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Considering CBT With Anxious Youth? Think Exposures 

Phi l ip  C. Kendal l ,  J o a n n a  A. Rob in ,  Kris t ina A. H e d t k e ,  a n d  Cyn th i a  Suveg,  Temple University 
El len  F l a nne ry -Sch roede r ,  University of  Rhode Island 

El izabe th  Gosch ,  Philadelphia College of  Osteopathic Medicine 

Following a historical prdcis regarding exposure and a brief description of a representative cognitive-behavioral therapy (CBT) pro- 
gram for anxiety disorders in youth, we discuss several factors related to conducting exposure tasks in youth. Topics include assessing 
anxious situations, creating a hierarchy, and using imaginal, as well as in vivo and in- and out-of-session exposure tasks. We also 
describe and discuss the posture of the therapist with regard to the development and maintenance of rapport, the process of consulting 
with the child, the use of shaping and rewarding effort, the restraining from reinforcing avoidance, modeling for parents, and how to 
deal with the occasional less-than-successful exposure task. Developmental level of the child and contextual factors are examined as 
they might influence the design and implementation of exposure tasks. Last, we consider professional practice issues of liability, ap- 
plications in private practice, and the challenges that face new therapists undertaking exposures. Examples and illustrations from 
actual clinical cases are included throughout. 

O NE OF THE MAJOR ADVANCES in the field of  youth anxiety 
has been in the development of  effective treatments 

for these disorders. Specifically, results of  approximately 
15 randomized investigations show that cognitive-behavioral 
therapy (CBT) for anxious youth has been found  to be ef- 
fective (i.e., an approximate 65% of  youth across studies 
and treatment  conditions no longer  meet ing diagnostic 
criteria for their principal pretreatment  anxiety diagnosis 
at posttreatment) across settings, cultures, and age 
ranges (e.g., Barrett, Dadds, & Rapee, 1996; Ginsburg & 
Drake, 2002; Hayward et al., 2000; Kendall, 1994; Kendall 
et al., 1997; Masia, Klein, Storch, & Corda, 2001). Al- 
though variations among  CBT programs exist with re- 
gard to the types of  skills in t roduced (e.g., social skills, re- 
laxation training, communication skills), a common thread 
th roughout  all of  the successful CBT programs can be 
said to be child engagement  in hierarchy-based exposure 
tasks (i.e., using a graduated approach,  child experiences 
anxious distress in real or  imagined anxiety-provoking sit- 
uations). Most researchers and theoreticians would agree 
that successful engagement  in exposure tasks is necessary 
for positive t reatment  outcome when treating child anxi- 
ety. Indeed,  Kazdin and Weisz (1998) asserted that a key 
element  of  all CBT for child anxiety is exposure to the 
feared stimuli. 

Despite the accepted importance of  exposure tasks 
when treating anxious youth, very little is known about 
the nature and content  of  exposure tasks and currently 
there are no guidelines for conduct ing effective exposure 
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tasks with youth. For example, what are the components  
of  exposure tasks? What areas should be addressed in ad- 
vance of  conduct ing an exposure task? How does a thera- 
pist plan an exposure task with a child? What factors should 
be considered when conduct ing an exposure task? What 
are the professional issues and ethical considerations? 
The purpose of  this article is to offer our  experience in 
providing researchers and clinicians with guidelines and 
suggestions for creating and implementing effective ex- 
posure tasks when treating anxious youth. 

First, a brief historical and theoretical discussion of  
conduct ing exposure tasks with anxious youth is pre- 
sented. Second, a sample CBT program is described to 
provide a framework for conduct ing exposure tasks with 
youth. Third, we describe the c o m m o n  components  and 
core features of  conduct ing exposure tasks, such as creat- 
ing a hierarchy of  feared situations, planning the type 
(imaginal versus in vivo) and location (in-session versus 
out-of-session) of  exposure tasks, measuring the child's 
subjective distress during exposure tasks, and establish- 
ing a reward system for the child's effort. Fourth, we dis- 
cuss therapist and child characteristics and behaviors that 
may contribute to exposure task outcomes. We conclude 
with a discussion of  professional and ethical consider- 
ations when conduct ing exposure tasks with youth. In 
short, we provide a discussion of  issues pert inent  to any- 
one who is considering using CBT with anxious youth, 
and we do so with the intent of  encouraging therapists to 
think about  and to use exposure tasks. 

History a n d  Theory  

Disagreement and controversy exist regarding the ex- 
planation for the positive effect of  exposure treatment. 
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Countercondit ioning,  extinction, habituation, cognitive 
change, and coping skills development  are all examples 
of  the potential mechanisms mediating the relationship 
between exposure t reatment  and meaningful  decreases 
in anxiety responses. In this section, we briefly describe 
each of  these potential change mechanisms. 

In 1924, Jones reported in a case study that the most 
successful procedure  for reducing fear is the simultane- 
ous presentation of  a pleasant stimulus (e.g., food) with 
the targeted anxiety-producing stimulus (in this case, a 
white rabbit) .Jones 's  work was perhaps the earliest exam- 
ple support ing the use of  what later came to be termed 
countercondit ioning (Wolpe & Lazarus,1966), or the elim- 
ination o f  a classically condit ioned response following re- 
peated pairing of  the condi t ioned stimulus (e.g., white 
rabbit) with an opponen t  or  antagonistic uncondi t ioned 
stimulus (e.g., food).  Building upon  the work of  Jones  
(1924) and classical condit ioning theorists (e.g., Pavlov, 
1927), Wolpe (1958) developed an exposure t reatment  
that he called systematic desensitization, which he based 
on principles o f  countercondit ioning.  According to this 
theory, fears can be countercondi t ioned by confront ing 
the feared stimulus (i.e., through exposure) while simul- 
taneously engaging in a process called reciprocal inhibi- 
tion, or suppression of  the anxiety response by engaging 
in a biologically incompatible behavior (e.g., relaxation). 
In addition, systematic desensitization involves the cre- 
ation of  an anxiety stimulus hierarchy in which the indi- 
vidual and therapist generate a list o f  anxiety-provoking 
situations and sort the situations by level o f  fear elicited 
in each situation. Systematic desensitization begins by 
confront ing feared situations low on the stimulus hierar- 
chy while engaging in reciprocal inhibition and then 
moving up to the next situation on the hierarchy when 
the previous situation elicits minimal or  no fear. 

Although Wolpe's theory has provided the framework 
for exposure treatments used today, t reatment studies 
with adults have found that reciprocal inhibition may not  
be a necessary part  of  exposure tasks; individuals experi- 
ence decreased anxiety in extinction trials even when re- 
laxation or  other  anxiety inhibitory responses are not  
engaged (e.g., Gillan & Rachman, 1974). In addition, in- 
dividuals have successfully decreased their anxiety re- 
sponses to hierarchies when presented with the most  
anxiety-provoking items prior to lesser anxiety-provoking 
situations, suggesting that neither reciprocal inhibition 
nor  gradual exposure are essential to decreasing anxiety 
(Marks, 1987; Wilson, 1973). It is worth noting, however, 
that al though gradual exposure may not  be necessary for 
the reduction in anxiety to occur, this approach often 
makes treatment more palatable and may decrease treat- 
men t  attrition. 

O the r  behavioral explanations for  the effectiveness 
o f  exposure tasks include extinction and habituation. Ex- 

tinction occurs when the uncondi t ioned response (e.g., 
fear reaction) no longer follows the condi t ioned stimulus 
(e.g., giving a speech) over repeated trials. During expo- 
sure tasks, operant  extinction plays a role as the individ- 
ual ceases to be negatively reinforced (by a decrease in 
anxiety) through avoidance of  the anxiety-producing 
stimulus but, instead, experiences a decrease in anxiety 
while in the presence of  the feared stimulus. Habituation 
occurs when an individual stays in the presence of  the 
feared stimulus until the stimulus no longer evokes a dis- 
tressing level of  arousal (the length of  time in the pres- 
ence of  the feared stimulus varies by individual). 

In our  work with children and adolescents, we have 
found  that a successful exposure trial with one stimulus/  
situation is often accompanied by a reduct ion in anxiety 
to other  stimuli/situations. Although one could argue 
that this represents an extinction generalization effect, 
investigators and practitioners have speculated that cog- 
nitive changes may underlie effective exposure treatment. 
In general, cognitive mediational models o f  anxiety re- 
duction suggest that the effects of  exposure tasks rely on 
changes  in maladaptive fear schema (Beck, Emery, & 
Greenberg ,  1985) and reduct ions  in negative self-talk 
(Treadwell & Kendall, 1996). A general cognitive shift 
can follow exposure t reatment  and lead clients to reinter- 
pret  and change how they see the relationship between 
the anxiety-provoking stimulus/situation and their re- 
action to it, the adequacy of  their own resources, a n d / o r  
the saliency of  the threat. Indeed,  following successful ex- 
posure treatment, clients report  changes in their expect- 
ancy that unwanted anxiety would follow a condi t ioned 
stimulus (e.g., flying in a plane; Thompson,  1994; Wilson, 
1995). 

Coping skills development  may also be important  to 
successful exposure treatment. Children rate their abil- 
ity to cope with feared situations as m u c h  h igher  fol- 
lowing exposure tasks (e.g., Kendall et al., 1997), an in- 
crease in coping that is associated with decreases in 
distressing anxiety. This finding is consistent with Ban- 
dura's (1977) formulation o f  self-efficacy. The knowledge 
that coping skills are available to manage anxiety may in- 
crease self-efficacy and decrease threat, thus decreasing 
anxiety. 

In sum, each of  the theoretical explanations for the ef- 
fectiveness of  exposure tasks (countercondit ioning,  ex- 
tinction, habituation, cognitive change, and coping skills 
development) has gained at least some empirical sup- 
port; however, there is currently no consistent evidence 
document ing  the superiority o f  one o f  these potential 
mechanisms of  change. Although, our  clinical experi- 
ence suggests that some or  all of  these factors likely inter- 
act to produce clinically meaningful  change during expo- 
sure tasks. Further, the mechanism of  change may vary 
across individuals. Thus, aspects of  each of  these theories 
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will be inco rpora t ed  into our  discussion of  and  recom- 
menda t ions  for  conduc t ing  effective exposure  tasks. With 
this in mind,  we will suspend the theoret ical  discussion 
and  focus instead on the pract ical  aspects of  conduc t ing  
clinically beneficial  exposure  tasks. To aid our  discussion, 
we will p rov ide  a f r amework  in which exposu re  tasks 
are  conduc ted  by descr ibing a sample CBT program for 
anxious youth. 

A S a m p l e  CBT Program for  A n x i e t y  in Y o u t h  

Regardless of  which theoret ical  mode l  (e.g., habitua-  
tion, extinct ion,  coping)  a therapis t  embraces,  exposure  
tasks allow youth (child or  adolescent) to face their  fears /  
anxieties while developing  adaptive behavior  in response 
to the feared s t imulus/s i tuat ion.  There  are several adap- 
tations of  CBT for use with anxious youth (e.g., see A1- 
bano,  Marten,  Holt ,  Heimberg ,  & Barlow, 1995; Barret t  et 
al., 1996; Beidel,  Turner, & Morris, 2000; Kendall ,  2000; 
Manassis et  al., 2002; March & Mulle, 1998; Piacentini ,  
Bergman,  Jacobs,  McCracken,  & Kretchen,  2002). Our  
CBT programs (e.g., Howard,  Chu, Krain, Marrs-Garcia, 
& Kendall ,  1999; Kendall ,  2000; Kendall ,  Choudhury,  
Hudson,  & Webb, 2002a; Kendall ,  Kane, Howard,  & 
Siqueland,  1989) follow a gradual  exposure  mode l  in 
which the child, following educat ional  prepara t ion ,  is 
progressively exposed  to a h ierarchy of  anxiety-provoking 
situations. 

The  program,  refer red  to as the "Coping Cat Pro- 
gram" (where youth  move f rom being  scaredy cats to cop- 
ing cats), is d ivided into two segments,  each approxi-  
mately eight,  1-hour sessions. The  first segment  focuses 
on skills t ra ining and the second segment  focuses on 
skills practice.  Dur ing  the first phase of  t rea tment ,  the 
child learns several basic skills that  are in tegra ted  into a 
plan for deal ing with anxiety (e.g., Kendall ,  Aschen- 
brand,  & Hudson,  2003). Following rappor t -bui ld ing  ac- 
tivities, the child first learns about  phys io logica l /bodi ly  
react ions to anxiety (both the client 's and  the therapist 's)  
in genera l  and,  more  specifically, about  his or  he r  own 
par t icular  physiological  responses to anxiety-provoking 
situations. The  chi ld  is shown how physical react ions can 
be cues to let  us know when we are anxious and to signify 
that  we need  to he lp  our  body relax. The  second step in- 
volves he lp ing  the child recognize and a t tend  to his or  
he r  self-talk. This involves the child identifying what his 
or  he r  expectat ions  and  fears are about  a specific situa- 
tion. The  th i rd  step involves problem-solving about  what 
actions and  att i tudes can be taken. This may involve 
changing  one ' s  self-talk (using coping  thoughts)  or  tak- 
ing specific actions that  he lp  us cope more  effectively in 
the situation. The  final step involves evaluating the effort  
that  was made  and  rewarding onesel f  accordingly. These 
four  concepts  comprise  the FEAR plan: 

F - - F e e l i n g  fr ightened? (awareness of  physical symp- 
toms of  anxiety) 

E - - E x p e c t i n g  bad  things to happen?  ( recogni t ion of  
anxious self-talk) 

A - - A t t i t u d e s  and  Actions that  will he lp  (behavior  and  
coping  talk to use when anxious) 

R- -Resu l t s  and Rewards (self-evaluation and adminis- 
t rat ion of  reward for effort) 

Once  a child demonst ra tes  unde r s t and ing  (based on  
therapis t  clinical j u d g m e n t )  of  the concepts  within the 
FEAR plan, the child is ready to apply and  pract ice the 
FEAR plan in anxiety-provoking s i t u a t i o n s - - a n  impor-  
tant  c o m p o n e n t  of  CBT that  is accompl ished  th rough  ex- 
posure  tasks. In  general ,  exposure  tasks involve having 
the child exper ience  anxious distress in real or  imag ined  
anxiety-provoking situations, become  accus tomed to the 
provocative situation, and  pract ice using various coping  
strategies. Pr ior  to an exposure  task, the therapis t  and  
youth discuss and  develop an appl ica t ion  of  the FEAR 
plan (see Table 1 for a sample of  a FEAR plan to be used 
in an exposure  task). 

But this is jus t  the start. There  are several o the r  factors 
involved in conduc t ing  exposures  with anxious youth. 
Teaching the FEAR plan in the first phase of  the t rea tment  
p repares  the child for the exposure  phase,  but  the chal- 
lenging work for the therapis t  has jus t  begun.  The  thera- 
pist, in col labora t ion  with the child, plays an active role in 
p lann ing  and conduc t ing  effective exposure  tasks. The  
therapist ' s  role is akin to that  of  a support ive yet  challeng- 
ing coach whose goal is to both  assist the child with genu- 
ine engagemen t  in feared  situations and  to have the child 

Table 1 
A Sample FEAR Plan Developed for Application in 

an Exposure Task 

Exposure Task: 
Child to ask a security guard for directions to his therapist's office. 

Feeling Frightened? 
Yes! I am scared. My heart is pounding. My SUDS is a 5. 

Expecting bad things to happen? 
I am afraid he won't know where my therapist's office is. 
What ifI mess up? 
What if he ignores me? 
Maybe he will laugh at me. 

Attitudes and Actions that can help 
I can take deep breaths and use my relaxation. 
I can think to myself, Ican  do it. I just  have to try. 
So what if I mess up in front of him, everyone makes mistakes. 
He probably won't laugh at me. 
That's okay if he does not know where my therapist's office is. I 

can call her because I have her phone number. 
Results and Rewards 

I will ask and I will feel proud of myself for being able to talk to 
strangers. I will know that I can do it. 
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do it on his or  he r  own. In the next  sect ion of  this article 
we describe how the therapist  assesses the child's anxiety 
with regard  to exposure tasks, develops a fear hierarchy, 
creates in- and  out-of-session imaginal  and  in vivo expo- 
sures, and  teaches self-reward to ch i ld ren  for  effort. 

Features o f  t h e  Exposure  Task 

Assessing Anxious Situations and Creating a Hierarchy 
Conduc t ing  effective exposure  tasks involves an accu- 

rate assessment of  what  p rompts  the child 's  distress. 
When  working with youth,  it  is impor t an t  that  the  thera- 
pist  no t  make  assumptions abou t  the child 's  fears. In- 
stead, the therapis t  assesses the situation, the exact na- 
ture o f  what  is feared,  and  what  the youth  expects  will 
h a p p e n  when faced with his or  he r  feared  situation. Par- 
en t  repor t ,  youth report ,  and  observat ional  assessments 
he lp  p inpo in t  the na ture  of  the child 's  anxieties. 

T h r o u g h o u t  t rea tment ,  the therapis t  gathers addi- 
t ional  data  to he lp  develop and  ar range  the hierarchy. 
The  hierarchy is a collaborative effort  between the thera- 
pist  and  the child,  and  is best  const ructed  when the ther- 
apist is knowledgeable  abou t  the child 's  fears and  anxi- 
eties before  actually writ ing down the entr ies of  the 
hierarchy. Some chi ldren  are  not  able to genera te  spe- 
cific si tuations that  make  them nervous, bu t  the therapis t  
can facilitate the h ierarchy by offering suggested entries. 

The  first step in developing  a fear  h ierarchy involves 
the therapis t  and  child genera t ing  anxiety-provoking 
situations. These  entries are  eventually sor ted  into easy, 
medium,  and chal lenging categories.  A fr iendly dia logue 
helps the therapis t  obta in  specific situations from the 
child regarding his or  her  anxieties. For  example,  if a child 
suggests "talking to new people ,"  the therapis t  can help  
the child be more  specific, perhaps  dividing the entry  
into two: "talking to new kids my age who I have never  
met" and  "talking to kids my age who I have met  before."  
The  situations are writ ten down on a worksheet ,  in the 
Coping Cat Workbook (Kendall ,  1990; Kendall ,  Choudhury,  
Hudson ,  & Webb, 2002b), for  use later  in t reatment .  Fig- 
ure  1 provides an example  of  a fear p lan  for a child diag- 
nosed  with social phobia .  

Assessing Subjective Units of  Distress 
After  the child and  therapis t  identify chal lenging situ- 

ations, the  child rates how anxiety-provoking the feared  
situations are on  a Likert-type scale called The  Subjective 
Units of  Dis t ress /Discomfor t  Scale (SUDS; Wolpe, 1969). 
SUDS were originally used with ratings on a 0 to 100 scale 
(0 = no distress and  100 = highest level of  situational distress). 
Recently, SUDS have been  measured  on smaller  scales, 
such as 0 to 10 (Wolpe, 1991) or  0 to 8 as i m p l e m e n t e d  in 
the Coping  Cat p rograms  (Kendall ,  2000; Kendall  et al., 
2002a). W h e n  working with chi ldren,  the smal ler  range 

A 
Asking the 

teacher for help 
in class 

SUDS = 8 

Giving a speech to 
a group of  kids my 

age 
SUDS = 8 

Talking to a new kid 
my age 

SUDS = 6 

Talking to a new adttlt 
SUDS = 5 

Tripping in front o f  people (e.g., in 
the waiting room) 

SUDS = 5 

Drinking wa~er from the water fountain and 
spilling some on my shirt 

SUDS = 4 

Asking a friend to come over to my house 
SUDS = 4 

Asking to sit next to a kid on the bus 
SUDS = 4 

Asking the security guard at the clinic for the time 
SUDS = 3 

Answering the phone at home 
SUDS = 2 

Figure 1.  A s a m p l e  fear hierarchy to b e  u s e d  fo r  e x p o s u r e  t a s lcs  

w i t h  a s o c i a l l y  p h o b i c  c h i l d .  

helps to simplify and  ease the child 's  decis ion-making 
process. It is also helpful  to use a visual aid when explain-  
ing the  SUDS rat ing system. For  example ,  we use a "feel- 
ings the rmomete r"  or  "feelings ba romete r"  that  ranges 
from 0 to 8 (or 0 to 10) and  has s imple descriptors  next  to 
each number ,  such as "this is a cinch" (for 0) or  "this is 
the scariest!" (for 8). Car toon faces ranging  f rom a smil- 
ing face (for 0) to an ext remely  f r igh tened  face (for 8) 
also facilitate a child 's  unde r s t and ing  of  SUDS ratings. 
Chi ldren  can also personal ize  their  SUDS rat ing system 
by making  thei r  own desc r ip to r s / anchors  for the  differ- 
en t  levels. 

Once  the ra t ing system is in place, the chi ld  provides a 
SUDS rat ing for  how nervous the chi ld  would feel in each 
of  tile ident i f ied anxiety-provoking situations. The  thera- 
pist  uses this informat ion,  with the child 's  guidance,  to 
place each si tuation in a hierarchy. A wide range  of  
feared situations with varying levels o f  SUDS is prefer red .  
When  designing the first exposure  task, the  therapist  
starts with a minimally  chal lenging situation. Importantly,  
the  therapis t  checks in with the chi ld  regard ing  his or  he r  
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f ea r  r a t i ng  b e f o r e  se t t ing  up  the  first e x p o s u r e  task- 
s i tua t ions  and  their  relative ranking  in the fear h ierarchy 
may change  t h roughou t  t rea tment .  

SUDS ratings are also used dur ing  exposure  tasks. 
When  engaging  in an exposure  task, the therapis t  asks 
the child for a SUDS rating, bo th  immedia te ly  before  and 
after the exposure  task. This informat ion can serve a vari- 
ety of  functions. First, SUDS ratings can be used as a 
me thod  of  providing feedback to the child about  the level 
of  anxiety in the context  of  the feared object /s i tuat ion.  
SUDS ratings are viewed and  t rea ted  as "data" regard ing  
what  happens  to the youth 's  anxiety when in a specific sit- 
uation.  For  example ,  if the SUDS rat ing following the ex- 
posure task is lower than the initial SUDS rat ing pr ior  to 
par t ic ipat ing  in the exposure  task, the therapis t  may 
po in t  out  to the child that  his or  he r  anxiety decreased  
after be ing  in the feared situation. Solicit ing mul t ip le  
SUDS ratings f rom the child dur ing  an exposure  task can 
provide more  "data." Distress can also be assessed at the 
m i d p o i n t  of  the exposure  task or  at fixed intervals dur ing  
the exposure  task (e.g., every 30 seconds).  The  child and  
therapis t  can then  graph  the data and  discuss the SUDS 
ratings (e.g., Did the anxiety ratings go down at all? Did 
the ratings go up  first before  they went  down? Do the rat- 
ings for each exposure  task follow a pat tern?) .  Al though 
mul t ip le  SUDS ratings taken dur ing  an exposure  task 
provide more  informat ion  regard ing  the child 's  distress 
in a given situation, it is impor t an t  to note  that  more  fre- 
quen t  assessments of  SUDS ratings may be intrusive a n d /  
or  no t  feasible while engaging  in certain exposure  tasks. 
For  instance, when a child is asked to engage  in a br ie f  or  
discreet  action, such as raising his or  he r  h a n d  in class at 
school,  col lect ing SUDS ratings at 30-second intervals 
may no t  be feasible consider ing the l imited t ime frame 
and location. 

To maximize beneficial  gains, most  exposure  tasks call 
for  clients to remain  in contact  with the feared  stimulus 
or  in the provocative si tuation until  anxiety is r educed  by 
at least 50% (some advocate dura t ions  that  lead to even 
greater  reduct ions  in anxiety before  te rmina t ing  the ex- 
posure  task). Because decreas ing ratings of  distress can 
be a good  indica tor  that  the chi ld  is feel ing more  com- 
fortable in a feared  situation, SUDS ratings are useful for 
guid ing  the length  of  an exposure  task. Cons ider ing  this, 
mon i to r ing  SUDS ratings is especially helpful  dur ing  ex- 
posure  tasks that  do  no t  have a clear e n d - - f o r  instance, 
when a socially phobic  adolescent  engages in a conversa- 
t ion with ano the r  teen or  when a separat ion-anxious child 
separates f rom Mom or  Dad for an indefini te  length  of  
time. SUDS levels are used differently when exposure  
tasks have a clear  e n d - - f o r  example ,  asking a s t ranger  a 
quest ion,  "messing up" intent ional ly  on a t imed test, or  
walking to school  alone. If  a therapis t  uses SUDS ratings 
to def ine the end  of  these exposure  tasks, the therapis t  

can repea t  the exposure  task unti l  the SUDS ratings de- 
crease. Keep in mind  that, whether  de t e rmin ed  th rough  
decreas ing SUDS ratings or  th rough  repet i t ion,  the main  
goal  for the therapis t  dur ing  an exposure  task is to assist 
the child in confront ing what is feared until  the child feels 
an acceptable  level of  comfor t  in the feared  situation. 

Al though  we have found  ch i ldren  to be fairly rel iable 
repor ters  of  their  own anxiety levels when creat ing the 
fear h ierarchy and  dur ing  the exposure  tasks, sometimes 
ch i ldren  r epor t  SUDS ratings that  seem inconsis tent  with 
their  appearance  a n d / o r  behavior  (i.e., h igher  or  lower 
than the therapis t  would ant icipate) .  In  the sect ion per- 
mining to deve lopmenta l  factors, we will discuss in more  
detail  a potent ia l  explanat ion  for this inconsistency (e.g., 
child difficulty with emot iona l  identif icat ion) ; however, it 
should be no ted  here  that  objective SUDS ratings made  
by the therapis t  for the child can be useful in reconci l ing  
seemingly inconsis tent  child repor t ing  (regardless of  the 
reason) .  Therapis t  ratings are based on several factors, in- 
c luding the child 's  appea rance  (e.g., facial expression,  
posture) ,  behavior  (e.g., avoidance,  reluctance,  shaking, 
t rembling voice), and  verbal expressions (e.g., expressing 
a desire to leave). The  therapist 's  percep t ion  of  the child's 
anxiety may be dif ferent  f rom the child 's  self-reported 
discomfort .  For  example ,  a child may repor t  SUDS rat- 
ings that  decrease dur ing  an exposure  task, whereas the 
therapis t  observes and  rates that  the child 's  SUDS ratings 
are  r ema in ing  the same dur ing  the exposure  task. I f  
th rough  observat ion and  clinical j u d g m e n t  the therapis t  
believes that  the child 's  ratings are not  accurate,  the ther- 
apist can use his or  he r  own SUDS ratings to guide the 
length  or  n u m b e r  of  the exposure  tasks and  as da ta  to 
presen t  to the child. 

Imaginal  and  In Vivo Exposure Tasks 
After  the h ierarchy is const ructed  and  SUDS ratings 

are expla ined  to and  unde r s tood  by the child, two types 
of  exposure  tasks can be implemented :  imaginal  and  in 
vivo. Imaginal  exposure  tasks are often used when first 
starting exposures with the child, but  can be used through- 
out  t reatment .  By having the child role-play the feared  sit- 
uat ion by him- or  herself  or  with the therapist ,  imaginal  
exposure  tasks allow the child to pract ice coping  before  
the in vivo exposure  task. When  working with younger  
chi ldren,  props,  puppets ,  and  toys can be used for "play 
acting" the feared  situation. 

Imaginal  exposure  tasks are useful with chi ldren  who 
have more  abstract  worries. For  example ,  ch i ld ren  with 
genera l ized  anxiety d isorder  (GAD) may worry about  
death  or  illness of  a family member ,  local violence or  in- 
ternat ional  war, or  family financial  problems.  These  situ- 
at ions can be adap ted  to imaginal  exposure  tasks where 
the therapis t  has the child descr ibe  and  role-play the situ- 
at ion in de ta i l - -d i scuss ions  of  the feared (ant icipated)  
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catastrophes.  The  exposure  task will be most  successful 
when the chi ld  explains or  role-plays how the si tuation 
will progress and  end.  O the r  imaginal  exposure  tasks in- 
c lude having the child write ou t  a story about  the  feared  
catas t rophe and then r ead  it out  l oud  to the therapis t  re- 
pea tedly  unti l  the anxiety decreases.  For  example ,  a ther- 
apist working with a 7-year-old girl with GAD who worr ied 
about  he r  parents  dying, c rea ted  an exposure  task about  
"what would happen."  The  chi ld  and  therapis t  acted out  
what would h a p p e n  if  he r  parents  died,  inc luding  the 
child 's  affective exper ience ,  who would take care of  her, 
where she would live, what  would h a p p e n  to he r  parents  
after they died,  and  what would h a p p e n  to he r  b ro ther  and  
sister. M t h o u g h  it was reassuring for the child to know 
that  he r  parents  were in good  health,  it  was beneficial  for 
the child to have discussed he r  i r ra t ional  fear and  address  
several of  he r  re la ted  fears. 

In  vivo exposure  tasks involve the child facing the 
feared  si tuation "live and  in person."  The  child enters  the 
feared  si tuation while actively dea l ing  with (coping with) 
anxious arousal. Pr ior  to conduc t ing  an in vivo exposure  
task, the therapis t  has the child pract ice th rough  role- 
play and  imaginal  exposure.  Exposure  tasks are  ta i lored 
for the child 's  fears and  can be changed  to make them 
more  or  less chal lenging/di f f icul t .  For  example ,  when 
beg inn ing  exposures  with a socially phobic  child, an ini- 
tial exposure  task may involve giving a speech to ano the r  
therapis t  who is warm, smiles at the child,  and  praises the  
child for  per formance .  As the chi ld  progresses in treat- 
ment,  a more  chal lenging  exposure  task may be used: giv- 
ing a speech when the therapis t  in the  aud ience  whispers 
to someone,  closes his o r  he r  eyes, looks bored ,  or  even 
asks a difficult question. It is impor t an t  for the  child 's  
therapis t  to address the child 's  expectat ions,  p r epa re  the  
chi ld  for a variety of  negative events, and  he lp  the child 
problem-solve how to cope with these situations. Through  
this exper ience  the child learns to chal lenge expectations,  
cope  with anxiety-provoking situations, and  feel a sense 
o f  mastery. 

In- and Out-of-Session Exposure Tasks 
The exposure  tasks men t ioned  thus far are typically 

conduc ted  within the therapy session, bu t  exposure  tasks 
take place bo th  in and  ou t  o f  session (see Table 1 for  ex- 
amples  of  in-session and  out-of-session exposure  tasks). 
The re  are t imes when the opt imal  exposure  task canno t  
be  conduc ted  in the therapy office. W h e n  an exposure  
task is to occur  outside the session ( a n d / o r  out  o f  the  of- 
rice), the therapis t  p repares  the  child th rough  imaginal  
exposures.  The  therapis t  may also need  to work with 
o ther  adults in the child 's  life to facilitate successful out- 
of-session exposure  tasks. For  example ,  a therapis t  in our  
clinic was working with an 8-year-old boy who was exces- 
sively anxious about  separa t ing  f rom his mother.  Because 

the child 's  separa t ion  anxiety involved his mother,  it was 
impor t an t  to have he r  be a par t  of  bo th  the in- and  out-of- 
session exposure  tasks. Indeed ,  some pa ren t  t ra ining and  
pract ice had  to be implemented .  The  therapis t  ins t ructed  
the  m o t h e r  about  how to use a fear hierarchy, obta in  
SUDS ratings before  and  after the exposure  task, and  no t  
to re inforce avoidance. Both in- and  out-of-session expo- 
sure tasks were used. Notice that  the situations are graded  

in difficulty. 
In  session: 

1. The  pa ren t  s tood outside the waiting room.  
2. The  pa ren t  went  to a di f ferent  f loor  in the  building.  
3. The  pa ren t  took a walk in the  n e i g h b o r h o o d  dur ing  

the session. 
4. The paren t  drove in the ne ighborhood while carrying 

out  errands.  

Out  of  session: 

1. The  child played in he r  r oom while the  m o t h e r  d id  
laundry  in the basement .  

2. The  child stayed in the house  while the m o t h e r  gar- 
d e n e d  outside. 

3. The  m o t h e r  walked a r o u n d  the block while the 
chi ld  r e m a i n e d  in the home.  

4. The  m o t h e r  left  the chi ld  with a babysit ter  for in- 
creasing amounts  o f  time. 

Rewards for Effort 
Following an exposure  task it is impor t an t  that  the  

therapis t  and  child evaluate the ou tcome  and  that  the  
therapis t  reward the youth  for  his or  he r  effort. Time 
needs  to be set aside so that  the therapis t  and  youth  can 
discuss features of  the exposure  task, inc luding  how the 
child was feeling, what the  child was thinking,  and  how 
the child chose to cope. The  therapist  and  child talk about  
what  made  the exposure  task easy or  difficult, what  obsta- 
cles the child encoun te red ,  and  whether  or  no t  the child 
would r e spond  the same way in the future.  The  therapis t  
praises the chi ld  for  his o r  he r  effort and  communica tes  
clearly that  the  reward was for  the effort, even if the expo-  
sure task was viewed to be  only partially successful. 

Conf ron t ing  anxiety-provoking situations is difficult 
work for  the youth  and  should  be recognized  as such. 
Positive r e in fo rcemen t  increases the l ike l ihood  that  the  
child will engage  in the next  exposure  task and  provides a 
sense o f  accompl i shment  and  conf idence  that  anxious 
youth  of ten lack. Rewards are  typically discussed p r io r  to 
engaging  in the  exposure  task. The  therapis t  and  child, 
and  possibly the  child 's  parents ,  develop a list of  potent ia l  
rewards that  are consis tent  with the child 's  likes. External  
rewards can be provided  by a pa ren t  or  the therapis t  and  
can inc lude  gift certificates, toys, candy, games, o r  social 
activities such as going out  for  an ice c ream or  spend ing  
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t ime at  the end  of  the session playing a game with the 
therapist .  Rewards need  no t  be large or  extravagant,  even 
with adolescents,  as most  youth r e spond  to even modes t  
rewards that  are ta i lored to their  likes. 

Ano the r  type of  reward is self-reward. Anxious youth 
often set the ba r  too high and  engage in self-reward far 
too infrequently.  Parents  and  therapists  will no t  be with 
the youth  dur ing  every exposure  opportuni ty,  so chi ldren  
are encouraged  to reward themselves after facing a chal- 
lenge (e.g., part icipat ing in an exposure  task). Self-reward 
can be as s imple as having a child give him- or  herself  a 
"pat  on the  back." The  therapis t  and  youth make a list of  
enjoyable activities that  can be done  as a way of  rewarding 
h im or  herself, such as quie t  r ead ing  t ime or  playing with 
the family pet. Importantly,  regardless of  the par t icular  
type, rewards should  be given after the child has at- 
t emp ted  an exposure  task bo th  in session and  at home,  
even if only par t ia l  success is achieved. Feedback  and  re- 
wards are best  when p resen ted  immedia te ly  following an 
exposure  task, when possible. 

This sect ion emphas ized  that  exposure  tasks in CBT 
for anxious youth  can be execu ted  in diverse ways (e.g., 
imaginal  or  in vivo) and  locations (e.g., home,  school,  
therapy room) .  Cognitive work before  and after the  ex- 
posure  task p romotes  the general izat ion of  coping  in fu- 
ture chal lenging situations. Using SUDS ratings provides 
invaluable data  regard ing  anxiety level dur ing  exposure  
tasks. The  nex t  section will out l ine how the therapis t  exe- 
cutes these goals while main ta in ing  therapeut ic  r appor t  
with youth and  parents.  

Posture of the Therapist 
At first blush, exposure tasks may appear  counterintui- 

five. Effective interventions should mitigate, not  exacerbate, 
anxiety. If  one  takes this perspective,  exposure  tasks 
could  certainly be viewed as unnecessari ly cruel  and  anti- 
therapeutic .  In our  exper ience,  parents  and  chi ldren  may 
mistakenly ho ld  this view initially. Research suggests that  
some therapists may be reluctant  to start exposures. Bar- 
low (1994) r epor t ed  that  the n u m b e r  of  behavior  thera- 
pists using exposure  tasks was fewer than would be ex- 
pected.  It is possible that  exposure  tasks are viewed as 
runn ing  counter  to the therapeut ic  "safe haven" that  many 
therapists  wish to create for their  clients (Fr iedberg  & 
McClure,  2002). Alternatively, it  may be exceedingly  un- 
comfor table  for some therapists to "create distress." Ther- 
apists may have difficulty tolerat ing their  own anxiety dur- 
ing a child 's  exposure  task or, alternatively, may perceive 
themselves as i l l -equipped to manage  the child 's  (or par- 
ents ' )  anxiety dur ing  the exposure  tasks. Parents and  chil- 
d ren  alike often need  to be o r i en ted  to the ra t ionale  and 
empirical foundations underlying the use of  exposure tasks. 

It is impor t an t  for therapists to weigh the short- term 
discomfort  created dur ing  an exposure  task with the long- 

term gains provided  by such procedures .  Exposure  tasks 
provide unique  oppor tuni t ies  for the therapis t  to view 
the child 's  anxiety in real  t ime and to evaluate the level of  
anxiety associated with different  si tuations and  events. 
Mor e importantly,  however, exposure  tasks provide other-  
wise unavailable oppor tun i t ies  for youth to pract ice the 
skills l e a rned  in the rapy  and  to work toward mastery 
and  nonavoidance .  It is advised that  therapists mon i to r  
and  address  any failures to comple te  of  out-of-session ex- 
posure  tasks and  to correct  any l inger ing or  newly surfac- 
ing misconcept ions .  

Developing and Keeping Rapport 
The re la t ionship  between the child and the therapis t  

is one of  col laborat ion.  That  is, the therapis t  and  child to- 
ge ther  negot ia te  and  p lan  for cur ren t  and  future expo- 
sure tasks, and  the exposure  tasks are viewed as "experi- 
ments." Thus, the therapis t  does no t  "tell" the child what  
is likely. Instead, the therapis t  and  child toge ther  a r range  
for the collect ion of  "data." The  involvement  of  the child 
in the selection of  difficulty level, o rde r  or  sequence,  and  
degree  of  therapis t  involvement  allows the child to view 
an exposure  task as one  of  his or  he r  own making.  In- 
volvement  in p lann ing  p romotes  an increased l ike l ihood 
of  successful comple t ion  of  the exposure  task. 

Given that  the therapis t  will be asking the child to do  
chal lenging tasks, it is critical to r emain  focused on the 
chi ld- therapist  re la t ionship  t h roughou t  the exposure  se- 
quence.  In  the midst  of  an anxious momen t ,  it may be 
easy for a child to lose sight of  the long-term benefits  of  
exposure  tasks. The  u p k e e p  of  the previously establ ished 
(preexposure)  r a ppo r t  may be a chal lenge with some 
chi ldren ,  bu t  it is ou r  expe r i ence  that  wel l -p lanned  and  
- implemented  exposure tasks facilitate, ra ther  than hinder,  
the therapeut ic  re la t ionship  with the child. To this end,  
therapists should  take grea t  care to col laborate  with the 
child in the p repara t ions  before  the exposure  task as well 
as jo in t ly  assessing coping  at tempts  dur ing  and  after. Em- 
phasis is placed on at tempts to cope (effort) and  not  solely 
on specific outcomes.  

Consulting With the Child: But Not in the 
"Negotiation Trap" 

Consul ta t ion and negot ia t ion  are critical componen t s  
in p lann ing  and  execut ing exposure  tasks. Initially, the 
child and  therapis t  confer  in the a r r angemen t  of  an ex- 
posure  task, dur ing  which t ime prob lems  may arise. In 
the "negot ia t ion trap," the child may select exposure  
tasks that  are not  likely to elicit anxiety (i.e., too easy), ar- 
gue that  a p roposed  exposure  task is too easy (with the 
hopes  of  avoiding it a l together) ,  or  may a t t empt  to d i rec t  
the focus of  the exposure  task to an area  in which he o r  
she feels more  competent .  For  example ,  a separat ion-  
anxious child balks at the though t  of  a separa t ion  expo- 
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sure task and suggests a soc i a l / pee r  exposure  task in- 
stead. The provision of  choices for cur ren t  and  future  ex- 
posure  tasks is an effective m e t h o d  to stay out  of  "the 
trap." Therapists  may select several possible exposure  
tasks that  he or  she d e e m e d  appropr ia t e  in difficulty 
level, sequence,  and  con ten t  and  then  allow the child to 
select a specific exposure  task. On  occasion, verbal con- 
tracts can be used in the p lann ing  o f  an exposure  task 
(e.g., "Let's make  a deal: I f  you , t h e n . . . " ) .  The  ther- 
apist permits  more  difficult exposure  tasks in an area  in 
which the child feels competent .  In our  exper ience ,  re- 
minders  about  the rewards of  coping  (e.g., feelings o f  
pr ide,  privileges) can also side-step the "trap." Exposure  
tasks toward the end  of  t r ea tment  t end  to be less suscep- 
tible to the trap as ch i ld ren  become  collaborative archi- 
tects of  thei r  own exposure  tasks. Exposure  tasks later  in 
t r ea tmen t  requi re  less therapis t  d i rec t ion  as the child 
prepares  for  coping  in the  absence of  the therapis t  after 
t rea tment .  

Shaping Processes 
There  are occasions when shaping  is useful to achieve 

the  "gold s tandard"  (ideal) exposure  exper ience.  Gold- 
s tandard  exposure  tasks are  p ro longed ,  repeated ,  and  
potent ial ly  prevent  the use of  dis tract ion a n d / o r  safety 
behavior. However, the comple t ion  o f  an ideal  exposure  
task may not  be possible without  compromise  on  one o f  
these standards.  For  example ,  a chi ld  with separa t ion  
anxiety d i sorder  (SAD) who also had  a phob ia  of  the dark  
would no t  r emain  a lone in the  dark  without  count ing  
down the t ime to comple t ion  of  the  exposure  task. Al- 
though  count ing  is a form of  distraction,  it  was pe rmi t t ed  
in an effort  to increase compl iance  with exposure  tasks 
and  enab le  the chi ld  to feel a b e g i n n i n g  sense o f  self- 
cont ro l  and  mastery. The  count ing  was phased  out  in sub- 
sequent  exposure  tasks. 

Careful: Do Not Reinforce Avoidance 
Unfortunately,  the gold-s tandard exposure  task may 

also be compromised  by indicat ions of  subtle avoidance.  
Avoidance might  be evident  when a child makes l ight  
conversat ion dur ing  the exposure  task to avoid fully ex- 
per ienc ing  the anxious arousal  or  to avoid comple t ing  
the exposure  task. Failure to comple te  an exposure  task 
may be  the result  of  (a) real events, (b) pseudo-events 
(excuses), or  (c) ou t r igh t  refusal to engage in exposure  
tasks. The  lat ter  however, has been  rare in our  work with 
anxious chi ldren.  

Real events are those life occurrences  that  are unex- 
pected,  yet  truly result  in a child 's  inabili ty to comple te  an 
exposure task (e.g., child illness). Pseudo-events are those 
p r o p o s e d  by parents  and  ch i ldren  as real in tervening 
variables bu t  are, in fact, thinly vei led avoidance.  For  in- 
stance, a child reports  n o n c o m p l e t i o n  of  an out-of- 

session exposure  task. U p o n  therapis t  quest ioning,  it 
comes to l ight  that  the exposure  task might  have been  
"doable" if the  child had  made  a slight modif icat ion to 
the  plan.  But the chi ld  d idn ' t  make  the ad jus tment  and,  
instead, said it cou ldn ' t  be done.  Specifically, the child 
was assigned an exposure  task that  involved asking he r  
t eacher  a quest ion dur ing  class. The  chi ld  r e p o r t e d  that  
the exposure  task was no t  comple t ed  because the  child 's  
t eacher  was ill and  a substitute teacher  taught  the class. 
The  chi ld  could  have changed  the exposure  p lan  (ask a 
di f ferent  t eacher  a quest ion in class) and  comple ted  it 
successfully. O n  occasion, it may be  the parents  who jo in  
with the child to avoid an anxiety-provoking situation. In 
both  circumstances,  it is impor t an t  for  the therapis t  to 
mon i to r  for  such pseudo-events and  to address them as 
soon as they are detected.  

Modeling for Parents 
Parents  of  anxious ch i ld ren  can display a variety of  re- 

actions to thei r  child 's  anxiety, inc luding  be ing  overly em- 
pathic  and  protect ive and  overly critical and  intolerant .  
Parent ing  an anxious youth can be difficult, and  the pre-  
fe r red  approaches  to quell  excessive anxiety are no t  nec- 
essarily intuitive. Accordingly, it is the  role o f  the therapist  
to model  for parents the r ecommended  ways to manage 
and minimize youth anxiety. Therapists can model  expo- 
sure task selection and implementa t ion ,  enthus iasm for 
the t reatment ,  acceptance of  the child, p r ide  in the child 's  
efforts and  accompl ishments ,  and  unwavering suppor t  of  
the  child 's  a t tempts  at  coping.  Additionally,  the  therapis t  
models  acceptance  of  and  to lerance  for  the child 's  anx- 
ious distress. Well -meaning parents  can have difficulty in 
to lera t ing thei r  child 's  anxious distress and,  unwittingly, 
behave in ways to r e d u c e / m i n i m i z e  thei r  child 's  negative 
affect (a short- term solut ion).  The  therapis t  models  the 
alternative and beneficial  approach .  

Dealing With Less-Than-Successful Exposure Tasks 
Despite excel lent  p lanning,  and  though  rare, some ex- 

posure  tasks are no t  fully successful. Less successful expo-  
sure tasks may result  f rom a therapist 's  underes t imat ions  
of  child anxiety and coping  skill, paren ta l  in ter ference ,  
chance  occur rences ,  a n d  o t h e r  un fo r tuna t e  events. For  
example ,  a the rap i s t  migh t  p l an  an exposure  task in- 
volving sepa ra t ion  be tween  a chi ld  and  paren t .  I f  the  
exposu re  task is b e y o n d  the chi ld 's  cop ing  (e.g., too 
long  a du ra t ion ) ,  the  chi ld  may seek ou t  the  p a r e n t  be-  
fore  the  end  o f  the  i n t e n d e d  p e r i o d  of  separa t ion .  Such 
a less-than-successful exposu re  task is never  truly a fail- 
ure  as it  is always the source  o f  valuable  in fo rmat ion .  In  
this case, it became  clear  tha t  the  du ra t i on  o f  the  expo-  
sure task u n d e r e s t i m a t e d  the severity o f  the  chi ld 's  sep- 
a ra t ion  anxiety. In  one  sense,  exposu re  tasks are  prac-  
tice oppor tun i t i e s ,  and  therapis ts  can emphas ize  that,  



144 Kendall e t  al. 

as with all pract ice ,  there  will be setbacks. Pract ice  is in- 
t e n d e d  to l ead  to improvemen t ,  so r epe t i t ion  is the  key. 
Add i t iona l  exposure  tasks are of ten t imes  war ran ted  and  
r e c o m m e n d e d .  

Dealing With Resistance 
The  stage is set for an exposure  task: the therapis t  has 

done  p repara to ry  work and  the child arrives for the ses- 
sion. In this instance, a SAD child had  recent ly succeeded 
in coming  to the sessions without  his mother.  The  sched- 
u led  exposure  task is to r ide to a local candy store and 
purchase  some candy. U p o n  arrival at the session, the 
therapis t  reminds  the chi ld  of  the scheduled  exposure  
task, but  the chi ld  resists. The  chi ld  cries and  says he 
won ' t  do  it. How to proceed?  

It is no t  r e c o m m e n d e d  that  the exposure  task be 
done  when the chi ld  is in such distress, bu t  it is also no t  
r e c o m m e n d e d  that  the task be avoided.  Rather, the ther- 
apist buys time, recognizing that  the tears will dissipate 
and  that, after a few minutes,  the task will be seen differ- 
ently. Dur ing  the wait, the  therap is t  can he lp  provide  
the child with a sense of  control.  Do you want to r ide in the 
f ron t  or  the  back  of  the  car? Do you want  to l is ten to 
the  radio  or  play a CD? Do you want to pick the CD? Do 
you want  to drive? This last ques t ion  resu l ted  in a stop- 
page  of  tears and  a smile and  laugh.  "I can ' t  drive" was 
the  commen t .  With  s imilar  quest ions  and  pauses,  the  
chi ld  was soon dry-eyed and  the therap is t  m a d e  the de- 
cision to restate  the  plan,  and  the choices  tha t  were 
made  (i.e., sit in back,  l isten to a CD, etc.) and  p roceed .  
Resistance to the  exposu re  task was no t  me t  with rigid- 
ity, bu t  with an ad jus tment ,  a delay, and  eventual  coop-  
erative under t ak ing .  The  chi ld  c o o p e r a t e d  and  the ex- 
posure  task went  well. 

Youth Characteristics 

We have already h igh l igh ted  the role the therapis t  
plays when conduct ing exposure tasks with anxious youth. 
The  therapis t  and  child col laborate  on the design and 
imp lemen ta t ion  o f  exposure  tasks and  the therapis t  en- 
courages coping  and  discourages avoidance.  Dur ing  ex- 
posure  tasks, the therapis t  is aware of  the child 's  level of  
distress and  is conce rned  with how he or  she models  be- 
havior  for p a r e n t s - - b o t h  while main ta in ing  a therapeu-  
tic all iance with the family. We now discuss how character-  
istics un ique  to each child (e.g., deve lopmenta l  level, 
contextual  factors) are i nco rpora t ed  into design and  im- 
p lemen ta t ion  of  exposure  tasks. 

Developmental Level 
Anxiety t r ea tment  exper ts  have writ ten in genera l  

terms abou t  the impor tance  of  a t tending  to a child 's  de- 
ve lopmenta l  level when des igning and  imp lemen t ing  

t rea tment  programs (e.g., Barrett, 2000; Hudson,  Kendall,  
Coles, Robin,  & Webb, 2002; Kendall ,  Lerner,  & Craig- 
head,  1984; March & Mulle, 1998; Silverman & Ollen- 
dick, 1999). For  instance, Kendall  et  al. (1984) descr ibed  
the unfor tuna te  state of  the "developmenta l  uniformity 
myth" where chi ldren  are all seen as the same, and  fur- 
ther  argued that "children" are not  a homogeneous  group 
that  will all benef i t  f rom the same exact  appl ica t ion  of  
t rea tment  strategies. Rather, "chi ldren" are highly var ied 
developmenta l ly  and a child 's  deve lopmenta l  level re- 
quires considera t ion  when intervening.  This sect ion dis- 
cusses the deve lopmenta l  and  contextual  factors when 
conduc t ing  exposure  tasks. 

Age is often an easy, albeit  inexact,  proxy for  develop- 
mental  differences. Indeed,  social, physiological, cognitive, 
and emotional  developmental  differences are inexactly 
cap tured  by chronologica l  age. Nevertheless, age is a po- 
tentially useful proxy for  more  sophis t icated measure-  
ments. The  need  to a t tend  to deve lopmenta l  level when 
conduc t ing  exposure  tasks begins when the cl inician is 
providing the child or  adolescent  with a ra t ionale  for  the 
exposure  tasks. Younger  ch i ld ren  will likely benef i t  more  
f rom a simplistic explana t ion  whereas adolescents  may 
apprec ia te  a more  detai led,  and  even slightly technical  
discussion abou t  exposure  tasks (e.g., using terms such as 
"hierarchy," "habituation," etc.). Apprec ia t ing  the child 's  
deve lopmenta l  level will aid with r a ppo r t  bu i ld ing  and  fa- 
cilitate the a t t a inment  of  ge rmane  deve lopmenta l  tasks. 
For  example ,  in the case of  an adolescent ,  a de ta i led  dis- 
cussion regard ing  exposure  tasks might  make the teen 
feel "older" and  more  mature ,  thus increasing the teen's  
ownership of  his or  her  distress. Increasing ownership (and 
autonomy) may in turn facilitate t rea tment  compliance.  

Exposure tasks provide an oppor tuni ty  to challenge 
maladaptive cognitive schemas in anxiety-disordered chil- 
dren  (Kendall, Choudhury,  Chung, & Robin, 2002). Suc- 
cessful challenging of  such schemas via exposure  tasks de- 
pends, at least in part, on the youth's  level of  cognitive 
development  and ability to articulate the nature of  their  
unrealistic fear or  worry. Consider  a school-avoidant teen, 
who may avoid school  for  any n u m b e r  of  reasons (e.g., 
separation, social phobia,  per formance  concerns).  For  the 
younger  or  cognitively delayed child, art iculation of  the na- 
ture of  the child's fear may be difficult. In this case, it is 
helpful to the clinician to secure parents '  or  o ther  family 
members '  help  in identifying the specific nature  of  the 
youth's  fear. When  working with cognitively immature  or  
delayed individuals, more  information about  the nature  of  
the youth's  anxiety may be learned  from careful behavioral  
observation than from discussion. Related, it may be advan- 
tageous to have parents  use a behavioral  char t  to record ,  
at home,  specifics about  the youth 's  anxious behavior. 

Considera t ion  of  social deve lopmen t  is also key when 
conduct ing exposure tasks, particularly when working with 
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socially anxious chi ldren  and adolescents.  Some anxious 
ch i ld ren  may have knowledge of  age-appropr ia te  social 
skills (e.g., importance of  smiling, making eye contact, etc.) 
but  need  coaching and encouragement .  Others,  however, 
may have "knowledge deficits" requir ing explicit  teaching 
in social skills p r io r  to an exposure  task. Failure to assess 
level of  social deve lopmen t  and  address  deficits pr ior  to 
imp lemen t ing  an exposure  task may inadvertent ly  set the 
stage for a less-than-successful exper ience .  

Two areas of  emot iona l  deve lopmen t  are  relevant  to 
this discussion of  exposure  tasks: emot ion  identif icat ion 
and  emot ion  regulat ion.  Cons ider ing  emot ion  identifica- 
tion, ch i ldren  who are more  skilled at identifying emo- 
t ional  exper iences  are more  likely to provide the clini- 
cian with rel iable SUDS ratings than are ch i ld ren  who are 
less skilled in this area. For  ch i ld ren  who have difficulty in 
differentiating between mild, moderate ,  and  intense emo- 
t ional experiences ,  provid ing  SUDS ratings can be chal- 
lenging.  In  this case, an emphasis  on  emot ion  identifi- 
cat ion is unde r t aken  pr io r  to the implementa t ion  o f  
exposure  tasks. Similarly, some ch i ldren  are be t te r  at reg- 
ulat ing their  emot iona l  exper iences  than are  others.  In- 
deed,  anxious ch i ld ren  have been  shown to have difficul- 
ties manag ing  emot ional ,  evocative situations (Suveg & 
Zeman,  2004). Chi ldren  who have greater  difficulty man- 
aging the physiological components  of  anxiety might  need  
more  assistance in re laxat ion  pr io r  to exposure  tasks. 

At tend ing  to the child 's  deve lopmenta l  level will also 
help guide the clinician in de termining  the extent  to which 
families should  be inc luded  in t rea tment .  Research is be- 
g inning  to suggest that  younger  ch i ld ren  may benef i t  
more  from including families than  o lde r  ch i ld ren  (e.g., 
Barrett et al., 1996; Cobham, Dadds, & Spence, 1999). This 
makes sense when one considers  that  some fears that  in- 
volve the family (e.g., SAD) are more  c o m m o n  in younger  
ch i ld ren  (Kashani & Orvaschel, 1990; Velez, Johnson ,  & 
Cohen,  1989). In  these cases, exposure  tasks necessarily 
involve the family. Further,  younger  ch i ld ren  are more  
likely to need  assistance f rom family members  to com- 
plete out-of-session exposure  tasks. On  the o the r  hand,  
adolescents  may value more  au tonomy (less family partic- 
ipat ion) .  Al though it is certainly reasonable  that  an ado- 
lescent  be given more  au tonomy in t reatment ,  it  is also 
impor tan t  to mon i to r  whether  he or  she actually carries 
out  the exposure  tasks. If  not,  the cl inician will need  to 
negot ia te  with the adolescent  and  perhaps  secure the as- 
sistance of  a family m e m b e r  or  f r iend  when implement -  
ing the out-of-session exposure  tasks. 

Contextual Factors 
This section highlights  examples  of  ways that  contex- 

tual factors can be cons idered  when conduc t ing  expo- 
sure tasks with chi ldren  and  adolescents.  Th roug h  the 
use of  examples,  we suggest that  a t t end ing  to such factors 

facilitates t r ea tmen t  progress  and success. For  a more  in- 
dep th  and  theoret ical  discussion o f  the impor tance  of  
cons ider ing  deve lopmenta l  level and  contextual  factors 
(e.g., ethnicity, culture,  gender,  and  rel igion) in the treat- 
m e n t  o f  ch i ldhood  disorders,  the reader  is re fe r red  to 
P iacent in i  and  Bergman  (2001) and  to Si lverman and  
Ol lend ick  (1999). 

Contextual  factors encompass  ethnic,  cultural ,  gen- 
der, and  religious issues. The  clinician n e e d  no t  automat-  
ically assume that  each of  these areas is of  centra l  con- 
cern to the  child a n d / o r  his or  he r  family. Rather, it is the 
cl inician's  responsibil i ty to consider  which o f  these areas, 
if  any, need  to be weighed as a factor in t rea tment .  Con- 
sider the case of  a 12-year-old boy who p resen ted  with re- 
ligious obsessions (i.e., fear  of  do ing  someth ing  bad  and  
that  God  would be mad  at him) and  compuls ions  (i.e., re- 
cit ing prayers in his head  and blessing himself  through-  
out  the  day at school) .  Dur ing  the initial interview with 
the chi ld  and  his family, the clinician l ea rned  that  he at- 
t ended  a private religious school and  that  his family he ld  
s t rong rel igious beliefs. W h e n  expla in ing  the t r ea tment  
of  the  chi ld 's  obsessions and  compuls ions  (i.e., use of  ex- 
posure  and  response prevent ion) ,  the  family was very 
conce rned  and  felt confl ic ted given their  s t rong rel igious 
beliefs. The  chi ld  also expressed serious concerns ,  no t  
only because  the  t r ea tment  itself was anxiety provoking  
bu t  because of  the perceived mora l  implicat ions of  treat- 
m e n t  and  a concern  about  be ing  punished.  A sensitive 
discussion with the child and  his family regard ing  thei r  
beliefs and  the t r ea tmen t  allayed thei r  concerns  and mat- 
ters p r o c e e d e d  well and  favorably. 

P r o f e s s i o n a l  Pract ice  I s s u e s  

For  the pract i t ioner ,  we acknowledge that  there  are 
questions abou t  the appl ica t ion  of  exposure  tasks, espe- 
cially out-of-office exposure  tasks. Wha t  abou t  liability 
when ou t  o f  the office? How can a private pract i t ioner ,  or  
someone  in pract ice in isolated settings, a r range  for ex- 
posure  tasks? Wha t  about  billing? Last, there  are  chal- 
lenges that  face a therapis t  who is i nexpe r i enced  with the 
p lann ing  and  conduc t  of  exposure  tasks. We discuss each 
of  these issues. I t  is worth no t ing  that  once the  decis ion to 
use exposure  tasks has been  made  and  once  all the cau- 
tions are  considered,  the  actual conduc t  of  an exposure  
task is quite doable.  

Quest ions abou t  liability can be raised when the child 
is outside the therapist ' s  office on an exposure  task. Wha t  
if, for example ,  when the exposure  task has the child at a 
shopp ing  mall  on  his or  he r  own, the child gets lost o r  is 
k idnapped?  What  happens  when,  as an i n t e n d e d  step in a 
hierarchy, the youth is taken for a r ide in a car? What  if  
there  is a crash? Al though we recognize that  there  are  
some legit imate concerns ,  we also po in t  ou t  that  these 



Table 2 
Examples  of  Different Types  of  Exposure  Tasks 

Brief Description o f  the Exposure Task 
Target P rob l em/  In Out  o f  

Disorder Session Session Props Needed  

Othe r  
People 
Needed  

Giving a speech: SoP 
1 ) have people whispering dur ing  the speech 
2) have people ask quest ions (p lanned or unp lanned )  dur ing  the speech 
3) vary the size a n d / o r  age o f  the audience 

Tripping in front  of  people  SoP 
1) sitting in the  waiting room of  the clinic 
2) in o ther  parts of  the  bui lding 
3) outside of  the clinic 

The  therapist  and  child walk a round  ei ther  inside or  outside the  bui lding 
looking messy or unkempt ,  and  making  funny  faces. 

Playing a board game,  where the therapist  changes  the rules dur ing  the 
game.  

Conduc t  a survey to ga ther  informat ion about  a belief (e.g., a m e a n  teacher: 
asking others  "Have you ever had  a m e a n  teacher?) 

Have the child do someth ing  incorrectly (a minor  infraction) and  be 
repr imanded .  

Ask the pa ren t  to be late when  picking up  the child f rom the therapy session: 
1) anticipated 
2) unant ic ipated  
3) vary the  durat ion 

Go to a store and  purchase  some th ing  from a clerk, without any help f rom 
the therapist.  

Blowing up  balloons until  they burst. 
Reading poetry in front  of  the  therapist  (or a small audience)  in the  voice of  

someone  famous  (e.g., Sylvester Stallone). With or without  an  audience.  
Pay for a purchase  with slightly less than  the correct a m o u n t  of  money. 

1 ) friendly clerk 
2) less friendly clerk 

In terne t  exposure.  Have youth  sur f  news sources and  report  their  feelings. GAD 
The  youth and  therapist  discuss any worries that  develop. Talk about  the 
likely conclusions of  each news story and  the several possible percept ions 
of  the same news. 

Walk a round  the outside of  the  house  at n ight  in the  dark. 
Saying someth ing  si l ly/stupid on purpose  while talking to a clinic 

confederate  or  to the  client 's friend. 
Taking a fake test (out  of  date IO measure)  and  provide "red marks," a "see 

me" note, or  o ther  quest ionable feedback. 
Having a paren t  be increasingly away from the session 

1) away by distance 
2) away for longer  durat ions  

The  child handwrites a composi t ion with the  nonpre fe r red  hand  and  then  
lets someone  else read it without  explanation.  

The  therapist  and  child practice buying things in front  o f  o ther  people (e.g., 
at a local store, at a vending  machine) ,  asking quest ions or looking lost. 

Arrange for the  child not  to sleep in the  parents '  bed. SAD 
1) having alternate activities for the child 
2) having m o m / d a d  take child back to bed and  wait for h i m / h e r  to fall 

back asleep 
J u m p i n g  in a swimming pool (without toe-testing the  temperature)  
Calling an exper t  to get  informat ion (e.g., child fears heal th  of  a parent)  

abou t  heal th  issues. 
Jo in ing  (starting) a club at school (or in the communi ty) .  

Going to the  mall, shopp ing  alone, and  mee t ing  at a t ime and  in a place that  
is no t  "nailed down" in advance. 

Riding public t ransportat ion (appropriate for the age of  the child) 
Calling a classmate on  the  p h o n e  to get  info about  a class ass ignment  
Enter ing  and  sitting with someone  at the  school cafeteria 

SoP X 

GAD (perfectionism, X X 
rigidity) 

GAD, SoP X X 

GAD X 

SAD, GAD X X 

GAD, SoP, SAD X 

GAD; specific phobia  X 
GAD; SoP X X 

GAD X X 

X 

Specific phobia,  GAD 
SoP, GAD X 

GAD, SoP X 

SAD X 

GAD, SoP X 

SoP, GAD X 

GAD, SoP 
GAD; SAD X 

SoP; GAD 

GAD; SoP; SAD 

GAD, SAD, SoP 
SoE GAD 
SoP, GAD 

x 

X 
X 

X 

Game 

Quest ionnaire  

Small a m o u n t  of  
money  

Balloons 
Poetry 

Money 

Compute r  with 
in terne t  

Fake test 

Alternate 
activities (e.g., 
books to read) 

X Pool access 
Phone  access 

X List of  extra- 
curricular 
school activities 

X Mall access 
(shopping area 
access) 

X Schedules, money  
Phone  access 

X Permission to be 
at the school 

X 

X 

X 

X 

X 

X 

X 

Note. SoP = Social Phobia; GAD = Generalized Anxiety Disorder; SAD = Separation Anxiety Disorder. 
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several "what ifs" sound remarkably akin to the musings 
of an overprotective parent.  Few chi ldren are k idnapped 
from shopping malls, and  serious automobile accidents 
are not  at all common.  The risks are actually quite low. 
And,  even if something were to happen,  insurance cover- 
age (as is the case for all unlikely events) is available and 
provided. There  is another  liability issue to be consid- 
ered: that associated with not using exposure tasks. Based 
on the available evidence, providing exposure tasks as 
part  of therapy is the preferred t rea tment  for anxiety dis- 
orders and  to not  do so would be practicing less than 
"best practices." With an increasingly informed consumer /  
public, there are liabilities that are l inked to use of non-  
empirically supported treatments, and to a failure to 
mainta in  con t inu ing  educat ion about  and practice of 
"best practices." 

Though  easier than p l ann ing  a wedding, making the 
arrangements  for some exposure tasks might  seem fore- 
boding.  Arranging for a trip to the local high school's his- 
tory class no t  only necessitates p l ann ing  a specified day, 
bu t  also may require prior contacts and  discussions with 
school personnel. Also, estimation of the total time needed 
to complete the exposure task is impor tan t  so that billing 
concerns and  hourly rates can be addressed with the fam- 
ily in advance. Out-of-office exposure tasks may last greater 
than 1 hour  in durat ion and  entail considerat ion of travel 
time and  other  expenses (e.g., bus fare). We encourage 
the therapist to be flexible and  fair and  communicate  
with the family candidly regarding addit ional  fees, if any. 
Sometimes, the best exposure tasks take the greatest amount  
of preparation.  

However, effective exposure tasks can be much  sim- 
pler than the example just  men t ioned  (trip to school). 
For starters, refer to the entries in Table 2, where a variety 
of diverse types of exposure tasks are provided. If the pre- 
ferred task is to have the child talk in front  of an 'audience  
of peers, perhaps an adequate exposure would be to have 
the child present  in front  of several adults and  one or two 
peers. The demands  of orchestrating this exposure task 
would likely be much  less than needed  for an audience of 
youth. If this adjusted plan is still seen as too demanding ,  
then a walk into a local store where there are other 
people can be orchestrated and the child can interact 
with clerks (buy something,  ask questions) and other  pa- 
trons. This exposure task can be under taken  without 
complicated preparations or arrangements.  Not unlike 
the child (or parent)  who tries to no t  do the exposure 
task due to a pseudo-event (excuse), it is typically the case 
that creative modifications (by the therapist) will result in 
an exposure task that is available and  achievable, as well 
as therapeutic for the child. 

Under tak ing  any new therapeutic procedures comes 
with the challenges that are l inked to be ing inexperi- 
enced. With exposure tasks and anxious youth, the in- 

experienced therapist has to be especially careful no t  to 
be overprotective of the child. In  some ways, anxiety dis- 
ordered youth are quite adept  at getting parents and  
other  adults to adjust so that the anxious youth can avoid 
situations thought  to cause distress. The therapist needs 
to be alert to be ing protective. In  contrast, the therapist is 
confident  for the child and exudes confidence in the task, 
the procedure, and the child's ability to complete the ex- 
posure task. It's no t  a "Maybe," it's a "You can do it." 

Closing Comment  

We close by sharing the observation of an interest ing 
"side effect" of exposure tasks. Not only do exposure 
tasks empower the child, but  they have also been  known 
to affect the therapist. A therapist trainee who verbally 
identified herself as "a CBT therapist" was nevertheless 
otherwise quite modest  in her  endorsement  of exposure 
tasks (an exper ienced CBT therapist could tell that she 
was inexperienced) .  Following her  use of exposure tasks, 
her  attitudes and beliefs were changed. She came to su- 
pervision with an enthusiastic s tatement  about  "Wow this 
stuff really works. The kid came alive. He was so p roud  he 
could do it." Are you considering working with anxious 
youth? Don ' t  jus t  think about  exposures, try them out! 
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