with or

without a history of MDD, maintained their gains. These results suggest

that CBGT–A may also involve a nonspecific effect that affects under-

lying co-morbid vulnerabilities.

CBGT–A has also been transported across cultures into a nonclinic,

school setting in Spain. Juan-Luis Garcia-Lopez and his colleagues in

Spain compared CBGT–A, Social Effectiveness Training for Children–

Spanish Version (SET–Csv) (Beidel, Turner, & Morris, year), Therapy

for Adolescents with Generalized Social Phobia (Olivares & Garcia-

Lopez, ), and a control condition in  high school adolescents. Re-

sults revealed that, unlike the control condition, the three active treat-

ments resulted in significant reductions in social anxiety symptoms along

with improvements in self-esteem and social-skills ratings. Moreover,

improvements were evident in academic, social, and family functioning.

Treatment gains were maintained over a five-year period for the adoles-

cents receiving the active treatments. These results demonstrate the

long-term efficacy of CBGT–A and related cognitive behavioral treat-

ments for social phobia in youths (Garcia-Lopezet al., ), while also

offering promise for the transportability of the protocol to school set-

tings and cross-cultural contexts. 

Outline of Treatment Program

Each session is structured for group treatment; however, we address the

application of the program in an individual-therapy context and, in sepa-

rate chapters, provide tips for conducting this treatment with children.

Treatment Phase I

Skill Building

Sessions  through  are devoted to introducing and reviewing various

skills that reduce anxiety and facilitate social interactions. Throughout

treatment, we emphasize self-monitoring.
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The first four sessions are conducted in a two-week period; the remain-

ing sessions are conducted weekly. A session outline is written on the

flipchart before beforebeof each meeting.

Sessions  and  present a review of the treatment rationale, and a gen-

eral introduction to the three-response system of anxiety. In addition,

therapists and youths share their expectations regarding treatment. Parents

may be invited to attend the first two sessions; alternatively, therapists

can hold a parents-only session to provide psychoeducational informa-

tion and address parental concerns.

Sessions  and  emphasize the cognitive component of social anxiety 

by first introducing the concepts of automatic thoughts and rational

responses and subsequently presenting a four-stage model of cognitive

restructuring.

Sessions  and  review problem-solving strategies targeted to expand the

repertoire of coping behaviors available in handling problematic social

situations. 

Sessions  and  focus on identifying and strengthening appropriate so-

cial and assertiveness skills.

Session  is devoted to a review of the skills and coping strategies cov-

ered to date. Expectations and social systems are discussed.

Finally, session  emphasizes communication between adolescents and

their support networks and outlines the second phase of treatment. Par-

ents may be invited to attend this session; otherwise, a parent session can

be held at this point to provide information concerning the upcoming

exposure phase of treatment.

All this skill-building work is considered important for the second phase

of treatment, which emphasizes exposure to the youths’ feared social

situations.
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Treatment Phase II

Exposure Phase

The second phase of treatment emphasizes exposure to both simulated

and in-vivo anxiety-provoking social situations. The skills modules re-

viewed in the first phase are integral to the adolescents’ ability to cope

with exposure practices.

In general, we try to have enough exposure sessions to provide each

group member with a minimum of five exposures in which they are the

direct target of the exposure. Typically, two exposures, focused on two

different group members, are conducted in each session. Snack-time

practice serves as a vehicle for very brief, focused exposures. Hence, de-

pending upon group size, there could be  to  exposure sessions for

each child during the course of CBGT–A.

Sessions  through the penultimate session are primarily devoted to simu-

lated exposures, cognitive restructuring, and homework assignments. As

noted above, the number of sessions should depend upon the number

of adolescents in the group, allowing for each adolescent to be the prin-

cipal focus of at least five to eight exposures, which may dictate  to 

sessions. During the exposure phase, the adolescents, in turn, select a tar-

get situation from their fear and avoidance hierarchy, and that situation

is simulated in the therapy group by other group members, and on oc-

casion by available volunteer confederates (e.g., student assistants, gradu-

ates of treatment). This protocol predominantly makes use of the group

members in these exposures, and as such the adolescents receive “double

exposure” to these interactions and situations. The therapists direct the

staging of the exposure situation. The target patient is queried about his

or her worst fears in the situation, and these fears are incorporated into

the simulated exposures. Thus, if an adolescent fears he or she will be

ridiculed for answering a question wrong in class, the target participant

may be instructed to provide a wrong answer during the exposure, even

if the objective probability of that outcome is small. The point of this

exposure is to provide the adolescent with experience in handling his or

her fear in situations that can occur in real life. During simulations, pa-
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tients periodically rate their anxiety on scale of  to . These ratings

are used later in cognitive-restructuring exercises. 

Relapse-prevention strategies are incorporated into the final sessions of

the program. These strategies will be reviewed in detail but may involve

conducting exposures for situations that will occur at key developmen-

tal transitions (e.g., practicing interviewing skills for college or jobs;

introducing oneself to a college roommate; handling rejection from a

potential dating partner). Videotaping (with the proper consent of the

participants) the individual exposures or a group exercise geared toward

relapse prevention may be used to solidify gains and provide the partici-

pants with a “keepsake” of coping strategies. Often, parents are invited

to attend one of these later sessions. This strategy allows the parents to

view the exposures in progress and to receive instruction from the thera-

pists in promoting their adolescent’s ongoing self-exposure over time.

The final session is devoted to group members’ processing their treat-

ment progress and handling any apprehension they may be experiencing

in the face of treatment termination.

Therapist Tip

� Whether to involve parents in the group sessions or hold separate par-

ents-only meetings is left to the discretion of the therapists but must be de-

cided before starting the program. In clinical practice, we weigh issues such

as feasibility and logistics (can the parents make the commitment to be

there; is it possible to find a time that is common to all the parents and

adolescents), knowledge of the family situation (is parental psychopathol-

ogy or high levels of discord present), and clinical judgment (will having

the parents interfere with the group’s process or facilitate progress, given the

clinical presentation of this group of adolescents). See chapter  (Assess-

ment) for further details. �

Use of the Workbook

Therapists using this program should first read the corresponding work-

book and familiarize themselves with the basic structure of the program

and the exercises to be presented in each session. The therapist guide
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presents supplemental background information on the theory and re-

search on which this program is based and provides suggestions on how

to deal with challenges that may arise during the sessions. The workbook

includes at-home exercises and reinforces information presented in the

sessions. Adolescents can consult this workbook between scheduled ses-

sions to help clarify any confusion regarding homework assignments and

share information with friends and family members, and can refer to it

once the program is completed. 
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