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ABSTRACT 

Background: Auditory Verbal Hallucinations (AVH) in children and adolescents are 
a relatively common and mostly transient feature in community samples. However, it 
should not be regarded as a merely benign phenomenon, as childhood AVH are associated 
with psychopathology. Little is known about the clinical group of children seeking help 
for AVH. This brings uncertainty on how to assess and treat these children. 

Methods: This study describes the characteristics of 95 help-seeking children (aged 6 
to 18 years) with AVH attending an outpatient clinic specifically dedicated to help youth 
with this complaint. We aim to provide pointers regarding diagnostic assessment and 
interventions. 

Results: Children seeking help for AVH suffered from a diversity of co morbid psychiatric 
diagnoses and consistently experienced high stress from AVH. When the DSM-IV-TR 
criteria for psychotic disorder NOS were used, all 95 children obtained this diagnosis. 
However, when a psychotic disorder was defined using the A-criterion of schizophrenia, 
only a minority of 11 cases (11.6%) was diagnosed as having a psychotic disorder. All 
children were in need of psycho-education and coping strategies and only the minority 
(11.6%) fulfilling criteria for a more narrowly defined psychotic disorder was prescribed  
antipsychotic medication.

Conclusions: Children seeking help for AVH form a heterogeneous group with high 
stress and reduced functioning. Even though only a minority (11.6%) suffers from a 
psychotic disorder, all children warrant clinical care due to their burden and multi morbid 
psychopathology. 
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INTRODUCTION

Auditory Verbal Hallucinations (AVH) are common in children and adolescents, with 
prevalence estimates ranging between 1 and 35%12, 24, 25, 46, 47, 59, 61, 77. AVH in children are 
transient in up to 95% of cases20, 21. Yet, AVH are not always a benign phenomenon, as even 
in a non-clinical setting 15% of children experience stress and problem behavior resulting 
from their AVH24. Persistence of AVH through adolescence is associated with more and 
distressing psychotic experiences, traumatic events and the risk of post-traumatic stress 
disorder (PTSD)20. In addition, the presence of AVH in childhood increases the risk of 
developing psychopathology later in life: a threefold increased risk to develop a depressive 
disorder25 and, a five- to sixteenfold increased risk to develop a schizophrenia-spectrum 
disorder26. Furthermore, even at young age a wide range of psychiatric disorders such as 
depression, ADHD and PTSD can accompany AVH28, 29, 78.

Epidemiological studies largely point to the benign course of AVH, but do not inform 
clinicians very well on the group of children seeking help for AVH. Nor do they lead 
to the improvement of care3. Only few articles have provided some directions on how 
to help children with stressful AVH3-5. Although helpful, these articles did not provide 
clinical data of children seeking help for AVH to base their directions on. Until recently, 
the Netherlands had no specific care facility for children with AVH and most clinicians 
had little knowledge on how to help them. We therefore used (social) media to create 
awareness, and started an outpatient clinic specifically for children seeking help for AVH 
in March 2013. Since then, children seeking help for AVH are seen on a weekly basis at 
the outpatient clinic.  The present paper describes the characteristics of these children 
seeking help for AVH. These findings will help to accurately develop guidelines to improve 
care for these youngsters.

METHODS

Patients

Clinicians provided the researchers with anonymized data of patients visiting the 
outpatient clinic between March 2013 and February 2016. As data were anonymized, 
METC approval and informed consent was not needed, as agreed upon with the local 
ethical committee.
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Measurements

Procedure
At the outpatient clinic, all children were diagnosed upon consensus of a child 
psychiatry resident and a child psychiatrist, using the Diagnostic and Statistical 
Manual of Mental Disorders, 4th edition, text revision (DSM-IV-TR)79. Children and 
their parents were interviewed through systematic and detailed exploration of all 
domains of psychopathology as part of a comprehensive mental status examination. 
Both their information was weighted and integrated to ensure a most accurate view 
on children’s complaints and functioning. If indicated, additional assessments, such as 
neuropsychological testing, an autism diagnostic interview (ADI-R) or blood tests were 
conducted to complete diagnostic evaluation. 

The diagnosis of a psychotic disorder not otherwise specified (NOS) can be made on 
the basis of persistent hallucinations causing distress and dysfunction alone. However, 
being psychotic is generally viewed as a distortion of reality testing and many children 
with persistent and stressful AVH have adequate reality testing and lack delusional 
thinking style or disorganized behavior. We chose not to diagnose all these children with 
a psychotic disorder, although they matched the psychotic disorder NOS criteria. Rather, 
we decided to diagnose a psychotic disorder in children only when the A-criterion of the 
DSM-IV category schizophrenia was met. This requires that, next to hallucinations, these 
children should also have either delusions, disorganized speech, disorganized or catatonic 
behavior or negative symptoms. These more strict criteria prevent overdiagnosing 
psychotic disorders in children and may better select those children that may benefit 
from antipsychotic medication. 

Parents of the children were asked to complete the Child Behavior Checklist (CBCL) as a 
standard procedure of symptom evaluation at the child- and youth psychiatry department 
of the UMC Utrecht80.

Global functioning  
Global functioning was measured with the Childhood Global Assessment Scale (CGAS)81. 
CGAS was scored as the level of functioning at the time of assessment at the clinic. 

AVH characteristics
Characteristics of the hallucinations were assessed according to the Auditory Vocal 
Hallucination Rating Scale (AVHRS) previously used and validated by Bartels-Velthuis 
aet al.24. Minor adjustments were made by the doctors at the outpatient clinic to enhance 
comprehensibility for the children.
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Treatment

Previous treatment and provided or recommended treatment at our outpatient clinic is 
described.

Statistics

To analyze the data, SPSS version 23.0 was used. Descriptives and t-test were used to 
examine the data. 

RESULTS

Patients

We assessed data of 95 children.  Mean age was 11.8 years (SD 3.0; range 6 to 18 years). 
Sixty-six percent were girls. See Table 1 for demographics and descriptives.

Table 1. Demographics and descriptives

Total children N = 95

Age (y), mean (range; SD) 11.8 (6-18; 3.0)

Gender, N girls (%) 63 (66.3%)

CGAS, mean (range; SD) 50.9 (25-85; 11.4)

Total IQ, mean (range; SD) 94.44 (59-135; 19.1)

Borderline mental retardation N (%)* 14 (19.4%)

Mild mental retardation N (%)** 2 (2.8%)

DSM diagnosis, N (%)

No DSM diagnosis 9 (9.5%)

One DSM diagnosis 36 (37.9%)

Two DSM diagnoses 34 (35.8%)

Three or more DSM diagnoses 16 (16.8%)

Total CBCL score, mean (range; SD) 62.3 (7-121; 28.9)

*IQ level 70-85   
**IQ level 50/55-70
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Diagnostic heterogeneity

DSM-IV-TR classification
All children met criteria for a psychotic disorder NOS, but only 11 (11.6%) met the 
schizophrenia A-criterion and were actually diagnosed with a psychotic disorder. 
Eight children (8.4%) did not receive any psychiatric disorder, 37 (38.9%) received one 
diagnosis, and 50 (52.6%) received more than one diagnosis (see Table 2). There were no 
cases of alcohol and/or substance abuse or dependence.

 
Table 2. Psychiatric disorders

Number of disorders in 95 children

N %

Anxiety Disorder (General, Separation, NAO) 26 27.4

Attention-Deficit Hyperactivity Disorder 18 18.9

(Mild) Mental Retardation 21 22.1

Pervasive Developmental Disorder (Autistic, Asperger, 
PDD-NOS)

19 20.0

Mood Disorder (Depressive, Bipolar) 15 15.8

Personality Disorders 15 15.8

Psychotic Disorder (Schizophrenia, NOS) 11 11.6

Parent-child relational problem 12 12.6

Obsessive Compulsive Disorder 3 3.2

Attachment Disorder 2 2.1

Oppositional Defiant Disorder/Conduct Disorder 2 2.1

Tic Disorder 1 1.0

Other* 9 9.5

*e.g. Disorder of childhood NOS, reading disorder etc.

CBCL
The CBCL was completed for 67 children (70.5%). Except for mean age (no CBCL 13.6 
years; with CBCL 11.1 years; p <0.001), there were no significant differences regarding 
gender, CGAF or DSM classifications between children with and without completion of 
the CBCL. 

On CBCL total score, 42 children (62.7%) scored within the clinical range of 
psychopathology: 43.5% scored within the clinical range for anxious/depressed, 30.4% 
for withdrawn/depressed, 36.2% for somatic complaints, 21.7% for social problems, 75.4% 
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for thought problems, 29.0% for attention problems, 14.5% for rule-breaking behavior 
and 14.5% for aggressive behavior.

Cognitive functioning
Data on cognitive functioning in terms of intelligence quotient (IQ) were either 
available through previous assessment by referring specialists (performed within the 
last two years) or was done if clinically indicated (for example because of problematic 
school performances or anxiety and/or problem behavior related to possible cognitive 
impairment). The WISC-III was used in children under the age of 16 and for children 
aged 16 years and older the WAIS was used82. 

Global assessment of functioning
Mean CGAS was 50.9 (SD 11.4; range 25-85). 

The mean CGAS in the 11 children with the more narrowly defined psychotic disorder 
(39.6; SD 9.3) was significantly lower than in children without a psychotic disorder (52.4; 
SD 10.9), t(93) = 3.7, p <0.001.

AVH characteristics
The AVHRS interview was conducted with 87 children (91.6%). Mean number of voices 
was 3.7, ranging from 1 to 30 (SD 5.7). The majority of children experienced AVH for a 
long time: 13 children (15.9%) for at least 6 months, 14 children (17.1%) for at least 12 
months and 46 children (56.1%) for at least 24 months. AVH characteristics are presented 
in Table 3.

Hallucinations in other modalities
Thirty-nine children (44.8%) also experienced hallucinations in other modalities: 34 
(87.2%) of them experienced visual hallucinations, 10 (25.6%) experienced olfactory 
hallucinations, 9 (23.1%) experienced tactile hallucinations, and 8 (20.5%) experienced 
gustatory hallucinations. 
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Table 3. AVH variables

AVH variables Total group of children (N = 87) %

Frequency

Once a month 2.8

Once a week 25.0

Once a day 34.7

Once an hour 8.3

Continuously 29.2

Duration

Seconds 9.9

Minutes 32.4

At least one hour 12.7

A couple of hours or non-stop 45.1

Time

Falling asleep 2.8

Waking up 0

Certain situations 12.9

Random moments 84.3

Location

Inside head 76.7

Inside and outside head 15.1

Outside head, close to ears 4.1

Outside head, further away 4.1

Loudness

Whispering 26.5

As loud as own voice 41.2

Louder than own voice 16.2

Screaming 16.2

Individual or not

Always one voice at a time 57.5

Multiple voices, one voice at a time 9.6

Multiple voices, simultaneously 32.9

Type

Own voice 24.4

Own and other known voice 1.3

Own and other unknown voice 2.6

Other known and unknown voice 3.8

Other unknown voice 61.5

Other known voice 6.4
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Table 3. (Continued)

AVH variables Total group of children (N = 87) %

Content

Comments 18.1

Assignments 3.6

Comments and assignments 13.3

Dangerous assignments 8.4

Comments and dangerous assignments 48.2

Only noise 8.4

Negativity

Neutral 13.3

Positive 2.4

Positive and negative 21.7

Negative 62.7

Suffering

Never 0

Sometimes 11.3

50% of the time 9.9

Most of the time 36.6

Always 42.3

Controllability

Always 0

Most of the time 7. 0

50% of the time 7. 0

Sometimes 36.6

Never 49.3

Treatment

Previous treatments 
Thirty-two (36.8%) children had previously received a form of psychotherapy and/or 
medication aimed at their voices; one (1.1%) psycho-education, eighteen (19%) any form 
of psychotherapy, eight (8.4%) medication and five (5.4%) psychotherapy and medication. 
Of those children, 71.9% had not experienced any effect of the intervention on their voices. 
Fifteen (15.8%) patients were taking antipsychotic medication, prescribed by the referring 
specialists at time of assessment at the outpatient clinic.
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Treatment provided or recommended at our outpatient clinic

Psycho-education and psychotherapy
All children and parents received information on current knowledge on the etiology 
of AVH and information on how to cope with AVH3-5. Using the knowledge of effective 
treatment programs for adults with disruptive AVH and our growing experience with 
children seeking help for AVH, the clinicians involved in the outpatient clinic, developed a 
psychotherapy, specifically for children with disruptive AVH: Stronger Than Your Voices 
(see supplement). This psychotherapy aims to reduce suffering and related problem 
behavior resulting from AVH by empowering children’s coping strategies through 
psycho-education and specific cognitive and behavioral strategies. The development of 
this psychotherapy was completed in January 2016 and is being assessed in a pilot study 
that started March 2016.

Medication
Of the fifteen patients taking antipsychotic medication at time of assessment at the 
outpatient clinic, only six of them fulfilled criteria for a psychotic disorder following 
the A criterion: three were diagnosed with a psychotic disorder additional to an autism 
spectrum disorder (ASD), one child had bipolar disorder with psychotic symptoms, 
one psychotic disorder NOS, with more than the symptom of hallucinations and one 
schizophrenia. The other nine patients receiving antipsychotics were either diagnosed 
with borderline personality traits (N=8) or ASD (N=1). 

Next to the above mentioned six children with a narrowly defined psychotic disorder, 
another five children met these criteria, resulting in a total of eleven children diagnosed 
at the outpatient clinic with a narrowly defined psychotic disorder. Of the total of these 
eleven children, antipsychotic medication was recommended in ten cases. The eleventh 
patient was a 6-year old girl with brief psychotic episodes, so called Brief Limited 
Intermittent Psychotic Symptoms (BLIPS). When she visited the outpatient clinic, the 
psychotic episode was in remission. Therefore we did not start antipsychotics. 
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DISCUSSION 

Children and adolescents seeking help for AVH appeared to be a heterogeneous group, 
with reduced level of functioning, a broad spectrum of psychiatric disorders and 
high burden of AVH in terms of frequency, duration, content, negativity and lack of 
controllability. Previous research suggests AVH in childhood to be more strongly 
associated with psychopathology with increasing age28, 76. We found a trend towards an 
increasing percentage of AVH associated psychotic disorder and decreasing CGAS with 
increasing age (see Table 4). However, the subgroup ≥16 was particularly small and so 
these findings should be interpreted with caution.

 

Table 4. Age ranges

Age range (y) <12 12-16 ≥16

N Total 45 37 13

N Psychotic disorder (%) 3 (6.7%) 4 (10.8%) 4 (30.7%)

CGAS 53.9 48.5 47.5

 
Diagnosing a psychotic disorder: using the A-criterion

Despite high levels of suffering and reduced functioning due to AVH in almost 90% of 
children, a clinical diagnosis of a psychotic disorder was only made in a minority of cases 
(11.6%). Following the DSM-IV-TR, a psychotic disorder NOS can be diagnosed in case 
of auditory hallucinations and dysfunction without further co-occurring symptoms79. 
This means that all of the children should have had a diagnosis of psychotic disorder 
when applying these DSM criteria. In DSM-5, the structure of psychotic disorders is 
revised under the name “Other Specified Schizophrenia Spectrum and Other Psychotic 
Disorder”83. Psychotic symptoms are considered on a continuum from normal mental 
states to schizophrenia.  For example, in the gradients of psychosis, schizotypal 
personality disorder is part of the schizophrenia spectrum and recognized in the chapter 
as below the threshold required for a psychotic disorder84, 85. The Psychosis Work Group 
proposed a new subgroup called “Attenuated Psychosis Syndrome” (APS), which was 
taken into Section 2. APS refers to the presence of psychotic symptoms in attenuated 
forms that occur with relatively intact reality testing but with sufficient severity and/or 
frequency to warrant clinical attention86. About 80% of children with distressing AVH 
and reduced level of functioning fits this diagnosis. Being psychotic is generally viewed 
as a distortion of reality testing, while most children of the current sample had intact 
reality testing. The A-criterion from the schizophrenia diagnosis provides a stricter 
definition of psychosis, demanding at least two of the following symptoms: delusions, 
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hallucinations, disorganized speech, disorganized or catatonic behavior or negative 
symptoms. In our sample, these more strict criteria correlated well to distorted reality 
testing and to the clinical indication to start antipsychotic medication. We therefore 
suggest that the application of these more strict criteria may provide a better selection 
of children suffering from AVH as part of a psychotic disorder. 

Clinical significance of AVH in a help seeking population

Psychotic experiences such as AVH are a phenomenon occurring across diagnostic 
boundaries; from healthy non-help seeking individuals at one end to non-psychotic 
disorders with psychotic experiences in the middle and psychotic disorders at the 
other end13, 87. The results from our help seeking population confirm that AVH -even 
in a young population- can be a symptom of psychosis, but occur within a variety of 
other psychiatric disorders. Also, a small group did not meet criteria for any psychiatric 
disorder. Nonetheless, almost all children experienced high distress and had reduced 
level of functioning. These findings emphasize that children seeking help for AVH do 
warrant clinician attention.

Outcome of children seeking help for AVH

There is debate on the clinical significance of attenuated psychotic symptoms such as 
AVH in children and adolescents as ultra-high risk (UHR) symptoms for the development 
of psychosis76. This is understandable, as AVH in childhood are common and mostly 
transient. Furthermore, screening for the presence of AVH as an at risk state brings 
the risk of pathologization a (typical) developmental phenomenon and over-awareness 
and worries in children and their care givers. On the other hand, to improve outcome of 
patients that are at risk of developing a psychotic disorder, early detection and preferably 
prevention are essential88.

Children seeking help for AVH (without current psychotic diagnosis) fulfill UHR-psychosis 
criteria (attenuated psychotic symptom and/or Brief Limited Intermittent Psychotic 
Symptoms (BLIPS)). As the phenomenon of help seeking behavior and transition into 
psychosis are related to similar factors (severity of AVH (emotional valence, frequency 
of and lack of control over AVH), poorer general functioning and the presence of other 
psychopathology), we do expect them to be more vulnerable to psychotic deterioration 
later in life21, 89, 90. However, our results also point out that specific focus on psychotic 
disorder as ‘worst outcome’ or end of the continuum is too narrow.  As advocated by 
Fusar-Poli et al.87, a more general staging model should be applied for youth with 
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distressing AVH, of which psychosis is one important end of the dimension, but one of 
several (interacting) psychopathological domains.

Moreover, Armando et al.91 showed that children (aged 9-17 years) with UHR status 
all retained their baseline non-psychotic psychiatric diagnosis at one year follow up 
(including the 25.7% UHR remitters). Following these results, children seeking help for 
AVH are more vulnerable to persistence of psychopathology in general. 

LIMITATIONS

A number of limitations should be addressed. As this was a naturalistic observational 
study, a control group was not part of the design. Another consequence of this design 
was that data on IQ was available only from a selected sample of patients, i.e. those 
with previous IQ data and those with clinical indication for IQ testing. Also, not all 
questionnaires regarding AVH phenomenology were completed.  A structured interview 
concerning DSM classifications (such as the KSADS) or questionnaires regarding 
psychosis risk criteria (UHR or BS) were not part of the procedure at the outpatient 
clinic. Nevertheless, all children were comprehensively assessed by clinicians with wide 
experience with psychosis and psychotic symptoms in a young population. 

We chose the A-criterion instead of the broader defined psychotic disorder NOS to 
diagnose children with a psychotic disorder. In our opinion it reflects the aim to 
optimally select those children with distorted reality testing and that might benefit from 
antipsychotic medication. However, exact selection criteria for children are lacking and 
this choice can be regarded as arbitrary.

CONCLUSIONS

The majority of children seeking help for AVH suffer from a diversity of underlying 
psychiatric disorders and have a high burden of suffering. We propose that in children 
presenting with AVH, a psychotic disorder should only be considered when children meet 
more strict criteria, for example as those described in the schizophrenia A-criterion. 
At the outpatient clinic a psycho-education for youth and parents was provided and a 
psychotherapy Stronger Than Your Voices developed, which aims at strengthening coping 
regarding AVH and related problem behavior for all voice hearing children. Antipsychotic 
medication was only recommended for the 11.6% of children who met the strict criteria 
for a psychotic disorder. 
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Supplement: Stronger Than Your Voices: psychotherapeutic treat-
ment protocol for youth suffering from auditory verbal hallucina-
tions 

Tailored Cognitive Behavior Therapy (CBT) for adults with AVH has proven to be effective 
(van der Gaag et al. 2014). However, as emphasized by Jardri et al (2014), there is an 
urgent need for psychotherapeutic interventions specifically developed for children. 
This addendum presents a new psychotherapeutic intervention Stronger Than Your 
Voices, developed for children and adolescents suffering from AVH. The intervention 
is developed at the UMC Utrecht Brain Centre in close collaboration with the Dutch 
‘Gedachten Uitpluizen Foundation’ (www.gedachtenuitpluizen.nl), the latter having wide 
experience with developing CBT protocols for symptoms related to psychotic disorders.

Stronger Than Your Voices can be applied in all youth suffering from AVH irrespective of 
the underlying (psycho)pathology. However, we do emphasize that in case of a clear ‘cause’ 
of AVH (e.g. a psychotic disorder, hearing loss, or non-fitting school level) treatment 
should preferably and primarily be targeted at those underlying problems. Any therapist 
with sufficient CBT experience and educated to work with children can use the Stronger 
Than Your Voices protocol.

Treatment protocol

Stronger Than Your Voices consists of four fixed chapters (Strong Understanding, Strong 
Plan, Strong Tricks and Strong Stopping) and two optional chapters (Feeling Strong and 
Sleeping & Relaxing Strong). At the end of the therapy a child will have a Strong Scheme, 
including do’s and don’ts to prevent (worsening of) AVH and regain control over AVH. 
Although the four chapters are fixed, the protocol serves to develop a tailor-made therapy 
as therapeutical goals are based upon the individual burden. Therapist together with 
the child choose which techniques they will use to target these goals. This tailor-made 
approach was previously suggested by Ruffel et al. (2015) as an effective strategy for the 
treatment of psychotic symptoms in children and adolescents. 

Strong Understanding
This chapter is built up in two stages: 1. a pre-measurement using three questionnaires 
(Voices Interview, Measuring Strong & Kidscreen-52) to understand the phenomenology 
of the AVH and its impact in terms of distress and dysfunction and 2. psycho-education 
for children and their parents. In two sessions, this psychoeducation explains how the 
human brain is vulnerable to hallucinations and normalizes these experiences in the 
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range of perceptual aberrations. It also provides some basic pointers for child and parents 
how to deal with AVH. 

Strong Plan
In this chapter the therapist and child set concrete goals in terms of the following; what 
does the child not do as a consequence of AVH that it would like to do again and/or what 
does the child do as a consequence of AVH that it does not want to do anymore? In the 
second part of this chapter, both the known triggers for AVH and the techniques a child 
already uses to regain control over voices and their effect are mapped and included in a 
so called Strong Scheme. The Strong Scheme will be complemented during therapy with 
newly discovered triggers and effective techniques.

Strong Tricks
Therapist and child run through the different coping techniques (‘tricks’) of the protocol 
and choose which ones will be used to work on the set goals. The protocol’s tricks are 
divided into three categories: Do, Think & Ignore. For example, when a child is convinced 
that other people can hear what his or her voices say and therefore avoids public spaces 
a ‘Do’ trick can be applied of trying to catch the voices on tape (during therapy and at 
home); if they can be heard out loud they can be recorded. Another example is when a 
child is convinced that the voices have powers to hurt other people, the therapist and 
child can challenge the child’s voices to push him or her from his chair whilst standing 
upon it. During this phase, the child will keep an AVH diary, Strong Writing, in which 
AVH characteristics when present, possible trigger(s), applied technique and its effect are 
written down. Therapist and child start every therapy session evaluating the diary; did the 
child experience AVH and was the chosen technique effective? If so, is the predetermined 
goal met or what more is needed to do so (e.g. more practice, add another technique)? 
If not, is the technique adequately applied and/or would a different technique be more 
appropriate? Newly discovered triggers and effective techniques are included in the child’s 
Strong Scheme. 

Strong Stopping
The therapy can be ended when the predetermined goals are met. This will mean that 
by achieving the goals, the child will have regained control over AVH and the level of 
suffering because of AVH will be significantly reduced. Throughout therapy, goals may 
have been added or adjusted depending on circumstances (e.g. change in characteristics 
of AVH). In our experience, for some children (and parents) comprehensive psycho-
education and some basic pointers are already sufficient to meet their needs. When the 
therapy is completed, the child’s Strong Scheme is completed with triggers and effective 
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techniques. A post-measurement is done with the same three questionnaires that were 
applied as pre-measurement.

The optional chapters Feeling Strong and Sleeping & Relaxing Strong aim to strengthen 
self-image, enhance sleeping pattern & reduce stress.

Feeling strong
Hearing voices is associated with low self-image. Low self-image makes a child more 
vulnerable to the impact of the voices and vice versa, (negative) voices can have direct 
influence on self-image. In this chapter, self-image is strengthened by keeping a list of 
Strong Qualities, which may concern physical appearance, personality and actions (e.g. 
being good at sports or a game). The therapist challenges the child to come up with as 
much Strong Qualities as he or she can think of and to add two more every week. Besides, 
a Positive Diary will be kept in which a child writes down three personal ‘positive things’ 
(e.g. getting or giving a compliment, trying to do homework even though feeling too tired, 
helping a family member, being satisfied with a hair do, etc.) on a daily basis. These 
‘positive things’ can help to become aware of more Strong Qualities to add to the list.

Sleeping & Relaxing strong
aims to enhance resilience by optimizing sleep pattern and reducing stress trough 
different relaxation techniques that can by applied in the therapy session and at home. 
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