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Introduction

The cognitive behavioral therapies are relatively short-term, goal-

directed, problem-focused treatments that are fundamentally based

on the model that changing cognitions is possible and leads to

behavioral change (Dobson, 2002). The purpose of this monograph

is to provide a concise overview of the techniques and conceptual

framework of cognitive behavioral therapy, as proposed,

researched, and refined by Aaron T. Beck, M.D. It is based on the

cognitive model of psychopathology and an individual case

conceptualization. The text is designed to be clinically oriented and,

whenever possible, case illustrations are used to depict clinical uses

of the theoretical material. This is not original material; it is

designed to give a beginning practitioner an overview of a well-

documented and effective treatment for many psychiatric

disorders. Although a rich empirical literature exists that supports

the efficacy and effectiveness of these therapeutic interventions,

this literature is highlighted and not described in the text. The

manual is designed to facilitate beginning clinicians' work with

patients using cognitive therapy rather than to provide the

evidence supporting the use of the treatment. An important part of

the volume is a focus on case conceptualization, as an effort to

avoid the use of cognitive techniques without understanding the

framework and understanding of the patient must exist to provide

truly comprehensive care. What distinguishes therapists as

practitioners with different orientations is the way that they

conceptualize the development of particular disorders and the

formulation that they make of a particular patient and how he or

she developed a particular set of problems.

The psychotherapeutic techniques of cognitive therapy are

principle-driven, that is, based on the principle that changing

cognitions and/or behavior improves symptoms and can help



patients with a variety of emotional disorders. Cognitive therapists

work to help patients understand that the meanings they attach to

their experience derive from their own idiosyncratic perception and

that evaluating this meaning for accuracy is frequently a valuable

therapeutic tool.

The patients described in the text are fictitious and are designed to

reflect the complexity of the patients seen by psychiatry residents.

The text uses the terms cognitive therapy and cognitive behavioral

therapy interchangeably to refer to cognitive therapy as described

by Aaron T. Beck, cognitive therapy being one of the cognitive

behavioral therapies.

This text was based on series of lectures developed for the adult

psychiatry residents at the Drexel University College of Medicine.

Their desire to learn and take good care of patients is a continual

inspiration. I owe a great deal to the bravery and patience of my

patients, who teach and inspire me to try harder. The book

synthesizes my working knowledge of cognitive therapy and is a

testimony to the good fortune that I have had in working with and

learning from extraordinary teachers, mentors, and colleagues. In

particular, I am grateful for my early training at the University of

Washington and to my colleagues, including the late Neil Jacobson,

Marsha Linehan, Kelly Koerner, and particularly Joan Romano, who

gave many helpful suggestions about the manuscript. In

Philadelphia, I have had the privilege of being an extramural fellow

at The Beck Institute and thank Christine Reilly, Andrew Butler,

Leslie Sokol, and the entire staff for creating such an engaging

learning environment. I am indebted to the Academy of Cognitive

Therapy for their educational support, and in particular, for the

chance to learn from Robert Leahy and Jesse Wright. Most

invaluable to me as a clinician and teacher has been the chance to

work with Judith Beck, whose clear thinking and wonderful teaching

set her apart. Finally, I continue to be inspired and grateful to Tim

Beck, whose intellect, curiosity, humor, and good sense has

changed my life and the lives of many others.

Donna Sudak
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Introduction to Cases

Presented here are the stories of Mr. White, Ms. Green, and Ms.

Gray. While fictional, they represent typical patients with commonly

seen problems. They will be cited in boxes throughout the text.
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Cases

Mr. White

Mr. White is a 45-year-old graduate student in economics.

He returned to school full-time after working in middle

management for several years after college. He presents with

symptoms of lifelong dysphoria, low energy, and low self-esteem.

The precipitant for his seeking treatment is breaking up with his

girlfriend of 9 months. This relationship is his second long-term

relationship with a woman. Mr. White was engaged in college. His

fiancÃ©e broke the engagement just before graduation. Since that

breakup, which Mr. White has never felt he understood, Mr. White

has dated little, preferring group activities to dating. He met his

last girlfriend when he was at the university computer center. She

was a sophomore student in the fine arts program. They dated

briefly and she went on a summer study abroad; following her

return they had an intense and exclusive relationship. At the end of

the school year, Mr. White's girlfriend told him she felt the

relationship had no future and that she did not want to see him

anymore. Mr. White was baffled and distressed by this; they never

quarreled, and he describes behaving in a loving way and

accommodating her needs throughout the relationship. The only

conflict he felt that was significant was that she would accuse him

of â€œkeeping his emotional distance.â€•

Since the breakup 5 months ago, Mr. White has been more

dysphoric, has had no contact with women, and has avoided some

of his old friends. He has been more involved with his studies and

has watched TV during much of his free time. He routinely turns

down invitations to be with friends or to participate in social

gatherings. He has had some increase in his regular weekend



marijuana use and is now using it 3 or 4 nights per week. He feels

it â€œtakes the edge off.â€•

Mr. White is one of six children, is much younger than his siblings,

and is the only boy. His three elder sisters were out of the house

throughout most of his childhood; the two sisters closest in age

were popular and social. His father was aloof and away on business

much of the time, and Mr. White was frequently alone or with his

mother, who was volatile and critical of most of what her family

members did. Despite her criticism, she would occasionally tell Mr.

White that he was the only person she could count on to care for

her. This would make her criticism even more hurtful to him. Mr.

White never felt

P.2

confident in school; he was â€œalways hearing about (his siblings')

success storiesâ€• and felt he never measured up. Additionally,

Mr. White had a fairly distinctive port wine birthmark on his neck

and was smaller in stature than most of his peers, which he said

added to his sense of inferiority. He remembers feeling

â€œdevastatedâ€• by teasing in fifth or sixth grade and retreating

further into his own thoughts. He describes himself as a

â€œchronic underachieverâ€• in school, losing interest in things

he starts, but after college he got a fairly good job as an

administrator in a software company. He routinely missed

opportunities for promotion because he refused, in his words,

â€œto play the game,â€• and declined invitations to meetings,

parties, and company events. He made the decision to return to

graduate school 2 years ago, and has done reasonably well,

although is uncertain what he will do with his degree.

Mr. White made the decision to seek treatment for the first time

after this breakup because he felt lonely and unable to move

forward in pursuing another relationship. His closest sister, 5 years

his senior, also suggested he seek counseling. He feels there is

â€œsomething missingâ€• and that other people generally seem

to be far more capable than he is in social settings.

P.3

Ms. Green

Ms. Green is a 43-year-old married woman with three



Ms. Green

daughters, ages 23, 21, and 16. She has a lifelong history of

anxiety and has sought multiple treatments for it from her general

practitioner. She changes doctors frequently, feeling like she is not

well understood by any of her primary care providers. She has had

difficulties with overuse of pain medications and occasionally

â€œborrowsâ€• alprazolam from her sister, who also has a history

of anxiety. She became more acutely anxious when she found out

her eldest daughter was pregnant with her first child. Eight weeks

ago, she began to have her first panic attacks, with chest pain,

shortness of breath, a sense of impending doom, dizziness, and

numbness and tingling in her fingers. She has avoided taking public

transportation as a result, despite the fact that she has never had a

panic attack on the bus or train. She feels she could â€œlose

control and not get helpâ€• were she to have an attack in public.

This has meant she has been virtually homebound unless one of

her children or her husband accompanies her after they are

finished with school or work.

Ms. Green spends much of her day worrying about her family, and

her eldest daughter and her pregnancy are a significant focus for

her concern. Ms. Green has a lifelong history of abandoning

projects because of being worried that bad outcomes will occur; for

instance, she quit after the second semester of college when she

got concerned that she would never measure up to her fellow

students. When told to â€œrelaxâ€• by her family, she says that

worry is â€œwhat good mothers do.â€• She also tends to worry

more when she is angry or upset with someone and finds it helps

her feel more in control.

Ms. Green is the eldest of six children. Her parents had a volatile

relationship; her mother was fairly submissive and her father, who

was a security guard, was prone to unpredictable angry outbursts.

Finances were always a problem, and her mother took a series of

factory jobs to help to supplement the family income, beginning

when Ms. Green was 7. Ms. Green was given a significant amount

of responsibility for the care of her younger siblings when she was

a child and often felt overwhelmed and frightened that

â€œsomething would go wrong and it would be her fault.â€• Ms.

Green was sexually molested at age 10 by a neighbor during a

family party and has never told anyone about this

P.4



incident. She has always thought that there must have been

something that she did that caused this to happen. Throughout her

adolescence she remained fearful of the possibility that her

neighbor would molest her again and avoided social contact during

family events. She believes â€œperfection is possible if you just try

harder,â€• and views any emotional difficulties as â€œweak.â€•

She has spent her lifetime caring for her family, but currently feels

unable to function effectively and entirely dependent on them for

help.

P.5

Ms. Gray

Ms. Gray is a 26-year-old art student who has a lengthy

history of psychiatric treatment, starting in her middle

teens. She is the second of two children and has an older brother

who is currently incarcerated for drug-related crimes. Ms. Gray's

mother left her father, taking both children with her, when Ms.

Gray was 8 years old, and Ms. Gray had little contact with him

thereafter. Her mother left her father because of his relentless

criticism and cruelty. Ms. Gray witnessed her father hitting her

mother on multiple occasions, but she denies being physically

abused herself. Her father routinely belittled her and her mother,

calling them stupid and worthless. He would laugh at Ms. Gray for

crying and told her to â€œtoughen up or shut up.â€• He would

often trip her mother or knock books or dishes from Ms. Gray's

hands. Ms. Gray was an anxious child, often refusing to go to

school. In her middle and high school years she was frequently

truant. She was referred for psychotherapy in ninth grade by the

school psychologist because of her lack of school attendance and

because she had always been an underachiever. She does not

recall this therapy as helpful, but says it was â€œnice to have a

grownup to talk toâ€• when her mother was preoccupied with

work and her brother's drug problem. Ms. Gray only had therapy

until the end of the school year. Ms. Gray started to cut herself

with a box cutter at age 16 after a fight with her boyfriend and

continues cut herself when she is upset. She made her first suicide

attempt at age 17 by overdosing on dexadrine that had been

prescribed for her brother for ADHD. She has since made 23 suicide

attempts by drug overdose, two of which resulted in intensive care



stays. Ms. Gray has generally attempted suicide after stressors like

breaking up with boyfriends, fighting with roommates, or during

her therapist's vacations.

Ms. Gray has been given a number of psychiatric diagnoses, most

recently bipolar disorder and borderline personality disorder. She

has taken a variety of psychotropic medications that have done

little to alter her mood states, although she says that valproic acid

has been somewhat helpful. She has had multiple brief forays into

psychiatric treatment, but always drops out. She has never abused

drugs, but binge drinks when she is upset. Her mother has

supported her financially, and she is currently enrolled on a

scholarship in a

P.6

prestigious art school. The current crisis that brings her to

treatment is that her father, who has cancer and is dying, has

recently contacted her. He wants her to come live with him and

take care of him, and he has told her that she â€œowes him that

much.â€• Following his phone call, Ms. Gray took an overdose of

20 diphenhydramine with no subsequent medical treatment. She

was referred to her current therapist by her previous therapist,

who refuses to see her again, and who has told her that she has no

more ideas about how to help her.
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Historical Development of
Cognitive Therapy

Aaron T. Beck and Albert Ellis described the core concepts of

cognitive behavioral therapy (CBT) in the 1960s. With more than

300 controlled trials supporting its efficacy, cognitive therapy, as

defined by Judith Beck (Butler & Beck, 2000), is the

psychotherapeutic treatment that has the most empirical support.

Although the original treatment was developed for depression, the

practical problem-solving orientation and usefulness of CBT led

many researchers to adapt it from the original framework and use

it for other psychiatric conditions, including hypochondriasis,

bulimia nervosa and panic disorder, social phobia, and generalized

anxiety disorder. Dialectical behavior therapy, a form of cognitive

behavior therapy, has robust empirical support in treating

significant symptoms of borderline personality disorder.

Schizophrenia and bipolar disorder have significantly improved

outcomes when adjunctive cognitive therapy is added to standard

pharmacotherapy. CBT has also been tested and found to be

effective as a treatment in obsessiveâ€“compulsive disorder,

posttraumatic stress disorder, and simple phobia; the emphasis in

the cognitive behavioral treatment of these disorders is somewhat

more behavioral, with an understanding of the perpetuating

disturbances in the patient's thinking. Many therapists use the CBT

framework of identifying and questioning maladaptive and invalid

perceptions and modifying the accompanying behavioral

disturbance. As defined by Beck, the therapeutic framework

requires the therapist to conceptualize individual patients based on

particular developmental experiences, as well by incorporating the



genetic and biological underpinnings of disturbances. Cognitive

therapy emphasizes testing
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models for various psychiatric disorders for accuracy and evaluating

treatment protocols for efficacy. Therapists' experiences in using

the model have led to the refinement and expansion of the

theoretical framework and to further protocols for the treatment of

different disorders. Cognitive therapy continues to expand and

evolve as a psychological treatment and in its conceptualization of

psychopathology.

All cognitive therapies fundamentally assume that behavior is

mediated by thoughts. Beck began to develop cognitive therapy

because he observed that explanations for human behavior

promulgated by psychoanalysts were less than satisfactory in

accounting for what actually occurred in sessions with depressed

patients. Conscious thoughts and the depressed patient's

evaluation of his or her experience were observably negative and

accessible for change. Similarly, behavior therapists (Mahoney,

1974) were noting that behavior therapy had limits in its capacity

to explain and treat particular patients. At the same time that Beck

was developing the cognitive therapy approach to depression,

Seligman and Abramson (1979) were testing the theory that a

negative explanatory style increased the risk for depression (see

Chapter 9). In the form developed by Beck, cognitive therapy

emphasizes current behavior and thoughts, and the therapist works

to uncover the rules, values, and assumptions that a patient has

developed over a lifetime and to evaluate and change any that

would predispose the patient to an underlying disorder.

Each of the cognitively focused therapies has a particular theory

that underscores psychopathology and a particular focus of change.

They vary in the type of relationship the therapist has with the

patient and the goals and structure of treatment. Several types are

time-limited treatments with specific, goal-oriented outcomesâ€”for

example, stress inoculation training and problem-solving therapy.

Those with more defined measurable outcomes are influenced more

by earlier behavioral therapy treatments. All cognitive therapies

emphasize educating the patient and share the central idea that

the patient can minimize the impact of further episodes of

dysfunction by employing the tools of therapy. All cognitive



therapies share a philosophical position that emphasizes the

capacity of human beings to control our beliefs and actions and that

our emotions and actions are dependent on how we make meaning

from our experience.

P.11

Mahoney and Ainkoff (1978) proposed a useful classification of the

types of cognitive therapy, which organized it into three types.

These included cognitive restructuring therapies, coping skills

therapies, and problem-solving therapies. The main difference

between the types is the degree to which the therapy works toward

primarily cognitive or behavioral change.

Cognitive restructuring therapies have the basic philosophy that

emotional pain and behavioral disturbance result from disturbances

in thinking. They also help the patient learn to think more rationally

and adaptively. Cognitive therapy, as defined by Beck, and Rational

Emotive Behavior Therapy (REBT), developed by Albert Ellis,

represent two paradigms with cognitive restructuring at the heart

of therapy. REBT, another treatment assuming that human

thinking, emotions, and behavior are interrelated, was developed at

about the same time as cognitive therapy. It has not yet been as

rigorously evaluated and thus has less support for its efficacy. Ellis

developed a more general and philosophically based approach to

psychotherapy. He proposed that all humans have common

vulnerabilities to psychopathologyâ€”given their insufficient

frustration tolerance and â€œshoulds,â€• that is, irrational and

illogical ideas that they have. The therapist in REBT works to

directly influence the patient to change his belief system and

behave more rationally (Dryden & Ellis, 2001).

Coping skills training therapies are treatments that involve training

people to perform a set of skills that are designed to work better to

help them cope with external situations that are stressful or that

they find problematic. Thoughts are not specifically targeted unless

they interfere with responding to the stressful event or exacerbate

the person's negative response to the event. Examples of coping

skills training include stress inoculation training (Meichenbaum,

1977) and systematic rational restructuring (Goldfried & Davison,

1976).

Problem-solving therapies have the goal of teaching the patient to



employ a set of helpful strategies with a number of problematic

situations. The strategies can be cognitive or behavioral. The

therapist actively works with the patient to develop solutions to

problems, with the assumption that this will lead to subsequent

improvement in mood and behavior. D'Zurilla and Goldfried's

(1976) problem-solving therapy and the subsequent applications by

Nezu (2001) and others typify this approach.

P.12
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Cognitive Model and Theory of
Psychopathology

Learning Objectives

The reader will be able to:

Understand how cognitive therapy conceptualizes

psychopathology.

Know the difference between automatic thoughts, intermediate

beliefs, and core beliefs.

Understand the maintenance function of core beliefs.

Cognitive therapy conceptualizes psychopathology as derived from

disturbances that occur in a patient's thinking. The cognitive model

in its most basic form describes the connection between thoughts

and emotion, behavior and physiology. Cognitive processesâ€”that

is, thoughts and the evaluation of perceptionsâ€”affect neural

substrates and pathways in the central nervous system to produce

emotional states and activate physiological reactions and behavior.

Cognitive processes are affected by biology and, in turn, can alter

neural pathways and neurotransmitter function. There are multiple

recent studies that show the effects of cognitive therapy on the

brain and biological systems; this is not surprising, since thoughts

result from neurochemical interactions and the activation of neural

pathways, and learning alters brain structure and function.

Consider the experience of being on a roller coasterâ€”without the



mediating thought that one was on a thrill rideâ€”one's behavior,

emotion, and physiology might be completely different when

P.14

taking that 140-foot plunge. The initial global and biological

response in such a situationâ€”terrorâ€”is modified, reality tested,

and corrected. So we think we are having fun and will pay extra for

bigger scares. Social learning could influence our desire to take a

ride as well (â€œeveryone else is doing itâ€•). Thus, individual

perception, prior learning, development, and interpersonal

influences color the meaning of an individual's experience. With

time, selective attention to evidence can provide a strong basis for

continual beliefs and patterns of interaction, whether or not they

make logical sense or function effectively for us.

MR. WHITE spends much of his time alone. When friends

ask him to do things he thinks, â€œThey just feel sorry for

me.â€• He feels irritated and sad and turns them down.

Whenever Mr. White is in a social situation with a woman he is

hypervigilant for signs of criticism. If she does not respond to

something he says with an unequivocally positive remark he thinks,

â€œI blew it.â€• He feels sad and stops interacting with her.

As you can see, Mr. White's social interactions would be a source of

anxiety and unhappiness rather than pleasure. While many of us

would see an invitation to go out with friends as positive or as

evidence of the pleasure our friends take in our company Mr.

White's thought about this event is quite different. It is possible

that neither our thought nor his is accurate. Mr. White thinks that

the only reason that his friends want to spend time with him is

because they pity him. The meaning of the irritation is more

important to his subsequent reaction than the event itself. He has

no evidence for his belief. His thought leads him to feel sad and

angry and to behave in a way that will most probably ensure his

getting fewer and fewer invitations. (People may respond to his

repeatedly turning them down with the automatic thought â€œHe's

not interested in seeing us sociallyâ€• and stop asking him.)

Additionally, were you to ask Mr. White how he felt after being in

social situations with women, he would reply, â€œI feel like a

failure,â€• even though his feeling is sadness. It is common for

patients and therapists to confuse thoughts and feelings with

thoughts and facts. Patients will often say that the cause of



unpleasant feelings is the situation and not the thoughts that they

have about it. For example, if you ask Ms. Gray about why she cut

herself, she will say â€œbecause I had a fight with my

boyfriend.â€•

P.15

The cognitive model of psychopathology asserts that

psychopathological states share the idea that disturbances in

thinking color perception in a particular way. For example,

depressed patients generally think more negatively about

themselves, others, and the future than the facts of their lives

would indicate. These thoughts cause subsequent emotional,

behavioral, and physiologic changes that produce symptoms and

perpetuate psychopathology. Mr. White's reticence with women and

constant scanning for criticism would make him a difficult person to

get to know in a relationship and likely be frustrating to any

potential partners. The result of his automatic thoughts and

subsequent behavior would lead him to act in ways that produce

the outcome that he believesâ€”namely, that he does not measure

up socially.

The disturbance in thinking underlying psychological disorders is

organized by cognitive behavioral therapists into three categories.

The first, automatic thoughts, can be about the self, the world,

other people, and/or the future. These groups of thoughts, when

negative in depressed patients, are known as the cognitive triad.

Automatic thoughts arise spontaneously and are not consciously

directed and when associated with psychological disturbance often

produce dysphoric affect. Automatic thoughts are the easiest type

of thoughts to change. In psychological disturbances automatic

thoughts are frequently untrue or only partly true. Having the

patient test automatic thoughts for accuracy frequently improves

his or her symptoms.

Identifying automatic thoughts is a vital strategy used by cognitive

therapists to help patients change. The technique used is to ask the

patient what was going through his or her mind when he or she

discusses a difficult situation or when the therapist notes a shift in

affect during a session. After the patient becomes proficient in

identifying thoughts the therapist teaches him or her methods to

evaluate automatic thoughts associated with dysphoric affect for

accuracy. This is done by evidence gathering, generating more



plausible explanations, asking what the patient would tell a friend

who had this thought, determining if the thought is really a

problem to be solved, and so forth. Patients learn to generate

plausible alternative explanations, rate how plausible they are, and

rate the change in their emotional state that results from believing

the alternative explanation. The aim is to help the patient reach

more logical conclusions about evidence in the presence of strong

negative affect and to demonstrate that reaching those conclusions

has a helpful effect on the patient's mood and behavior.

P.16

MR. WHITE was instructed by his therapist to gather

evidence that his friends had a genuine interest in him and

did not â€œjust feel sorry for him.â€• Over time he was

able to evaluate his relationships and use this information to see

that although it was true that many of his friends were concerned

about him since his breakup, they had also been interested in doing

things with him socially before he broke up with his girlfriend. This

realization allowed him to accept a few invitations, and when he

went out he found that he felt much better.

Ultimately, the therapist works to determine what meanings a

situation has for the patient, since understanding why events have

certain meanings is what allows the patient and therapist to begin

the process of understanding intermediate and core beliefs. This

second group of thoughts is important to cognitive therapists as

they organize their conceptualization of patients. These thoughts

are best understood as the â€œrulesâ€• an individual has

developed over time that lead both to expectations of himself or

herself and others and guide behavior. Intermediate beliefs can

also serve a second functionâ€”as protection from the core beliefs

that a patient may have. For example, if a patient has a core belief,

â€œI'm defective,â€• he or she could develop an intermediate

belief that â€œIf I work to please everyone, I'll get by,â€• in

order to cope with this painful internal thought that he or she has

about himself or herself.

MR. WHITE had the experience of being continually

criticized by his mother. He also was ashamed of his

birthmark and felt that people would criticize his physical

appearance. He learned from a young age that â€œIf people got

close to me, they will be critical and know I'm defective.â€•



Because these thoughts were painful and developing relationships

had the potential to reveal what he believed to be terrible

weakness, he kept people at arm's length.

Finally, the groups of thoughts known as â€œcore beliefsâ€• or

â€œschemasâ€• are of significant importance to cognitive

therapists. This is because, despite an emphasis on current

thoughts and behavior in cognitive therapy, the modification of

these beliefs is necessary to produce more enduring improvement.

Understanding the development of these core beliefs is a

fundamental feature in understanding a particular patient. Negative

biases about oneself or other people make a person much more

vulnerable to life
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stresses and events. In treating a patient with a personality

disorder, core beliefs are frequently â€œactivated,â€• that is,

close to the surface, and can present as the patient's automatic

thoughts. When cognitive therapists talk about the activation of

core beliefs, they are referring to a process where underlying basic

and fundamental beliefs about the self, others, or the world are

triggered by an internal or external event or mood state. These

beliefs can be positive or negative, functional or dysfunctional. The

beliefs worked on in cognitive therapy are generally negative and

dysfunctional ones that have led to the development of behavioral

strategies that are too costly or too painful for the patient to

sustain.

Core beliefs generally remain unarticulated unless they are

triggered or extremely negative or unless they are inquired about

and explored in therapy. They are often learned early in life and

are typically fairly rigid. Core beliefs are experienced as reality by a

person, whether or not this is the case. They can often be the

reason why neutral or somewhat aversive events can mean

something devastating to the patient. For example, although

divorce is stressful for everyone, for some patients the loss is

devastating because of what it means about them as peopleâ€”it

activates core beliefs of being unlovable and worthless.

MR. WHITE is having coffee with four friends from class. He

makes a remark about a TV show that he saw. One of the

women in the group looks away after he makes this remark

and waves to another person across the room. He feels



embarrassed and hurt, and his first thought is, â€œShe must think

I'm an idiot.â€• Mr. White abruptly excuses himself and leaves the

table.

The situation that activated this automatic thought is the woman

waving to another friend following Mr. White's remark. His

interpretation of this event is reflected in his automatic thought,

â€œShe must think I'm an idiot.â€• This thought has no clear

evidence for (or against) it, but Mr. White's subsequent affect and

behavior are evidence of his strong and unquestioned belief that it

is true. His behavior is likely to be noted by his friends as unusual

(at the least). Mr. White, after further questioning in therapy,

describes an underlying rule that if someone does not pay total

attention to what he says, it is because they think he is stupid. A

deeper rule he has is that if someone thinks he is stupid, it is
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intolerable; because it will mean that they have discovered the

most fundamental negative belief that he holds about himself, that

he is defective. Thus, his core belief, â€œI'm defective,â€• is the

most basic reason for the cascade of events.

Cognitive therapists believe that people develop an internal

framework for structuring and making sense of their experience

that is influenced by a number of different factors. These include

genetics, temperament, early life experiences, relationships,

trauma, culture, modeling, learning, and biology. No one factor is

primary, all of them work together to affect how we make sense of

the world.

MR. WHITE has developmental influences that have shaped

much of his worldview. His mother criticized him, his father

was absent, and he had no siblings that were models for

alternative beliefs about his worth; he hardly knew his three oldest

sisters. He saw the success of his younger sisters as meaning that

they were capable and he was not; that he could never measure

up. His stature and birthmark further added to his belief about

himself as different and inferior, and culturally, this was reinforced,

since small stature is often less preferred, particularly in boys.

When his peers teased him, he felt completely defenseless and

devastated. He withdrew from social interaction because he felt so

anxious, leading to less attention from the adults in his life and

fewer relationships with peers. His life experience gave him few



models for other, more effective means of social interactions and

more objective ways to evaluate himself in the world.

Core beliefs also play another important role in psychological

development. These beliefs and the compensatory strategies a

person develops can serve as a powerful maintenance and

reinforcement function for distorted perceptions. This is one way

that core beliefs are maintained over time, even when there is

ample evidence that refutes them in a patient's history. For

example, when one is a youngster and has a basic belief, â€œI'm

incompetent,â€• a person may develop a strategy of not trying

any new behaviors or learning any new skills in order to avoid

being exposed as being incompetent. The end result, however, is

that one would miss the possibility of discovering that there were

things that he or she could do effectively and one would develop

skill deficits that would actually make him or her less effective.

Most people have a predominance of positive core beliefs and see

themselves as basically effective and good. When individuals
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have selectively negative core beliefs that are painful (e.g., â€œI'm

unlovableâ€•), they develop a number of mitigating strategies and

beliefs to lessen the possible effects of this belief (e.g., â€œIf I

take care of everyone and don't need much, I'll get byâ€•), or not

feel the resultant dysphoria. When these strategies fail or

circumstances occur that cannot be mitigated by the strategy (e.g.,

breaking up with a significant other), the painful core belief can

become predominant. The beliefs then function as a screen that

filters and distorts information and events that the person

encounters. A good example of a belief that functions like a core

belief is prejudice. An individual who has a strong prejudice will

discount or distort evidence that would, if noticed, serve to alter

this belief. This individual's feelings and behavior toward a group of

people are not determined by facts, but by how he or she

structures these facts. An activated negative core belief can

similarly influence an individual to process information so that he or

she continues to strengthen negative perceptions and discounts

alternative information.

When MR. WHITE broke up with his girlfriend, it served to

activate his belief that he was socially inadequate and

unlovable. Just as he did in childhood, he felt that it would



be terrible if people knew this about him, and he began to

compensate by withdrawing from social interactions. He began to

do less and has had little contact with other people. When friends

call him to go out, he thinks that they are â€œonly doing it out of

pityâ€• and therefore turns them down. As they call him less and

less frequently, given his constant refusal, he sees this as evidence

of his not being capable of having social interactions or of making

friends.

MS. GRAY consistently thinks of herself as worthless. When

she spends time with friends and they talk about personal

matters she will often â€œget crazyâ€• and suggest that

they â€œgo out and party.â€• These â€œpartiesâ€• frequently

result in her becoming intoxicated and then getting sexually

involved with men she does not know. The next day, she feels

more worthless and alienated from her friends. Because of her

belief that if people really knew her they would not want to be her

friend and her subsequent anxiety, she compensates by avoiding

intimacy and suggesting they â€œparty.â€• Ms. Gray's drinking

and sexual involvement with strangers perpetuate her feeling out

of control and worthless.
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Patients make efforts to avoid the activation of core beliefs by

engaging in compensatory strategies or avoiding the situations that

trigger these beliefs. Avoidance keeps problematic beliefs from

being activated, but it also means that the beliefs cannot be

refuted. Compensatory strategies are used by everyone, but

overuse or exclusive use of less adaptive strategies like

hypervigilance, worry, or self-destructive behavior, can cause self-

fulfilling prophecies, as illustrated in the previous patient examples.

In personality disorders, compensatory strategies are overused

both because of how rigid and inflexible these strategies are in

personality-disordered patients and because of the nearly constant

activation of core beliefs. Patients with personality disorders also

use less adaptive strategies because of skill deficits, like lack of

assertiveness or emotion regulation skills. These deficits develop

due to the early development of personality disorder and patients'

inflexibility and overuse of compensatory strategies.

Learning Points



The fundamental premise of cognitive therapy is that thoughts

directly affect emotion, behavior, and physiology.

Automatic thoughts can be positive or negative, rational or

irrational.

Intermediate and core beliefs are how people derive the

meaning of experiences and develop over time.

Changing automatic thoughts to more accurate thoughts

improves symptoms in psychological disturbances; changing

intermediate and core beliefs produces more enduring

improvement.
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Case Formulation

Learning Objectives

The reader will be able to:

Understand case conceptualization according to a cognitive

therapy framework.

Outline the particular features of a cognitive case

conceptualization.

Recognize the features of the cognitive conceptualization that

make the therapeutic approach unique to each patient.

In any system of psychotherapy a vital element is the

conceptualization of the patient. This formulation seeks to account

for four basic areas of informationâ€”predisposing factors for the

disorder (Why me?), precipitating factors (Why now?),

perpetuating factors (What keeps this problem going?), and

protective factors (Why hasn't it gotten worse?). A particular

theoretical framework also informs a formulation, that is, how the

therapist thinks psychological disturbance happens and how he or

she understands human development and interactions.

Cognitive therapists consider multiple determinantsâ€”biological,

psychological, and socialâ€”as the factors that influence how a

patient comes to structure his or her experience. Biological factors

include genetics, temperament, internal and external biological

influences (physical illness, medications, and substances), and

innate biological predispositions (development of language and



emotion). Psychological factors include modeling,
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conditioning, and trauma, as well as comparison and identification.

Social influences include historical and cultural contexts, spiritual

beliefs, and the effects of poverty and deprivation, which join with

biological and psychological determinates to form the context for

the development of an individual set of rules and beliefs that

structures experience.

In cognitive therapy, the therapist considers the patient's personal

and developmental history, the present problem and triggering

events, and the automatic thoughts that the patient has in

emotionally difficult situations and synthesizes these pieces of

information in the context of the cognitive model for a particular

disorder. A fundamental question to form a case conceptualization

is to determine why a patient has been unable to implement his or

her own solutions for a particular problem. The initial part of the

formulation often involves a cross-section of the patient's thoughts,

emotions, and behaviors in a particular situation and the resulting

affects of these on the patient.

When MS. GREEN found out that her daughter was

pregnant, she became excessively preoccupied with worries

about her daughter's physical health and more worried

about her own physical health and safety. One afternoon, while

doing the laundry, she stood up rapidly and felt light-headed. Her

first thought was that she might be having a stroke. She rapidly

became anxious and began to scan herself for other physical

symptoms. The initial thought that she could be having a stroke

was quite believable to her and increased her anxiety. She started

to breathe more rapidly as she felt more and more anxious. This

overbreathing increased her light-headedness and the thought that

something dreadful was happening. She began to experience chest

pain and a sense that she could not get sufficient air. She felt more

light-headed, had numbness and tingling in her fingers, and was

even more convinced that she was experiencing a dreadful physical

calamity. Eventually she had a full-blown anxiety attack; she

phoned her sister, who came over, helped her to calm down, and

gave her an alprazolam. Ms. Green thought, â€œThat was

closeâ€”I don't know what would have happened to me if my sister

hadn't come to help.â€• Ms. Green developed an enduring worry



that if the panic attack happened again it might be even more

dangerous.

Here, we begin to conceptualize this patient vignette by looking at

two triggering eventsâ€”the background of excessive worry and

overconcern with physical health and the physical trigger provided
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by normal postural orthostatic blood pressure changes. This

combination triggered the thought â€œI must be having a

strokeâ€• in Ms. Green, which a cognitive therapist would

recognize as a catastrophic misinterpretation of body sensations,

based on the knowledge he or she had about the cognitive model

for panic disorder. This catastrophic misinterpretation, along with

the probability distortions in Ms. Green's thinking (meaning her

thoughts that bad things are more likely to happen to her than to

other people), leads her to have an increase in the physiological

symptoms of anxiety, to which she selectively attends. The

physiological symptoms associated with anxiety augment with

overbreathing and eventually she has a full-scale panic attack. Her

subsequent behavior, calling her sister and getting medication, will

be powerfully reinforced, as it will be associated with the cessation

of such painful anxiety. In addition, her final thought, â€œthat was

close,â€• would serve a powerful maintenance function; rather

than learn that what happened to her was not dangerous, she

interprets the situation as one where she was fortunate to escape

further harm.

The conceptualization of Ms. Green's panic attack is an example of

how a cognitive therapist conceptualizes a single instance of

thoughts, emotions, behavior, and physiology triggered by a set of

events and having a particular outcome. The interconnected nature

of the cognitive model for panic disorder and how the model

expresses itself in this particular patient is apparent, as is the

crucial element of observing subsequent events and cognitions, and

their maintenance and reinforcing function.

In terms of the cognitive model, cognitive therapists attempt to

understand the patient, the behaviors that are currently a problem,

and the problematic emotional and physiological states that are

currently active. This usually involves identifying the automatic

thoughts that are associated with and/or potentially maintaining

problematic emotions or behaviors. The therapist also pinpoints the



event(s) that triggers these thoughts. Frequently, the patient

complains that this event is the cause of the problem. For example,

Mr. White came to therapy because he had broken up with his

girlfriend and he felt the breakup was the cause of his problem.

Although most people would be sad at the ending of a relationship,

only a small number of them would develop a major depression.

The thoughts, emotions, and behaviors that follow the breakup, as

well as the activation of his core belief and subsequent change in

information processing, produce and maintain
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the psychological disturbance that follows. Once the patient learns

to identify the automatic thoughts that relate to dysphoric states or

dysfunctional behavior, those thoughts that are central to the

problem are targeted for therapeutic intervention, and with the

development and personal history of the patient, provide the

foundation for the conceptualization.

In addition to understanding how the patient's automatic thoughts

relate to the problem, the therapist also begins to evaluate and

determine what processes perpetuate the particular disorder. Core

beliefs and the strategies patients develop to deal with core beliefs

(like avoidance, substance use, and worry) are often basic reasons

for continuing problems. Skill deficits that remain uncorrected are

often another perpetuating factor. If a patient believes the world is

consistently depriving and has never learned to be assertive, this

belief is likely to persist. Interpersonal and environmental

conditions often perpetuate disordersâ€”unrelenting stress can

cause a person to consider things more absolutely and globally and

decrease his or her capacity to logically solve problems and

remember. Think about how inaccurately you appraise situations

after several nights of poor or no sleep. Significant others can

frequently punish a patient for effective and skillful behavior; as an

example, a spouse may withdraw affection when a patient behaves

in a more independent way.

The second level of the formulation involves identifying the

patient's intermediate beliefs and beginning to develop hypotheses

about his or her core beliefs. The therapist does this with a number

of tools. First, he or she has learned about development, learning,

biology, temperament, and culture and how these processes

influence the attribution style of humans. Second, he or she has a



particular developmental and interpersonal history of the patient

and uses this to hypothesize about the origin and maintenance of

the patient's core beliefs. Third, he or she has thought records that

the patient brings to treatment that may have common themes.

These themes often hold clues to the idiosyncratic vulnerability of

the patient to psychological distress. The therapist can enlarge on

these themes by asking the patient, â€œWhat does having the

thought that you are ______ mean about you?â€• Another

important technique is to pay attention to the patient's verbal and

nonverbal behavior for affect shifts within a session that might

signal the patient is relating thoughts that are closely linked to his

or her intermediate and core beliefs. Finally, the therapist
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has reports of how the patient interacts with and has expectations

of significant others in his or her life and has firsthand experience

about how the patient behaves toward and thinks about the

therapist.

MS. GREEN brought in several thought records that

described situations where she was called on to complete a

task and became extremely anxious. In each situation she

had the thought that she would fail to complete the task in an

adequate way. The therapist asked her, â€œWhat would it mean

about you if you didn't do (the task) exactly as you wanted?â€•

She replied, â€œPeople will think I'm a failure.â€• The therapist

and Ms. Green agreed that a rule that governed her behavior was

that if she were to do something that did not meet her standards it

would mean to her that other people would see that she was a

failure, and she would see herself as a failure as well. As therapy

proceeded, the therapist and Ms. Green began to consider the

question of what it would mean if people saw her as a failure at

doing certain things, and she responded that it would mean that

she had lost control. The therapist began to hypothesize that this

thought, â€œI'm out of control,â€• represented a core belief for

Ms. Green.

MS. GRAY was able to complete thought records relatively

easily. Nearly all of them had the automatic thought,

â€œI'm bad,â€• as the identified thought when she was

dysphoric. Ms. Gray's therapist began to test the assumption that

Ms. Gray had a core belief that she was bad, and that this belief



was consistently activated by multiple events, and substantially

strengthened by the strategies Ms. Gray had developed to deal

with this belief, namely emotional avoidance and substance use.

Her therapist carefully introduced the possibility that the idea that

she was bad could seem real to her, given the early learning

experiences she had. He explained that Ms. Gray's subsequent

behavior and relationships would also strengthen the idea that she

was bad, even though the idea might not be true. The therapist

suggested that they might consider together a new belief that they

could test that might describe Ms. Gray more accurately and be

more functional even if it didn't â€œfeelâ€• true just now. Ms.

Gray said that she could not imagine another idea about herself.

Patients with personality disorders often have constant activation of

their core beliefs by external events. The therapist working
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with a patient who has a personality disorder often needs to

provide a more functional belief to the patient, and collaboratively

design ways for the patient to gather evidence both for and against

a more functional and accurate view of himself or herself. The

therapist also tries to understand and mitigate the maintenance of

the old core belief by compensatory strategies. The therapist helps

the patient to correct skill deficits and to develop more flexible

responses to negative perceptions and emotional states.

Conceptualization is collaborative in cognitive therapy. This means

that after the therapist forms an initial hypothesis he or she shares

it with the patient and they work together to refine and expand an

understanding of how the problem came to be. This experience can

be powerful because patients see that there is a different way to

understand the nature and development of their problems, and

therefore have the capacity to generate solutions. Collaboratively

conceptualizing the patient's problems implies an understanding

that the problems are manageable and make sense in the context

of the patient's life experience. The therapist teaches the patient

how developmental events influenced how the patient learned

about the world and himself or herself, and importantly, how the

strategies that the patient used to cope perpetuated and

strengthened his or her beliefs. The therapist notes the assets and

positive coping mechanisms of the patient and helps him or her to

strengthen and use these attributes to tackle problems and cope



with adversity. A profound strengthening of the therapeutic alliance

is often the result of collaborating with the patient to understand a

different framework for how his or her problems came to be. Often

what has seemed inexplicable and shameful takes on a new and

more hopeful meaning as the patient looks with an alternative

perspective at why and how he or she has reached this point in life.

As MS. GREEN worked in therapy, she and her therapist

considered several factors that contributed to her terror

about losing control. First, she described being a child who

was always anxious about pleasing other people; her father was

prone to angry outbursts and Ms. Green was terrified of him. She

was always the child who was able to calm him down and was often

sent by her mother to talk with him after he got home from work,

when no one in the family knew what to expect him to do. Ms.

Green had a great deal of apprehensiveness about new situations

throughout her childhood. She remembers her family saying that

she was â€œalways like that.â€• Ms. Green was responsible for

the care of her siblings at a young age and was extremely anxious

about failing in her duties and the children coming to harm. She

developed the strategy of working and reworking tasks to avoid

any scrutiny and to make certain that she would not make any

mistakes. She rarely had experiences that would allow her to find

out that mistakes were not dangerous, because she always turned

in â€œperfectâ€• homework and school projects. The therapist

also hypothesized that her chronic overconcern for her family and

worry stemmed from her belief that she was somehow protecting

herself and others by worrying, and the patient confirmed that she

had learned this way of dealing with problems by watching her

mother's behavior. Finally, Ms. Green had been molested by a

neighbor. This experience terrified her and left her with the lifelong

idea that she had been responsible. She believed that only by being

constantly vigilant could she ever avoid an event that was this

overwhelming.
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Data that the therapist gathers from therapeutic impasses can be

an important part of the conceptualization. Disruptions of the

therapeutic alliance, failure of the patient to do homework, and

problems that resist reasonable solutions can furnish the therapist

and patient with the opportunity to explore the underlying beliefs



and rules that interfere with the patient's life and add to the

conceptual framework.

MS. GREEN refused to do thought records as her therapist

requested. She initially told him she â€œdidn't have

timeâ€• because of her household responsibilities. After a

thorough explanation of the importance of homework and problem

solving to help her to find time, Ms. Green still did not complete the

thought records. Finally, the therapist asked her â€œwhat went

through her mindâ€• as she thought about doing the homework.

She said, â€œI'll screw it up, and you'll think I'm a complete

idiot.â€• Further exploration of this allowed the therapist to

understand the role perfectionism played in Ms. Green's life.

By developing an individual case conceptualization, cognitive

therapists can plan treatment that is specifically focused on the

needs of a particular patient. Ms. Green not only requires exposure

and cognitive restructuring as regards her physical symptoms of

panic, but she also needs to correct her misconception about worry

and to become more comfortable with making mistakes and with

feeling uncertainty. Her treatment must help her to understand the
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affects of being molested, to allow her to appropriately grieve and

be angry about that experience, and to develop a more realistic

appraisal of her neighbor being responsible for this unfortunate

event. Ms. Green must learn to monitor herself for fears of loss of

control and to evaluate how logical those fears are.

A number of excellent tools exist for therapists to use to help guide

their thinking as they begin the process of conceptualization. Judith

Beck's book, Cognitive Therapy: Basics and Beyond , includes both a

written case format and a conceptualization diagram that can help

to organize the therapist's data. The Academy of Cognitive Therapy

provides a format for case conceptualization and an example of a

written case conceptualization, which are included in the appendix.

Learning Points

Individual case conceptualization is a critical component of

cognitive therapy.

The therapist conceptualizes patients by looking at particular



instances of thoughts, emotions, and behavior and then

identifying patterns that synthesize these with the patient's

developmental history, the patient's current circumstance, and

the cognitive model for the disorder.

Patients with personality disorders have more complex

conceptualizations that often require discussion of

developmental issues and core beliefs early in therapy.
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The Patientâ€“Therapist
Relationship

Learning Objectives

The reader will be able to:

Define collaborative empiricism.

Understand the stance of the therapist in cognitive behavioral

therapy.

Learn how transference and countertransference are defined

and used in cognitive behavioral therapy.

The cornerstone of the relationship between the therapist and

patient in cognitive therapy is collaborative empiricismâ€”a term

coined by Beck, Rush, Shaw, and Emery in 1979. The relationship

is characterized as one where two investigators work together to

evaluate data for accuracy. Both the therapist and patient assume

an equally active stance in helping the patient to solve his or her

problems. The aim is for the patient to consider himself or herself a

scientist and to objectively and rationally consider his or her

thoughts, emotions, and behavior. This requires the patient to

think in a logical way, to view his or her own thinking as not

necessarily accurate, and to accept the premise that his or her

thoughts are associated with his or her symptoms. Helping the

patient to become a coinvestigator is not always easy. Many

patients do not come to treatment thinking that their thoughts,



rules, and beliefs are hypotheses to be tested and that the

therapist's role is to be inquisitive, active, and directive. Cognitive

therapists recognize that developing a strong therapeutic alliance

with
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collaborative empiricism as a central focus is essential for a good

therapeutic outcome.

MS. GRAY was upset when she first started therapy. She

came to her first session after intake and immediately began

to talk about the fight she had had with a friend, her

irresponsible boyfriend, the problem she had with a teacher at

school, and her feeling that she â€œjust couldn't take it

anymore.â€• She became angry with the therapist when he tried

to stop her for a moment to explain how they were going to work

together. She said, â€œYour job is to let me vent; that's what

therapists do.â€• Gently, and deliberately, the therapist explained

that although he wanted to hear about and acknowledge her

distress and understand her problems, it was important that Ms.

Gray understand that therapy would involve not just his listening,

but the two of them working together to understand, evaluate, and

change the thoughts, emotions, and behaviors she had.

Several features of the structure of cognitive therapy treatment

facilitate the development of an active and collaborative

relationship. These include the empathic stance of the therapist,

the structuring of sessions, and the mandate to provide as much

information as possible to the patientâ€”about his or her illness, the

conceptualization of his or her current problems, and the treatment

itself. The therapist can educate the patient directly, and print

material and Web sites can augment this education. Therapists can

increase collaboration with the patient by explaining the rationale

for interventions in a detailed way. A common misconception is that

cognitive therapy is one size fits all; that is, that treatment

proceeds by a formula without considering the individual needs of

the patient. Treatment, and the therapist's approach to the patient,

is tailored specifically to provide efficient and effective symptom

relief and problem solving.

An open, warm, and active stance is optimal for the cognitive

behavioral therapist. The beginning therapist should be well

grounded in basic relationship skills common to all good



psychotherapyâ€”warmth, genuineness, empathy, professionalism,

and active listening. He or she must be skilled at setting limits and

maintaining boundaries in treatment. The therapist must make

certain that rapport with the patient is strong and he or she must

consistently attend to the therapeutic alliance. He or she must be

particularly flexible when working with personality-disordered

patients. An important fact for the therapist to remember when
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working with patients who have personality disorders and assessing

the strength of the alliance is that the patient may be missing

fundamental adaptive relationship skills that need to be identified

by the therapist as an important goal to learn in treatment.

MS. GRAY came to session complaining about a teacher at

school who was â€œunfair and hateful.â€• The therapist

determined that the problem Ms. Gray had in class was that

she often did not understand what the teacher meant when she

assigned homework. For example, when the teacher asked the

class to bring in a summary of the text, Ms. Gray would bring in a

one- or two-line paper and be graded poorly. Ms. Gray had never

asked the teacher for extra time or to explain what she meant by

the assignment. She would be furious about the grades she

received and would see the teacher as â€œbad and unfair.â€•

When the therapist asked Ms. Gray if she had ever considered

asking the teacher to explain assignments further, she said,

â€œNo.â€• Furthermore, when the therapist had Ms. Gray engage

in a role-play where he was the teacher, Ms. Gray had no capacity

to ask in a direct, clear, and assertive way for what her

responsibility was for homework. The therapist switched roles,

modeled being more assertive for Ms. Gray, and then asked her to

practice this type of communication. Furthermore, the therapist

asked Ms. Gray to specifically inform him if she didn't understand

something in therapy and asked her at each session for feedback or

questions about her understanding of the session. In this way, Ms.

Gray got to practice being more assertive in a less threatening

situation.

Cognitive therapists must be flexible and goal oriented. Striking the

right balance of activity and listening is often difficult for novice

therapistsâ€”particularly when they believe that what therapists do

that is helpful is to listen and to allow patients to vent. The right



balance of questions and therapist feedback reinforces an increase

in the patient's activity and furthers participation in a collaborative

relationship. Support in cognitive therapy comes from the fact that

the therapist and patient work together to help solve the patient's

problems, not just talk about them. Good therapists validate the

patient's difficulties and help to make sense of them. Throughout,

the therapist must be aware of the reactions that the patient is

having to therapy. The therapist obtains direct verbal feedback

about the session and is sensitive to patients' verbal and nonverbal

responses within the session. This feedback informs the therapist

about modifications and interventions necessary to ensure that the

patient remains an engaged and active participant.
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After the first several sessions, MR. WHITE came to

therapy and said little. The therapist noted that he had been

more depressed that week and that his Beck Depression

Inventory (BDI) scores had increased. She became much more

active in helping him to problem solve about a difficult work

situation, as well as reassuring him that mood fluctuations were

common during the first part of treatment for depression. Mr.

White then told his therapist that his most significant fear was that

â€œtherapy wouldn't work.â€• The therapist calmly asked him if

he had any evidence that that would be the case, and he said,

â€œIt just seemed hopeless.â€• The therapist explained to him

that hopelessness was a common feeling in depression, and that

there was good evidence that depressions like his responded well to

cognitive therapy. She also told him that other options existed (like

medication) to treat his depression if therapy did not work, and

that together they would monitor his symptoms and decide what

was needed. She asked Mr. White if he was willing to do an activity

schedule as an experiment and increase his pleasurable activities in

the next week to see if he would feel better. He agreed to try this.

His mood improved, and therapy continued.

Treatment begins with establishing the relationship and educating

the patient. In the first several sessions after assessment, the

therapist presents a conceptual model to the patient about how he

or she understands the patient's problems. This serves several

purposes: it begins to educate the patient about the cognitive

model; it starts the process of translating practical problems into



psychological ones; and it strengthens the therapeutic alliance by

helping the patient feel less alone and more understood by a

genuinely concerned person who has a new view of how these

problems came to be. The therapist explains the nature of cognitive

therapy itself during many of the early sessions. An open discussion

about what the patient expected treatment to be like and how he

or she expected his or her problems to be solved can facilitate this

process. A discussion about the nature of therapy is important

because it allows the therapist to set the stage for the type of

relationship that is optimal and for the active approach that the

patient must take to observe his or her thoughts and behavior and

solve problems. The patient's expectations also teach the therapist

about what the patient knows about cognitive therapy and can

provide information about how demoralized he or she is from

contending with his or her difficulties.
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The therapist consistently works in therapy to elicit and provide

feedback to the patient. The therapist and patient monitor progress

toward reaching attainable goals. Feedback and assessing the

progress of therapy is a critical part of the therapist's role. It is

especially important for the therapist to actively elicit negative

feedback about the therapist or his or her interventions, and to

make certain the patient has a clear understanding about the

treatment. Patients do not readily engage in activities they do not

see as helpful, so obtaining feedback may increase homework

compliance and deepen the alliance.

MS. GRAY had not completed an activity schedule assigned

by the therapist. On three occasions, she told the therapist

that the assignment â€œwas too hard.â€• The therapist

asked Ms. Gray to complete it with him in the session. When they

began this process, Ms. Gray became furious, saying that the

therapist â€œjust wanted to make her look stupid.â€• She also

accused the therapist of being incompetent, since no other

therapist had ever required her to do homework, and she believed

that the therapist should â€œcureâ€• her by having her

â€œventâ€• in the session. The therapist patiently explained the

rationale for homework and asked Ms. Gray if her other therapy

sessions had helped her. When she said, â€œnot much,â€• he

asked if she would consider doing homework as an experiment and



she grudgingly agreed.

Cognitive therapists understand that most humans want to appear

compliant. People commonly wish to appear as though they

comprehend something that is being said, even when they don't.

This process occurs even more often in situations where the role

expectations are unequalâ€”as in the relationship between

therapist and patient. The stance of the therapist, therefore, is one

that includes asking about problems with adherence (rather than

about whether the patient has been adherent to a treatment

regimen) and asking the patient to explain his or her understanding

of a concept in his or her own words. Furthermore, the therapist

can accept some responsibility for therapeutic tasks that do not go

well; for example, if a patient does not complete a homework

assignment, the therapist might evaluate with the patient whether

his or her explanation of the assignment was appropriate. Since

anxiety and depression frequently interfere with learning the

therapist cannot be certain if his or
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her instructions and explanations have been understood without

getting feedback from the patient. Summarizing, or having the

patient summarize, the main points discovered or taught within a

session is a routine part of the session. Summaries and feedback

increase the level of trust and understanding in the relationship.

Finally, feedback that the patient gives to the therapist provides

information about the patient's rules and beliefs about other people

(the therapist) and further helps the therapist conceptualize the

patient.

After MS. GREEN'S second therapy session, the therapist

asked her how she felt about the session and what she had

learned. Ms. Green said that she felt terrible, but that it

â€œwasn't the therapist's fault.â€• He asked her what thoughts

she had when she felt terrible. Ms. Green said, â€œI'm sure you

know how stupid I am.â€• The therapist explained that it was

common for people to feel vulnerable and exposed when they first

began to talk about themselves in therapy. He noted in his own

mind that Ms. Green might be prone to feeling â€œstupidâ€•

when she talked about herself.

Despite the open and collaborative stance of the therapist, there

may be instances when the patient misperceives the therapist



consistent with his or her misperceptions of other people. Cognitive

therapists call this transference. It is addressed directly by the

therapist when the patient's view of the therapist interferes with

treatment. Generally, transference is not addressed when the

therapeutic alliance is strong and the patient's thoughts about the

therapist are not interfering with the progress of treatment. If the

patient has the expectation that the therapist is a professional who

is interested in and capable of being helpful, the relationship will

usually unfold with ease. Unfortunately, many people come to

therapy with different beliefs and expectations about care

providers. These beliefs can originate in beliefs about psychiatry

and psychotherapy (sometimes stemming from prior treatment

failures), from ideas about the meaning of mental illness, or from

early experiences and subsequent expectations about care-taking

figures. Some patients may experience the structure of the

cognitive therapy treatment session as too rigid and depriving.
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When a negative transference exists the therapist can directly

discuss with the patient how overgeneralization of the patient's

past experience may have led to the development of an inaccurate

view of the therapist and treatment. Socratic questioning and

examining evidence about the therapist and his or her behavior can

be used to help the patient to recognize distortions in his or her

thinking. Negative transference is extremely valuable information

to the therapist. It provides direct access to patients' beliefs about

other people and can be a source of direct and significant learning.

MR. WHITE came to his therapy session 20 minutes late.

He was visibly irritated and not forthcoming about what he

wanted to discuss on the agenda. The therapist asked about

his homework assignment and Mr. White snapped that he found it

â€œimpossible.â€• Further inquiry into his automatic thoughts

about not completing his homework revealed that he was unable to

understand the assignment and was convinced that the therapist

would criticize him for this. Mr. White said he felt extremely angry

because he was paying for therapy and did not want to pay

someone to criticize him. The therapist tabled other agenda items

in order to repair this breech of the therapeutic relationship.

Together, she and Mr. White looked at the evidence he had to

believe that the therapist would criticize him. They conceptualized



this belief as typical of his expectations of other people, and

understood it in view of what he learned from his mother's

behavior. The therapist would, in later sessions, look at the

consequences of Mr. White's overgeneralization about other people

being critical of him, and the behavior and affects that followed this

belief. She also kept in mind the possibility that Mr. White could

overuse irritability as a defensive strategy to compensate when he

felt that someone was being critical of him and made note of this in

her conceptualization.

Emotions that are generated in therapy and the nature of the

therapeutic relationship in itself can activate maladaptive beliefs in

patients. This can be positive for patient change; Beck, et al.

(1979) recognized that the therapist would have maximal impact

when he or she works with a cognition associated with a substantial

amount of emotion (so-named â€œhot cognitionsâ€•). When

these highly charged cognitions occur about the therapist, it is a

tremendous opportunity to affect change. Therapists must take

advantage of these opportunities to step back with the patient and

understand the situation in a wider contextâ€”considering the facts

about
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the situation and the origins of these distorted ideas. Clues that

maladaptive beliefs may have been generated in session include

strong emotion, anxiety, nonverbal communication, not staying on

a topic, not working with the therapist to problem solve, and

procedural resistance (see Chapter 7).

MS. GREEN was prone to lengthy silences during the first

weeks of therapy. She was visibly uncomfortable during

these silent periods. The therapist made many empathic and

validating statements, instructed her about the tasks of therapy,

and asked for feedback about the sessions. This was not helpful.

Finally the therapist asked directly what was going on in her mind

during the silences in therapy. Ms. Green said she was worrying,

and specifically that she would say the â€œwrong thingâ€• to the

therapist. The therapist used Socratic questioning and determined

that Ms. Green used worry to avoid the feeling of anxiety that she

experienced when she talked about herself with another person.

The therapist asked her what danger there would be in talking

about herself, and she said, â€œIf I let someone get close to me



they'll hurt me.â€• The therapist began to develop the hypothesis

that Ms. Green had core beliefs that included helplessness and

vulnerability. Ms. Green and the therapist agreed that the pattern

that she had of not letting people get close to her was one that

would be useful to change. Ms. Green was assigned the task of

gradually increasing self-revealing statements in therapy and

examining her automatic thoughts and the therapist's behavior in

response to these revelations. She was instructed to identify

increases in worry about saying the wrong thing as a signal that

she was anxious about the therapist getting too close. Eventually,

she and the therapist were able to understand this reaction as

being linked to her prior history of sexual abuse.

MS. GRAY and her therapist discussed the problems that

she was having getting along with her roommates.

Specifically, she would become enraged whenever they did

not do things that she thought they should doâ€”like include her in

their social plans or check in with her when they were going to the

store to ask if she needed anything. Ms. Gray shut herself in her

bedroom with the music turned up and the lights off when she was

enraged. She felt worthless and unloved. On occasion, she would

cut herself, particularly if no one came to check on her. Ms. Gray's

therapist role-played the situation with Ms. Gray to help her

understand the point of view of her roommates; they certainly

couldn't read her mind, and they needed more direct

communication from her to interact in a more functional way. Ms.

Gray flew into a rage, yelling at the therapist, â€œNow you are

accusing me of being manipulative just like everyone else

does!â€• She stood up and made for the door. At this point the

therapist stopped her and asked her to sit down so that they could

talk about what happened. The therapist worked to repair the

alliance by calmly and curiously commenting on the sudden change

in Ms. Gray's mood. The therapist said he was not aware how

difficult and painful it was for Ms. Gray to look at this situation

without becoming angry and upset and explained that he thought it

would be helpful to investigate the thoughts she had about him in

talking about the situation.
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Countertransference in cognitive therapy is conceptualized as

automatic thoughts and subsequent emotions that the therapist



has about the patient. These automatic thoughts commonly have

two sources: those that do not have a logical basis and stem from

the therapist's own core beliefs, or those thoughts that stem from

actual problems the therapist is having with the patient that he or

she has failed to solve. The therapist can use his or her own

automatic thought records to help to understand the nature of

these thoughts and to find more rational ways of dealing with the

problem. The therapist can identify what the patient is doing that

poses a problem for the therapist, understand the origin and

functional value of this behavior for the patient, and determine if it

is a problem for the patient in his or her relationship with other

people. It may be then possible to point out to the patient that

there is an advantage to changing this behavior. Alternatively, the

therapist may discover that working with a particular patient has

activated a maladaptive core belief of his or her own and resolve

this appropriately.

MR. WHITE'S therapist, a resident in psychiatry, found that

she was extremely reluctant to confront his not completing

homework. She knew that he avoided assignments in school

because he had a fear of criticism. Despite this, she had the

persistent thought, â€œI must be doing this incorrectly; if I gave

him the right assignment, he'd do the homework.â€• Using a

thought record helped her to understand how her unrealistic

expectations were keeping her from identifying a significant pattern

in the patient, and she became more direct with Mr. White.
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MS. GRAY was calling her therapist two or three times daily

at the start of treatment. The precipitant for each of these

calls was that she had become angry or anxious and wanted

to cut or hurt herself. These calls could occur at any time of the

day or night. The therapist told Ms. Gray in the first session that it

was unacceptable to him that she hurt herself in any way and that

if she felt the need to do so she should call. After 2 weeks of

telephone calls, the therapist hung the telephone up at 3 A.M. and

thought, â€œI need to transfer this patient; I can't be helpful to

her; she's a borderline.â€• In the clearer light of morning, the

therapist realized that what he needed to do was praise Ms. Gray

for not hurting herself and for using him as a resource. He needed

to discuss with Ms. Gray that the frequency of her telephone calls



was not allowing him to do his best work with her. Together, they

would need to find a way for her to use other resources and to

solve the problem of her need to speak to someone urgently in a

way that would allow him to work with other patients, get adequate

rest, and allow her to get the support she needed.

Evaluating the accuracy of case conceptualization for what is

missing or what has been incompletely understood is also a helpful

way to work to understand the patient and one's own response.

Therapists can often gain further insight by obtaining supervision or

consultation with a skilled colleague. If the therapist has

dysfunctional thoughts about patients because of limited

experience with a particular disorder or a failure to adequately set

limits consultation can be particularly helpful.

Learning Points

The relationship between the patient and therapist in cognitive

therapy is one that encourages the collaboration of two

investigators working together to evaluate data. Trust and

empathy are essential.

The therapist must attend to educating the patient, providing

feedback and summaries, and seeking feedback from the

patientâ€”both obvious and subtle.

Transference and countertransference in cognitive therapy are

considered the automatic thoughts that the patient has about

the therapist, or the therapist about the patient, that need to

be examined and corrected if they are not consistent with the

goals of treatment.
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Tools of Treatment

Learning Objectives

The reader will be able to:

Learn the therapeutic approaches to evaluating automatic thoughts and

problem solving.

Define guided discovery.

Employ behavioral methods to help patients.

Cognitive therapy is fundamentally problem-solving therapy. The therapist

helps the patient to specify problems that are interfering with his or her life

and forms hypotheses as to why the patient is not solving these problems on

his or her own. The deficits patients have are generally a combination of skill

deficits and motivational deficits. When problems are complex, the therapist

must work to determine what the patient needs to change first to effectively

move forward. Patients with personality disorders may appear to have far

more skills than they actually do; when, in fact, they are looking to the

interpersonal environment to provide them with cues as to how to behave.

Relationships can also interfere with patients using skills that they have by

punishing or not reinforcing effective and adaptive behavior.

MS. GREEN comes to her therapy session and is visibly upset. Her

homework assignment had been to spend an hour each day practicing

controlled breathing and relaxation. Each time she started a practice

session, her husband would knock at the bedroom door to tell her that one of

her daughters was calling or to ask her to help him to find something in the



house. Ms. Green was at a loss as to how to handle this problem. The

therapist had her role-play the situation with her husband. She was unable to

assertively ask him to stop interrupting her in the role play. She told the

therapist that she never asked for any privacy at home.
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Here we have an example of a skill deficitâ€”namely, a lack of knowledge as

to how to behave in an assertive wayâ€”that would contribute to Ms. Green's

problems. Her family has a long history of interacting with her in a way that

makes her the caretaker in every interaction and reinforces her pattern of

being nonassertive. Her husband is accustomed to her availability at any

given moment, and his response to her need for privacy and time for herself

may be to sabotage her efforts, whether he is aware of this or not.

MS. GRAY'S mother called her to â€œcheck inâ€• nearly every day.

Ms. Gray liked talking to her motherâ€”she felt â€œconnectedâ€• and

enjoyed the contact. Whenever Ms. Gray was feeling better and not

having difficulty with getting along with other people or with feeling suicidal,

her mother stopped calling. Ms. Gray would often be anxious that her mother

was mad at her and begin to feel worse.

This example shows how interpersonal behavior can reinforce less skillful and

maladaptive behavior in the patient and result in motivational deficits toward

implementing more skilled and functional behaviors. Ms. Gray's mother

inadvertently selectively attends to Ms. Gray feeling suicidal or having

interpersonal difficulty, and withdraws reinforcement when Ms. Gray is

behaving in a more skillful way. This pattern often happens with patients who

have chronic interpersonal disturbances. Patients with borderline personality,

for example, are often only attended to by the mental health system after

extreme behavior (suicide attempts) and not when they are attempting to call

or get help at other times. Motivational deficits can also occur because of the

specific effects of psychopathology; if you are depressed, and the depression

has made you think that things are hopeless, you will not try as hard to alter

your situation. Beliefs about change can also alter the potential to be

motivated to try new things; if you have a basic belief that â€œpeople never

change,â€• or â€œchange is dangerous,â€• your capacity to try things

differently will be limited.
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The therapist, in collaboration with the patient, defines what existing

problems require solutions. This process begins by setting goals with the

patient at the start of treatment. These goals should be as specific and



measurable as possible and put in behavioral terms. When a patient is

particularly hopeless, the therapist may need to work at generating a partial

list of goals by using Socratic questioning (e.g., asking the patient how he or

she spent time before having the problems that he or she is having now;

asking what the patient would be accomplishing if he or she was feeling like

himself or herself). The therapist must carefully evaluate the goals that the

patient defines, often by breaking them into manageable parts, to make

certain that they are reasonably attainable. The therapist needs to acquire

the skill to determine the difference between practical problems that the

patient has and psychological problems that interfere with the patient's ability

to solve practical matters. This distinction is a vital part of the case

conceptualization and often evolves over several sessions as the therapist

gathers data about the patient. After the list is generated, the therapist

prioritizes the problems and together with the patient starts the process of

problem solving. The patient and therapist should use the goals defined to

guide treatment and evaluate progress.

When MS. GREEN came to treatment and her therapist asked her

what she would like to change in therapy, she said that her goal was

to â€œfeel better.â€• The therapist did not stop there; he asked

specific questions about what feeling better would mean and what Ms. Green

would be doing differently were she to be recovered. Together they generated

a list of goals including having fewer panic attacks, being able to leave the

house alone and to take public transportation, worrying for a shorter time

period during the day, and developing a more assertive and direct method of

communicating with other people. She and her therapist will add to the goal

list as therapy proceeds.

Patients are often unaware of the steps involved in solving a problem, and

even therapists, who may be innately skilled at this process, sometimes do

not think about the mechanisms involved. First, the therapist works with the

patient to generate solutions. Brainstorming, that is, rapidly generating a

series of possible solutions without evaluation or judgment, is a great tool to

use. Brainstorming often empowers patients to be far more creative and

access abilities and solutions they ignore because of automatic thoughts

about performance. The next step is to assess which
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solution is most desirable to try first by evaluating the

advantages/disadvantages of each. The therapist helps the patient to choose

the most workable solution, obtains a commitment, and makes a plan for him

or her to implement that solution. The therapist and patient evaluate the



results. Frequently, living with psychiatric disturbances produces tangible,

resolvable problems that require attention (e.g., at work, in relationships).

The patient's thoughts about these types of problems can reflect an accurate

need for alternative behaviors and solutions. Cognitive therapy does not seek

to put a positive spin on negative eventsâ€”realistic thinking is what is

sought. Accurate empathy about the real problems that confront many

patients is a critical element of nurturing the therapeutic alliance and helping

the patient to be motivated to try new behaviors.

As MS. GREEN became less anxious and more assertive, her conflicts

with her husband became more frequent. He began drinking, a

problem which he had had in the past, but which had been less of an

issue recently. He accused Ms. Green of not taking care of the household

properly and demanded that she pay better attention to him or he would

leave her. Ms. Green's therapist spent time in session empathically discussing

how difficult it must be for Ms. Green to face what she saw as the choice of

contending with this significant rift in her marriage or returning to her

previous style of relating to her husband. Instead of taking an either/or

approach to the problem, the therapist helped her to generate options for

contending with the conflict and to empathize with her husband's point of

view. The therapist helped her to recognize how difficult it is to make a

change of this magnitude, that some of the obstacles she faced were real,

and that she could work to generate solutions.

The most fundamental therapeutic tool employed by cognitive therapists is

the automatic thought record. This basic and valuable resource helps patients

to notice and record the thoughts they have in the presence of strong,

unpleasant affect and guides them to respond to their thinking in more

rational and functional ways. Thought records can make the patient's

emotions understandable because they occur in the context of his or her

thinkingâ€”feelings no longer seem to come out of the blue. The patient

recognizes that he or she is not at the mercy of external events or his or her

emotions. The thought record also can point out the antecedents and

consequences of behavior and can be useful to help the patient control

triggers for more dysfunctional behavior. An example of a dysfunctional

thought record can be found in Figure 5-1.



Figure 5.1 â–ª Dysfunctional Thought Record. Copyright 1995 by Judith

S. Beck, Ph. D. Reprinted with permission from Cognitive Therapy: Basics

and Beyond . New York: The Guilford Press. 1995.
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The therapist teaches the patient to fill out the dysfunctional thought record,

generally during at least two sessions. The skill required to identify and

change automatic thoughts is difficult for many patients, and therapists must

be patient and deliberate in teaching each part of the process. The first task

involves teaching the patient the cognitive model, generally by using an

example from the patient's life in the last week. The therapist and patient

complete the first part of a thought record together in the session so that the

therapist is certain that the patient has the skill. The therapist teaches the

patient to identify automatic thoughts by asking, â€œWhat just went through

your mind?â€• when the patient is describing an emotionally upsetting

situation or when the therapist notes a negative affect in the session.

MS. GREEN and her therapist began the work of understanding how

her thoughts related to her problems. He explained what an automatic

thought isâ€”an image or thought that occurs just outside of

awareness unless one focuses attention on the thought. He explained that

these appraisals of events go on all the time, and that on occasion, they can

be associated with strong emotions and can engender behavioral and



physiological responses. He illustrated this by helping Ms. Green recount a

time when she had a bout of indigestion after a Mexican dinner and thought,

â€œI ate too much spicy food.â€• She had a completely different reaction

than when she had indigestion for which she had no explanation. Her

automatic thought when she had indigestion without having had Mexican food

was, â€œThis could be a sign of something seriousâ€”I could be having a

heart attack.â€• This catastrophic thought produced different emotional and

physiological reactions. The therapist explained the usefulness of evaluating

automatic thoughts for accuracy to Ms. Green. He said that the first step was

to collect her thoughts. He taught Ms. Green to ask herself the question,

â€œWhat just went through my mind?â€• whenever she had a strong

emotion, and to note the situation, her automatic thought, and her emotional

response at that time.

Therapists can use imagery and role-play, as well as to ask the patient

directly, to help the patient to identify automatic thoughts. The patient who is

having trouble identifying automatic thoughts can also become more

proficient if the therapist asks him or her if he or she is thinking something

opposite from the therapist's prediction. For example, if a patient feels sad

when he or she is alone, the therapist might ask, â€œWere you thinking how

good it was to have some privacy?â€•
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Once the patient has grasped the concept that his or her automatic thoughts

in a situation can powerfully influence feelings, physiology, and behavior, the

therapist assigns the patient the first part of the thought record. This means

that the patient will record the triggering event, his or her automatic thought,

and the subsequent emotion and behavior in the next week. The therapist

also instructs the patient to record a measure of the strength of the

emotional response and the strength of his or her belief in the automatic

thought. This becomes important as new, more rational responses are

generated so that the patient and therapist can evaluate the effectiveness of

finding a believable response and whether this response helps the patient to

feel better. An important caution to the patient is to let him or her know that

if he or she feels worse while collecting automatic thoughts throughout the

week that he or she should stop, because it is only the first half of the

procedure. At this time the patient has not yet been taught to respond to

these thoughts, and collecting them can be too painful if the thoughts remain

unaddressed.



The therapist's homework for MR. WHITE was to complete a thought

record. For the first several days, Mr. White wrote down thoughts he

had in response to situations with women and when he felt inadequate

and embarrassed, such as, â€œShe thinks I'm a jerk. She knows I'm never

able to have a decent relationship. Who would want to talk to me?â€• By the

third day, Mr. White skipped his classes and stayed at home to play computer

games. His therapist had not instructed him that he could feel worse just by

collecting these thoughts and that he should stop doing so if he noticed this

pattern.

Many of the current thought record forms employed by cognitive therapists

with their patients include printed questions to help patients (and therapists)

evaluate thoughts for accuracy. These questions are derived from a particular

method of evaluating patients' thoughts called guided discovery. Beck coined

this term in 1979 as a way of using the Socratic method to help patients

recognize distortions in their thinking. This method uses questions to uncover

errors in logic. Beck discovered that this method was much more powerful

than simply correcting or pointing out logical errors to patients. Other people

in the patient's life have generally pointed out his or her logical and
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factual errors, and he or she will discount these alternative explanations. The

process of gathering evidence and developing alternative explanations is one

that the patient must engage in himself or herself to most profoundly affect

dysfunctional thinking. The Socratic method of asking questions about

thoughts and conclusions becomes a tool a patient learns to use outside of

sessions and in the future. Guided discovery uses questioning to help patients

look at alternatives to their thinking and behavior. It widens the patient's

view of consequences of decisions, behaviors, judgments, and problems. It

asks the patient to examine meanings of events and opens up the possibility

of alternatives to the rigid thoughts and beliefs he or she has.

In the second part of teaching patients the automatic thought record, patients

are taught to evaluate the evidence that supports or refutes the automatic

thought and then frame a new thought based on available evidence. The

patient is challenged to look for other potential explanations or possible likely

outcomes of a situation. The new thought the patient develops is evaluated

with respect to its believability and its impact on the patient's mood and

behavior. At times, the patient will test a thought by gathering evidence or by

changing behavior to see what happens. The therapist must complete the

entire thought record with the patient in session to make certain that he or

she understands how to do it. Subsequent homework includes asking the



patient to collect and respond to thoughts and to bring written thought

records to therapy. Homework allows the therapist to further refine the

patient's skill in evaluating automatic thoughts. Thought records allow the

patient and therapist to begin to recognize common themes and uncover

underlying intermediate beliefs and core beliefs, which are then modified.

Writing thoughts down is important because it increases the patient's

objectivity. Patients learn that thoughts do not necessarily equal facts. In the

instance where automatic thoughts are found to be accurate they are

identified as problems to be solved, and those problems subsequently are

worked on in treatment. An alternative approach to accurate automatic

thoughts is to find out what the thought means to the patientâ€”it is often

this personal meaning that requires investigation. When changing distorted

thinking changes emotions and behaviors, patients decrease those activities

that maintain the abnormal emotional state, and improvement in symptoms

occurs.
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MR. WHITE and his therapist reviewed his second automatic thought

record, for which he was assigned to collect thoughts and not respond

to them. Mr. White listed several situations when he was in a social

setting. On each occasion, he wrote down a thought relating to another

person judging him critically. Each time this type of thought occurred, he felt

angry and ashamed and left the situation. He rated these situations with

respect to the emotional intensity that he felt and the percent belief he had in

each thought.

Situation

Automatic

thought Emotion

Rational

response Outcome



In coffee shop,

speak to

waitress

She thinks I'm

stupid. (95%)

Angry

(100%)

 

  Ashamed

(100%)

Out with

friends talking

about movie

They are sick of

my whining.

(90%)

Angry

(100%)

  Ashamed

(100%)

The therapist asked Mr. White several questions about each thought, trying to

establish the accuracy of what happened. In the first instance, Mr. White said

his evidence for the waitress thinking he was stupid was that she didn't seem

to be listening and was distracted when he was talking to her. The therapist

asked about the setting in the coffee shop; Mr. White explained it was a

crowded Saturday afternoon and the waitress was covering a whole section

on her own. The therapist asked if this could have an impact on her

attentiveness. Mr. White agreed that it could. In addition, the therapist

obtained information from Mr. White that this waitress had been quite friendly

to him on other occasions and that this distracted behavior was unusual for

her. Finally, the therapist asked Mr. White how likely it was that his remark to

the waitress would have caused her to think that he was stupid. Mr. White,

after examining the evidence, said he thought this had a less than 30%

probability. The therapist reminded Mr. White that the purpose of the thought

record was to help him to more accurately assess evidence that might be

disregarded by him when he is in a particularly negative mood state, and that

he then might be able to arrive at a new way of considering the situation.

The therapist then asked questions about the second situation to evaluate the

evidence for Mr. White's thought. Each time the therapist examined the

situation, she worked extremely hard to make certain that Mr. White

described the situation as carefully as he could and generated as much

emotion as possible about the thought in the session. The therapist also

worked diligently to find and spend the most time on the thought that made

Mr. White feel the worst. In the second instance he said it was that,

â€œEveryone thinks I'm a loser.â€• After they examined each situation

thoroughly, Mr. White generated a new thought about the situation and rated



his subsequent emotion and belief in the thought. Mr. White began to see

that although he had evaluated what had happened in one particular way,

there were plausible alternative explanations.

Situation

Automatic

thought Emotion

Rational

response Outcome

In coffee

shop,

speak to

waitress

She thinks

I'm stupid.

(95%)

Angry

(100%)

Ashamed

(100%)

Lisa is having a

bad night.

(100%)

She seems too

distracted to

talk. (80%)

She's enjoyed

talking to me

before and

came by to say

hi. (80%)

Neutral.

(100%) I

could have

stayed and

had coffee.

Out with

friends

talking

about

movie

They are sick

of my

whining.

(90%)

Everyone

thinks I'm a

loser,

because I'm

single.

(100%)

Angry

(100%)

Ashamed

(100%)

People often

ask for and

respect my

opinions, even

though I'm

critical of

things. (100%)

Many of my

friends have

called me

more and said

they thought

that I was the

better person

in the

relationship.

(90%)

Embarrassed

about the

breakup, but

okay with

talking about

the movie.

(90%)

Another tool the therapist can use in helping the patient to modify his or her

automatic thoughts is to teach common types of thinking errors. Then

patients can sometimes more easily recognize the errors in logic that are

commonly made by people and modify their own thoughts. An example is



teaching patients the concept of confirmation biasâ€”that is, that people will

pay selective attention to experiences that confirm their beliefs. For example,

if someone has a negative belief about his or her intelligence, he or she will

specifically attend to information confirming his or her stupidity and discount

or not notice information that counters this view. Lists of common thinking

errors are available in many cognitive therapy texts and include mind reading

(â€œShe must think I'm really an idiotâ€•), fortune telling (â€œIf I ask him

to go out with me, I'm sure he'll turn me downâ€•), and catastrophizing

(â€œIf I don't get the promotion I'll just fall apartâ€•). An example of a list

is included in Figure 5-2.

Lists of common thinking errors help the patient to identify biased thinking,

and such lists often help the patient to see that biased thinking is a universal

experience and not unique to mental illness. Once patients identify errors in

their logical thinking they can then begin the process of seeking evidence and

formulating rational alternatives.

After obtaining good results in relieving the patient's symptoms by modifying

his or her automatic responses, the therapist and patient begin to uncover

and evaluate the intermediate beliefs and central themes that govern the

patient's behavior and form the foundation of his or her perceptions.

Intermediate beliefs are frequently found in the form of rules that people

develop to cope with core beliefs and that form expectations about others and

themselves in the world. Intermediate beliefs are frequently influenced by

culture. For example, children raised by immigrant parents in our culture are

often imbued with beliefs about educational achievement and success

equating to self-worth. Frequently, patients can test these rules by

performing behavioral experiments. Therapists can maximize the curiosity the

patient has about whether a rule is actually accurate by formulating the rule

as an â€œIfâ€¦, thenâ€¦â€• statement. For example, â€œIf I don't have a

man, then I will never be happy; If I'm not rich and successful, then I've

failed completely.â€• Most dysfunctional intermediate beliefs are absolute

and judgmental. The patient experiences these beliefs as true and

unalterable. Therapists must skillfully identify and articulate
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these underlying rules by looking for patterns in the patient's dysfunctional

thinking and behavior and then testing hypotheses with the patient. The

process of uncovering intermediate beliefs is a wonderful model for the

patient of the therapist as a co-investigator. The process teaches patients

that the set of personal meanings that they have developed are ideas, not



absolutes, and these constructs can be identified and modified.



Figure 5.2 â–ª Thinking Errors. Adapted with permission from Aaron T.

Beck, M.D., by Judith S. Beck, Ph.D. Reprinted with permission from

Cognitive Therapy: Basics and Beyond . New York: The Guilford Press.

1995.

MS. GREEN and her therapist quickly determined that she had several

rules about the need to do things perfectly. One of them was â€œIf I

don't do something perfectly, then I'm not trying hard enough.â€•

Ms. Green and her therapist examined this rule from a number of new

perspectives. First, they named it as a rule she had, and not a fact. Then the

therapist asked if Ms. Green thought that everyone should do things

perfectly, and if they didn't, whether it was true that they were not trying

hard enough. Ms. Green easily thought of a number of times when her friends

or family had done their best and did not do a perfect job. The therapist and

Ms. Green talked about whether Ms. Green thought that it was reasonable

that she should have rules that applied exclusively to her. Ms. Green agreed

that this was not reasonable, even if it felt to her that it should be. Finally,

the therapist looked with Ms. Green at the advantages and disadvantages of

having this rule. Ms. Green made the following chart:

Advantages Disadvantages

This rule will keep me trying

to do my best job.

This rule makes me take longer than I

need to on many trivial projects.

This rule causes me anxiety and stress.

This rule may not improve my

performance.

This rule may keep me from trying new

things.

After evaluating the rule in this way, Ms. Green decided to try and work to

relinquish it by doing some of the things she generally tried to do perfectly in

an â€œokayâ€• way to see what happened. She and her therapist planned

that she would leave one job undone in the house and evaluate what

happened, and that she would cook â€œaverage-qualityâ€• meals during the

week. After a week, Ms. Green reported that no one in her family noticed this

change and that she felt less resentful and happier.
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Core beliefs are more difficult to modify than automatic thoughts and



intermediate beliefs. Changing core beliefs involves a longer period of

evidence gathering and gradual reinforcing of new beliefs. Therapists must

first introduce the concept of what a core belief is and begin to work on

changing core beliefs only when the patient fully understands the cognitive

model and is able to modify his or her automatic thoughts. Often the patient's

core beliefs are obtained by using the downward arrow technique described

by Burns (1989). This is a process by which the therapist uses the patient's

automatic thought as a starting point and asks the patient what it would

mean if the thought was true rather than looking for

confirmatory/disconfirmatory evidence. At each juncture the therapist

inquires, â€œAnd what would it mean if ____ were true about you?â€• until

the patient arrives at the most basic belief about himself or herself or the

situation. This process leads the therapist to understand the more personal

meanings a thought might have for the patient. The patient and therapist

collaborate and agree on a hypothesis that accounts for the content and

formation of the patient's core belief. Patients are taught that these beliefs

are ideas that may feel true, but may not actually be true, and that when

these beliefs function to process information and alter behavior they appear

to be accurate reflections of reality. Core beliefs that most people have are

generally positive; those that are negative are frequently activated by

particular situations or mood states, and subsequently begin to function to

process information and affect behavior. An exception is in personality

disorders, when patients have fairly fixed negative core beliefs regarding

themselves, other people, or the world. Individuals with personality disorders

will often present core beliefs as their automatic thoughts and may need to

work on these beliefs earlier in treatment once the lengthy process of

establishing the therapeutic relationship is completed (see Chapter 11).

Therapists may need to supply new alternative beliefs to patients who have

personality disorders, because their developmental experiences and

subsequent life may not have provided them with more functional ways to

think about themselves or other people.

Each time MS. GRAY attempted to do a thought record, her automatic

thought was â€œI'm badâ€• or â€œI'm worthless,â€• regardless of

the situation. Her emotional response to this thought was generally

sadness, although her behavior in response to this varied. She isolated

herself, had fights with other people, cut herself, drank, and thought about

taking overdoses of medication. Since her therapist was confident about their

working relationship and Ms. Gray had largely stopped acting on her impulses

to hurt herself, he decided to work on this belief. Her therapist explained that

he thought she had a strong enduring idea about herselfâ€”that she was bad



and worthless. Furthermore, he told her that when things triggered her to

have that idea, which happened frequently, she felt horrible and often did

things that hurt her or damaged her relationships. Ms. Gray agreed that this

happened, but said that her being â€œbadâ€• wasn't an idea; it was the

truth. Her therapist asked her to consider two possibilities, either that she a)

was completely bad and worthless or b) believed that she was bad and

worthless and therefore acted in ways that were harmful to her and often

â€œprovedâ€• her badness. He wondered if Ms. Gray could see that it might

be useful and more accurate to think about herself in a different way. She

agreed that it would, but saw it as impossible. The therapist asked her what

might be an alternative way of thinking of herself. Ms. Gray drew a blank.

The therapist asked her what she thought she would tell a friend who

believed as she did. Ms. Gray still drew a blank. The therapist asked her if she

might consider the belief that she had both bad and good attributes, but

sometimes she thought that she was bad and worthless. Ms. Gray said that

she could not believe that was accurate, but she was able to see it might be a

useful way to think about herself and that it could lead her to behave less

destructively. The therapist said it would make sense to determine if there

was any evidence that this alternative belief was true. He asked Ms. Gray to

make a list of qualities that she thought were good ones for a person to have

and qualities that she thought were bad ones. They began by having her

observe other people, then adding to and refining the lists. Together they

made a list of Ms. Gray's attributes and compared the two lists. She found

she had some good attributes and some bad ones. She was instructed to

gather evidence over time about the accuracy and inaccuracy of the new

belief. This evidence gathering caused her to gradually see herself as less

â€œbad.â€• However, at first, Ms. Gray was easily prone to return to her

basic belief of herself as bad and worthless.
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A means to help the patient evaluate and modify core beliefs is asking

whether the belief can be supported by examining evidence for it over the

patient's lifetime. This cognitive continuum can help a patient to formulate a

different self-concept. Patients can also weaken the strength of beliefs by

defining the meaning of terms; for example, if a patient sees himself or

herself as a completely â€œbad and evilâ€• person, finding historical

correlations of individuals he or she would see as â€œbad and evilâ€• and

comparing himself or herself to those individuals can weaken his or her belief.
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MS. GRAY and her therapist began to tackle her belief that she was

â€œcompletely worthless.â€• Her therapist asked her to define a

completely worthwhile person and she developed the following list:

Lives on her own.

Has good relationships.

Has a good job.

Doesn't need medicine.

Everyone likes her.

Helps other people.

Before her therapist asked her to look at what a completely worthless person

was like, he asked her about the criteria. For example, he asked her if she

knew of anyone who lived with her parents or with roommates. And she said,

â€œSure, Kate.â€• And he asked her, â€œDo you think of Kate as being less

than completely worthwhile?â€• Ms. Gray said, â€œNo.â€• As they went

through the list, she was less and less able to defend many of the criteria of

what made someone worthwhile. Eventually, she came up with:

Tries to do her best.

Is caring toward others.

Tries to find good and steady employment.

Helps other people.

With the definition of worthwhile in hand, Ms. Gray was ready to move on to

define worthless. As she did, her standards of worthless did not hold up as

rational. Finally, with a good definition she was able to rate from 0% to 100%

how she sat on the continuum of worthlessness and found she did not qualify

as completely worthless. She was given an assignment to gather evidence

supporting or refuting her belief of herself as completely worthless using her

new standards.

Once a new belief is generated by the variety of techniques available to the

therapist and patient, the patient is instructed to gather evidence that

disproves or supports the new belief, as well as evidence that counters or

supports the old belief. This period of evidence gathering becomes a long-

term assignment.



After several weeks of successfully using automatic thought records to

modify his thinking, MR. WHITE'S therapist drew his attention to the

fact that many of his thoughts seemed to have a central themeâ€”that

he was worthless, different, and unlovable. The therapist explained the

concept of core beliefs to him and shared her hypothesis with him about how

these ideas may have developed in his case. Mr. White agreed that he had

always thought this was â€œhow it was,â€• and that he thought it would

always be that way. The therapist said that believing these ideas were true

might make Mr. White behave as if they were true and that his behavior

(withdrawal, avoidance, emotional aloofness) could make other people

respond in ways that confirmed his belief. She asked if he would be willing to

test his beliefs over time. He agreed to work with her on a continuum. She

instructed Mr. White that it was important to look for evidence both for and

against the idea that he was totally worthless over his lifetime to see if it was

true.

Evidence for belief, â€œI'm totally worthless.â€•

Age For Against

0â€“5   I was just a baby.

My sisters loved me.

My grandparents were

always happy when I was

around.

5â€“10 Mom yelled at me a lot. Got good grades.

  Never saw dad. Played little league.

Took good care of my dog.

10â€“15 Mom said I'd never do well

with girls.

Mom said she could count on

me.

  Didn't have a lot of friends. Had one good friend in Scouts.

Won math award.

15â€“20 Didn't date until college. Graduated high school.



  FiancÃ©e broke up with me. Got into good college.

Worked every summer.

Lots of people wanted to hire

me.

Had a few good friends.

20â€“25 Not promoted. Good uncle to my nieces and

nephews.

Kept job.

Took care of friend when she

was sick.

25â€“30

30â€“35

35â€“40

40â€“45
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After Mr. White and the therapist completed the continuum he was able to

form a new belief about himself: â€œI've been less successful than I'd like,

but I'm still a good person.â€• Mr. White agreed that working to strengthen

this belief and increasing skills to help him be more successful socially were

good treatment goals. The therapist explained to him that it would be

important to rate the strength of his belief in the new belief they had formed

in a day-to-day way. He gave Mr. White core belief worksheets (illustrated in

Figure 5-3) as useful tools to collect evidence for the core belief over time.

By quantifying the strength of beliefs and emotions throughout treatment,

the patient provides the therapist with data about patient progress. More

importantly, it gives the patient a different perspective about how much

change has occurred and increases the accuracy of his or her predictions.

Patients notice that the convictions they hold about themselves vary in

intensity from day to day and situation to situationâ€”this can weaken these

â€œabsolutesâ€• in their thinking. Finally, by asking the patient to rate on

paper the degree of belief that he or she has in particular thoughts and

beliefs, the therapist further demonstrates to the patient that these are

thoughts and ideas, and not absolute, immutable facts.

Various techniques exist to modify core beliefs, and therapists select what

they believe is a good fit for a particular patient. Patients with deprived or

traumatic childhood experiences or patients with Axis II disorders often



benefit from using role play and imagery to restructure basic ideas they have

about themselves. This change procedure needs to be done with

thoughtfulness and sensitivity, and therapists benefit from reading and

focused practice about the technique (Beck, 1995; Young, Klosko, &

Weishaar, 2003).

Core belief work takes longer to accomplish than teaching patients to skillfully

change their automatic thoughts. Patients should be assured that it is normal

for it to take some time to modify these long believed ideas. It is helpful for

the therapist to explain that certain situations may be more prone to activate

what remains of a core belief and that the patient may have the opportunity

to work again to modify what remains of the belief in the future.

Since symptom relief is a fundamental goal of treatment, the

â€œbehaviorâ€• in cognitive behavioral therapy is important. One

theoretical basis of the treatment procedures of depression in cognitive

therapy comes from Lewinsohn's (1974, 1975) theory stating that social

learning and positive reinforcement are factors
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in the initiation and maintenance of depressive states. His theory states that

depression occurs in patients because they experience a decrease in overall

reinforcement from the external worldâ€”due to a decrease in positive

reinforcement and/or an increase in negative reinforcement. Depression is

conceptualized in this paradigm as a vicious cycle of the patient's gradual

withdrawal from positive activity and an exponential loss of positive input.

Thus, the therapist needs to work aggressively to increase the depressed

patient's engagement in reinforcing activities and social interactions.



Figure 5.3 â–ª Sally's Core Belief Worksheet. Copyright 1993 by Judith

S. Beck, Ph. D. Reprinted with permission from Cognitive Therapy: Basics

and Beyond . New York:The Guilford Press. 1995.

Behavioral strategies employed in cognitive therapy are derived from

Lewinsohn's (1974, 1975) model of the psychopathology of depression and



employed in a flexible way. These strategies are tailored to the specific

patient and used as a way to engage the patient, provide symptom relief, and

obtain relevant data for the therapeutic process.

The first, activity scheduling and monitoring, can be a powerful tool to use for

patients with a variety of disorders. This assignment teaches patients to

monitor themselves. The patient is instructed, at minimum, to record his or

her activities each hour over a period of days. This recording is done

contemporaneously to avoid the distortions that occur because of mood

symptoms and faulty memory. The activity schedule can be used flexibly by

the clinician and patient to monitor activities (to correct distortions about how

a patient thinks he or she is spending time and to rate those activities

associated with mastery and pleasure), to schedule pleasant or productive

activities (particularly in depressed patients who are doing far fewer of them,

or who do not remember what pleasurable events they did in the past), and

to identify activities that are associated with strongly positive or negative

affect. It provides data to the patient and the therapist about how the patient

is functioning. Activity scheduling can be used to plan behavioral assignments

and record their results. Activity scheduling removes the need for a

depressed patient to decide what to doâ€”he or she is already assigned which

activities to try. It gives the patient control over his or her time, recognizes

the efforts he or she is making to accomplish things, and records his or her

actual accomplishments. It can be a powerful adjunct to use for patients who

are in medication management treatment; patients can record side effects,

activities, and changes in symptoms. This relatively simple intervention can

powerfully link depressive symptoms to a lack of
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purposeful and positive behavior, setting the stage for problem solving.

MR. WHITE and his therapist agreed that his tendency to isolate

himself and his lack of pleasurable activities were problems that he

needed to address. He had the belief that â€œif he wasn't with his

girlfriend, he wouldn't have any fun.â€• The therapist and Mr. White made a

rating scale of pleasurable events from 1 to 10 that he could use as a

benchmark to rate events during the week. She also worked with him to plan

three activities to try during the week and asked him to predict how much

pleasure he would take in themâ€”they included playing basketball, going to

the movies, and seeing a friend for breakfast. He predicted that he would rate

each of these activities as a 2 or 3. She asked him to rate these and any

other pleasurable activities that he engaged in during the week, to see if he

noticed any other fun activities. He predicted that there would be no fun



experiences. Mr. White brought his homework to the next session. He was

surprised to find that he rated basketball and seeing his friend for breakfast

as a 6 and 7, respectively. He rated the movie as a 0, and found five other

activities during the week that he felt rated a 5 or 6. He and the therapist

analyzed the situation and what it meant about his prior belief. Mr. White said

that it was possible for him to enjoy some things more than he had thought,

that it improved his mood to do enjoyable things, and that possibly he would

not enjoy movies without his girlfriend. This session set the stage for his

continuing to engage in more rewarding activities.

Skill deficits are conceptualized in cognitive therapy as potential contributors

to depression; for example, if one cannot manage interpersonal relationships,

one loses an important opportunity to be reinforced in a positive way. A

significant contribution by Beck and others to this paradigm is the idea that,

in addition to the decrease in positive reinforcement, the depressed patient

further compounds his or her symptoms by the cognitive appraisals and faulty

conclusions he or she draws from this lack of positive reinforcement. For

example, depressed patients who are doing less and less may conclude that

they are helpless. When the therapist helps the patient to change behavior, it

provides direct evidence that these cognitive appraisals are incorrect. The

patient then has a powerful example of how inaccuracies in his or her thinking

led to dysfunctional emotions and behavioral responses. Treatment proceeds

in both a cognitive and behavioral way in correcting this problem.
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MR. WHITE brought in his first activity schedule. He had not enjoyed

any activities in the week he recorded and had spent most of his time

alone at home watching television and playing computer games. He

was certain that he didn't have the energy to do anything else and that if he

tried, he would feel even worse. The therapist asked him how he spent his

time on weekends before he got depressed and found out that he enjoyed

playing pick-up basketball at the neighborhood recreation center. They

contracted for him to go and try this for 20 minutes on Saturday, with the

understanding that if he felt worse, he could leave and spend the rest of the

day indoors. The therapist carefully obtained his commitment to try this

experiment to test out his belief that he would feel worse. The result was that

he spent an hour playing basketball, talked to a few acquaintances, felt much

better, and agreed to go back the next week. Mr. White and his therapist

discussed how his predictions here were inaccurate and likely reflected his

negative bias. He agreed to continue to test other negative predictions he

made.



Compensatory strategies that patients develop to cope with negative core

beliefs also lead to the development of skill deficits and ineffective coping.

Cognitive therapists identify and remedy ineffective coping strategies. For

example, patients who overuse avoidance and passivity are likely to cope

poorly with adversity and will adapt better if they use relationships and

problem solving to cope with stressful life events.

When MS. GRAY first came to therapy, one of the first problems that

she and her therapist tackled was her predisposition to fly into a rage

whenever she felt ashamed, humiliated, or upset. This would lead to

her cutting herself, having physical fights with people, or acting in ways that

were self-destructive to her at work or school. Ms. Gray's therapist asked her

why she behaved in ways that were so damaging to her at these times and

she said, â€œI just can't stand how I feel then. It's like I'll explode if I just

don't do something.â€• Her therapist identified two problemsâ€”first, that

she believed that she would be damaged by intense feelings (and this was a

belief/idea she had, not necessarily true), and second, that she was

vulnerable to excess emotions and needed to find some different ways to

manage her intense feelings. Ms. Gray looked puzzled. What became clear to

her and to her therapist was that she had never considered, nor been taught,

possible ways to help calm herself down when she was upset, but she thought

of herself as â€œbad and evilâ€• whenever she had feelings of anger or

sadness.
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Behavioral interventions can involve correcting particular skill deficits when

the therapist determines that they contribute to the lack of positive

reinforcement in the patient's life. The therapist can look at the problem list,

the patient's behavior in sessions, and the patient's developmental history for

clues as to what skill deficiencies may be present. Parenting, managing

emotional states, assertiveness, social skills, time management, and problem

solving are all behaviors that are important to assess. Increasing social

effectiveness can be a critical component of treatment to reduce depression.

If patients have never developed skills that allow them to feel socially

competent, teaching them can be extremely helpful to ameliorate the current

episode of depression, to subsequently correct distorted thinking, and to

prevent future episodes. In Axis II disorders, skill deficits can be especially

prominent because of the chronic and pervasive nature of these problems.

Many Axis II disorders are associated with early psychologically depriving

environments with faulty modeling of healthy psychological skills.



MS. GRAY and her therapist spent several sessions working on

helping her to regulate her emotions. They established that her being

vulnerable to her emotional state was a problem that led to many

behaviors that were destructive to her. She clearly had been raised to think

of any emotional display as shameful and weak, and she had never had

anyone to teach her to identify emotions or how to deal with her feelings.

First her therapist gave her several handouts about what increases a person's

vulnerability to emotion so that Ms. Gray could be aware of potentially

dangerous situations and do things to reduce her vulnerability. Following that,

they began a series of exercises to help Ms. Gray label emotions correctly.

The therapist developed a series of coping cards with her that would help her

in situations when she felt overwhelmed by her feelings. They returned to this

theme and reinforced these skills many times during the initial phase of

therapy.

MS. GREEN had an extremely difficult time saying â€œnoâ€• to

doing things that she did not want to do. She had never learned how

to do thisâ€”her own mother had been extremely submissive, and she,

in fact, had been taught that it was her duty to be obedient and nice by

acceding to the demands of other people. She often felt guilty about trying to

avoid things that she didn't want to do without saying directly what it was

that she wanted. She would resent it when family members did not predict

what it was that she needed, even though she did not ask for it directly. Her

therapist pointed out that her lack of direct and assertive communication

made it difficult for her to feel satisfied and for other people to be in

relationships with her. They discussed the reasons that she learned to

communicate in this indirect way. The therapist spent a session with Ms.

Green teaching her more assertive ways to communicate, gave her practice

exercises, and looked at the thoughts that she had about how other people

might relate to her if she could be more direct. Although not every situation

had the outcome she desired, Ms. Green was much more satisfied with her

relationships and how she spent her time as a result of this intervention.
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Finally, cognitive behavioral therapy employs behavioral treatments including

graded task assignment and exposure. In graded task assignment, patients

develop lists of goals that they have not pursued or problems they have not

solved because they have dysfunctional thoughts interfering with these

activities. This avoidance can occur in depression because a patient has

incorrectly predicted that he or she might feel worse by engaging in an

activity. The therapist enlists patients to participate in activities by helping



them define a goal, and then they break the situation into more manageable

parts. Patients learn to develop a plan to solve a problem by doing easier

pieces first. The therapist can also have the patient use cognitive rehearsal to

imagine taking these steps toward a goal and identify and troubleshoot

roadblocks before he or she begins. The therapist assigns tasks to the patient

and evaluates interfering thoughts and beliefs. The patient and therapist

evaluate the patient's efforts, revise the plan as needed, and continue to

work toward the goal.

Exposure can be useful in anxiety disorders, when a patient has developed an

unrealistic fear of a situation. Exposure means helping the patient to endure

progressively longer periods of engaging in feared situationsâ€”sometimes by

first engaging in imaginal exposure. Although more aggressive exposure

treatments have the potential to be more rapidly effective, it is often difficult

to get the patient to cooperate and engage in activities that are so

frightening. Graded exposure allows patients to gradually approach and

engage in activities that they have feared. Relaxation techniques are another

critically important behavioral tool used by
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cognitive therapists to combat agitation and to relieve insomnia. Relaxation

techniques are used to lower overall tension in generalized anxiety disorder

and panic disorder. Specific techniques are required to combat panic disorders

and other anxiety disorders; relaxation alone is ineffective. These techniques

are detailed in Chapter 10.

Behavioral and cognitive homework assignments are a standard part of each

cognitive therapy session. Assignments can include many of the tools

discussed in this chapter, including automatic thought records, activity

scheduling, behavioral experiments, and reading and reviewing the notes

from the previous session. Patients who do homework recover faster and

more completely. Homework ensures that the skills learned in therapy

generalize and that the patient can employ them in his or her natural

environment. The goal of treatment is not to have the patient be a good

patientâ€”it is to make certain that the tools of therapy which have been

useful to the patient become part of the patient's repertoire of coping skills

and responses. The assignments are tailored to the stage of treatment and

level of disorder, and can be cognitive and behavioral. Reinforcing what has

been learned in therapy is a particular goal of homework; patients review

what they learned the previous week, as well as engage in tasks that further

their progress. The therapist must be certain to review homework that has

been assigned and to troubleshoot any difficulties the patient is having in



completing homework. Coping cardsâ€”written cards that respond to a

patient's typical cognitive distortions or that correct behavioral problems with

new learning from therapyâ€”can be effective reminders and reinforce the

therapy process.

MR. WHITE recognized with his therapist's help that when he felt

more depressed, he used the strategy of decreasing his activity to try

and conserve his energy and to not be involved with other people. He

realized that this strategy was ineffective and potentially increased his

symptoms. He made a card with his therapist to help him to remember this:

When I'm feeling depressed I must:

Make certain that I am continuing to do things that I enjoy.

Call a friend to go out once per week.

Continue to exercise at least three times per week.
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MS. GRAY and her therapist made a card for her to use whenever she

felt like cutting herself or overdosing. They did this by identifying all

the activities that Ms. Gray had done in the past to help her get

through difficult times. Ms. Gray agreed to use the card because her goal was

to not hurt herself, and agreed to paste copies on her medicine cabinet,

phone, computer, and in her purse.

When I feel like I want to cut my body or overdose, I will:

Call Miranda.

Call the crisis line.

Call my therapist.

Go for a walk with the dog.

Listen to jazz music.

Take a shower.

Take a nap.

Go to a movie.

If all of these fail, I will go to the ER.



Learning Points

Cognitive therapists use many techniques to help patients to modify

automatic thoughts, intermediate beliefs, and core beliefs.

ehavioral techniques are critical to use to combat inertia and obtain

alternative data through exposure.

Cognitive therapists use techniques flexibly, planning treatment by using

the patient conceptualization and stage of therapy.
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Structure of Sessions

Learning Objectives

The reader will be able to:

Understand the purpose of the structure of treatment sessions

in cognitive behavioral therapy.

Learn the particular elements of a typical session.

Identify situations that would require that the therapist modify

the session structure.

Cognitive behavioral therapy is notorious for being a structured

treatment. I use the term notorious because one of the most

misunderstood features of the treatment is the structureâ€”leading

to the belief that cognitive therapists use a prescribed series of

techniques, have a â€œcookbook formulaâ€• for treatment that

remains the same for each patient, and are inattentive to the

particular needs of individual patients. As with all dysfunctional

automatic thoughts, there are some developmental reasons that

led to this incorrect belief, and hopefully the evidence in this

chapter will correct the misunderstanding.

Cognitive therapy was designed as a psychotherapy that could be

empirically tested. Because it was imperative to test its efficacy,

manuals for the implementation were designed for research

purposes. These manuals made certain that the treatment studied

was cognitive therapy and tested different models for particular



disorders (i.e., eating disorders) where the method
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had not been applied. This method of evaluation was unusual

compared, for example, to evaluation of psychodynamic

psychotherapy, and it has been responsible for some of the

misconception that cognitive therapists have a session-by-session

script that is applied to each patient. Cognitive therapy does

ascribe to the philosophy that it is important to provide patients

with as rapid relief as possible from their symptoms and proceeds

with an imperative to efficiently plan individualized and unique

treatment within and across sessions. Protocols for particular

disorders give the therapist a set of useful tools that can help

patients at a particular stage in treatment. This hardly implies that

the therapist applies the same treatment to each particular patient

and ignores the individual. The overarching goals of treatment are

to understand the patient's individual experience and symptoms

using the cognitive model, to teach the patient to identify and

respond to automatic thoughts and core beliefs, and to translate

nonspecific problems into practical problems that the therapist and

patient can solve. Each patient will have particular stressors that

contribute to the development and maintenance of his or her

problems and specific coping strategies and beliefs that have

produced his or her worldview.

Each individual therapy session in cognitive behavioral therapy has

a particular structure. This structure exists for several reasons. It

makes certain that any change in symptoms or exacerbation of the

disorder is determined at the start of a session so that the therapist

has ample time to respond. The structure increases patient comfort

with the therapy process because it allows patients to know what to

expect in therapy; cognitive therapists do not seek to increase the

anxiety of a patient, they attempt to decrease symptoms as rapidly

as possible. The structure helps to keep the therapist and patient

efficiently focused on solving the patient's problems and furthering

his or her goals. It teaches the patient the model for therapy and

makes it easier for him or her to learn to use it on his or her own.

It provides continuity of learning across sessions and makes certain

that the patient understands the concepts that have been

discussed within the session. It makes certain that the therapist

assigns homework and reviews previous homework. The structure

is often most beneficial in the cases of those patients for whom the



the complexity of the problem is such that you â€œdon't know

where to start.â€•
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MS. GRAY'S therapist was completely overwhelmed during

the first two sessions. Her problems were serious and

causing her enormous distress. She was unable to stay on

one topic and constantly referred to her considerable pain. Ms.

Gray was offended when the therapist suggested that they set an

agenda. When he asked her why, she said that she was certain this

meant that he wouldn't listen to how she felt when she had

problems and she had so many that they would never solve all of

them. The therapist agreed that she had a considerable number of

problems. He asked her if any of her prior therapists ever made

efforts to solve them one at a time. She said no and that in fact

they were sympathetic and let her talk about whatever bothered

her most. The therapist pointed out that, despite this, Ms. Gray's

problems continued to exist, and perhaps a lack of progress was

not because it was hopeless to solve them, but because no one

could do much without â€œa more systematic approach to

them.â€• He asked Ms. Gray if she would be willing to try an

experimentâ€”that they would work together on whatever problem

was bothering her most for a certain time period in the session and

then â€œlet her vent,â€• and that they would agree to try to work

together to solve her problems in a step-by-step way.

Despite the benefits of the therapy structure, many therapists new

to this form of treatment have numerous beliefs about what it will

be like to employ the structure within a sessionâ€”â€œPatients

won't like it; Patients won't get to talk about what's really

important unless I just let them talk; It won't be possible for me to

respond empathically in a crisis.â€• The evidence indicates

otherwise. First, most patients readily accept the structure of

treatment when the rationale is presented to them as part of the

clinical procedures employed by the therapist. To accomplish this

task, the therapist needs to explain to the patient during the first

few sessions following assessment what each element of the

session is and why it exists. Patients are assigned the task of

bringing agenda items to therapy each weekâ€”those events they

see as particularly bothersome or that they wish to work onâ€”and

generally become more efficient at bringing concerns to treatment



over time. Collaboratively setting the agenda makes it explicit to

the patient that the therapist is interested in what is of concern to

him or her to discuss in the session. The structure of the session is

subordinate to rule number one: the therapeutic alliance comes

first. This means that the
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therapist must respond to a crisis and do what makes sense even if

it means that the planned structure is knowingly ignored for a

session. Patients with repeated crises merit special handling.

MS. GREEN came to therapy 15 minutes late. She had just

had a minor motor vehicle accident. She was extremely

upset. Her pregnant daughter had started spotting the night

before and had been placed on bed rest to forestall a threatened

miscarriage. The therapist had been planning to review a long

homework assignment from the week before, and the plan for the

session was to develop a hierarchy of feared situations to start

exposure treatment. Because of the circumstances, the therapist

told Ms. Green that it made the most sense to table that plan, and

instead to talk about her concerns about her daughter and problem

solve how best to deal with this situation.

MS. GRAY came to her first several therapy sessions in

dramatic crisis. She had multiple suicidal crises (sessions 3,

5, and 7), she was thrown out of her house (session 4), she

had physical fights with her boyfriend (sessions 3, 4, and 6), and

she spoke with her father and found out that his physical condition

was worsening (sessions 7, 8, 9, and 10). Her therapist was

constantly concerned for her safety. They were able to agree to

work together to help her to avoid harming herself during these

repeated crises and solve problems as best they could to decrease

the chaos in her life. Ms. Gray talked to her therapist about how

she felt that she couldn't live like this anymore. Her therapist

agreed that such a chaotic life would feel hard to live with, but that

the goal of their work together was to decrease the chaos so that

she felt more control. Ms. Gray agreed that the first item on every

agenda would be to ascertain her safety, and the second item

would be to teach her alternative means to respond to crises.

Thereafter, they would work to solve any problem that had

surfaced during the week that led her to feeling suicidal.

Sessions typically begin with a review of self-report forms that the



patient fills out before the session (i.e., the Beck Depression

Inventory [BDI]). These forms serve several useful functions. First,

they efficiently gather data for the therapist about the patient's

symptoms. Second, they can draw the therapist's attention to new

symptoms that must be addressed in that session (i.e., suicidal

ideation). Finally, they provide a week-by-week assessment of the

progress that the patient is making for both the therapist
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and the patient, which provides useful feedback about the

effectiveness of treatment. The BDI and other useful rating scales

are available from The Psychological Corporation at

http://www.Psychcorp.com. If self-report forms are not used, the

therapist conducts a brief check of the major symptoms that the

patient hasâ€”for example, asking the patient to rate his or her

mood on a scale from 1 to 10. The therapist then provides a

â€œbridgeâ€• from the previous session in order to make certain

that the patient understood the salient features and get any

additional feedback about the session. The bridge provides for

continuity across treatment sessions and reassures the patient that

the therapist has maintained an interest in the patient's

experience.

The next element of the therapy session is setting the agenda. The

therapist does this in consultation with the patient, although the

therapist often contributes elements of the agenda. Homework that

was done for the current session can either be reviewed as part of

the agenda or at a separate time. The agenda combats the

patient's inertia and sets the tone for collaboration between patient

and therapist. Agenda setting establishes the idea that the

therapist and patient work together to relieve the patient's

suffering and to understand the origins of his or her symptoms. As

therapy proceeds, the patient is more and more responsible to

bring items to be discussed in the session. Items are prioritized by

the therapist and patient. When faced with too many choices, a

collaborative decision occurs in the context of the therapist's clinical

judgment about what is reasonable to accomplish (one or two

problems is usually plenty), what the overall treatment goal is,

what the patient wants to accomplish, and what could have the

most impact on the patient's symptoms. It is important for the

therapist to choose a problem, or part of a problem, that therapy

can reasonably impact in a session. The therapist has the



responsibility for maintaining the pace of the session and keeping

the focus on the task at hand.

The therapist and patient work in the session to solve the problems

on the agenda. It takes skill to efficiently know how much history

one needs to begin to work on a particular issue. Beginning

therapists are extremely well trained in data collection and will

often spend a good deal of therapy time getting a descriptive

history about a problem rather than trying to work on the problem

with the patient. Working on problems in the session in itself can

help the therapist to conceptualize the patient; it can
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provide information about skill deficits that the patient needs to

remedy or inform the therapist that the patient is not implementing

solutions because of cognitions that deactivate his or her

motivation.

MR. WHITE brought five problems to his second therapy

session:

Never meeting women.

Feeling uncomfortable around people.

Not paying bills on time.

Staying in bed all day.

Hating the way he looked.

Because of the stage of therapy and the therapist's concern about

Mr. White's depression, they collaboratively agreed to work on

problems three and four. As they set the agenda, the therapist

explained that these problems seemed the most urgent and that

she thought working with them was most likely to improve his

mood. She said that the other problems he presented were good

goals to work on in therapy, and that they would pursue them in

subsequent weeks.

Periodically during the session the therapist summarizes, or asks

the patient to summarize, the important points learned in therapy

to reinforce the patient's learning. The therapist tries to teach the

patient how the session relates to the patient's short- and long-

term goals. Summaries should increase the patient's connection to



therapy and his or her motivation to problem solve and do

homework. Homework is assigned throughout the session as the

therapist thinks of assignments that will further the goals of

therapy. Homework that reinforces any change efforts by the

patient is optimal. The stage of treatment influences what

homework is assigned. Homework is never optional, because

patients who do homework recover more rapidly and completely.

Finally, the therapist asks the patient for positive and negative

feedback about the session. It is important that the patient writes

down the homework and main summaries (in early sessions, or

with a depressed patient, it is helpful for the therapist to do the

writing) to make certain that learning continues between sessions.

A therapy notebook can be a wonderful tool to use for relapse

prevention and to ensure better homework compliance.
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Learning Points

Cognitive therapy sessions have a particular structure designed

to decrease ambiguity, maximize efficiency, and teach patients

the tools of treatment.

Therapists remain empathic to the needs of the patient while

setting goals and planning the structure of sessions.

Summaries and feedback provide critical information to the

therapist and facilitate the patient's learning.
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Resistance

Learning Objectives

The reader will be able to:

Understand how cognitive behavioral therapists conceptualize

resistance.

Learn the major techniques for evaluation and intervention

with resistant patients.

Cognitive therapists take the practical problems and symptoms that

patients bring to treatment and reformulate them to reflect the

psychological origins, skill deficits, and reinforcement paradigms

that produce or perpetuate these problems and symptoms.

Although this sounds straightforward, the execution in therapy is

much more complicated. Many reasons exist for resistanceâ€”both

the patient and the therapist can be responsible for the patient's

lack of effective participation. Resistance is defined in cognitive

behavioral therapy as the patient's inability to engage in the tasks

of therapy. Although there are some differences in the theoretical

framework by which resistance is understood by different cognitive

theorists, the method of evaluation remains similar. Therapist

factors, patient factors, and forces from the patient's external

environment are all considered in evaluating why therapy is not

proceeding as planned.

A major reason for resistance in cognitive therapy is the failure of



the therapist to adequately develop and attend to the therapeutic

alliance. Therapist inexperience and therapeutic ambition can

contribute to this problem. Patients do not readily engage in
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therapy if the alliance between therapist and patient is poor. Lack

of trust and understanding, as well as empathic failures, can erode

patient progress in treatment. Therapists working with patients

who have extremely dysfunctional relationships and behaviors can

underestimate the difficulty that the patient will have in changing

these behaviors, and their interventions will reflect this lack of

understanding.

MS. GRAY started her first therapy session on time and was

cooperative in answering her therapist's questions. The

therapist began the treatment by talking with Ms. Gray

about the behaviors she would need to change and that there were

certain behaviorsâ€”particularly overdosing and cutting

herselfâ€”which the therapist wanted her to stop immediately. The

therapist brought out a list of assignments he wanted Ms. Gray to

complete at the start of the second sessionâ€”including having her

write a brief autobiography. Ms. Gray said little in the session. She

was 20 minutes late to the third session and had done no

homework. The therapist asked Ms. Gray how she expected

therapy to work given her lack of participation. She blurted out

impatiently, â€œThat's just it; I don't expect it to work! It never

has and it never will.â€• The therapist was surprised by the

vehemence of her response. He thoughtfully and quickly said,

â€œYou know, you're right. There's no reason for you to expect

therapy to work or to trust me. Maybe we should take a step back

and talk about what you might expect from our relationship.â€•

Ms. Gray reluctantly agreed to more actively participate in therapy

until she could ascertain whether the therapist could be trusted.

Resistance can occur when patients have a history of significant

trauma and victimization, with subsequent difficulty developing

trusting relationships and initiating the change process. Patients

who have been victimized can believe it is unfair that they should

be required to change, because they have been the injured party.

Therapists can help patients to assume the role of survivor, rather

than victim, and become less symptomatic by actively coping with

problems.



In the initial stages of therapy, MS. GREEN was reluctant to

be forthcoming about anything, focusing exclusively on the

need to find a pill that would help her to feel better. She

frequently derailed discussions to discuss physical complaints and

would constantly apologize for â€œnot getting anywhere.â€•

Finally, the therapist talked specifically and empathically about how

difficult it must be for her to have these symptoms and how hard it

would be to trust someone and feel so out of control. The therapist

said that he knew that Ms. Green would need to gradually build

trust in their relationship. Ms. Green was visibly relieved. The

therapist asked Ms. Green whether she thought that it could be

dangerous to talk about her problems in therapy. Ms. Green said

she was concerned that she would be forced to talk about things

she didn't want to discuss. The therapist reminded Ms. Green of the

structure of the session and pointed out that since she set and

agreed to the agenda for the session it was not likely that she could

be forced to discuss something she didn't want to discuss.

Furthermore, the therapist instructed her specifically to stop the

conversation if she felt overwhelmed or threatened and give him

feedback if they were moving too quickly. Ms. Green became more

relaxed and gradually eased into doing the work of therapy.
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A second important type of resistance is procedural resistance.

Procedural resistance is defined as the patient not following through

with the tasks and limits of therapy. Procedural resistance can stem

from difficulties with the therapist or the patient. Therapists must

adequately explain, and patients must, in turn, understand the

rationale for the framework and assigned tasks in treatment. The

patient must understand the particulars and must be able to do

what the therapist is asking; that is, he or she must have the skill

to perform the task. Therapists can determine if the patient can

complete a task by having the patient complete a small part of the

homework in the session. Therapists need to make certain that

assigned homework makes sense to the patient. The therapist must

identify and resolve obstacles, both practical and psychological,

that can interfere with the completion of tasks.

MR. WHITE'S therapist was pressed for time at the end of

a session. She gave him a thought record and as he was

leaving, said, â€œTry and jot down a few of the negative



thoughts you have this week.â€• Mr. White became overwhelmed

when he tried to do the assignment, felt more depressed, and did

not complete the task.

Resistance to the structure and limits of therapy can also be a

reflection of the patient's typical interpersonal functioning. The

therapist can evaluate this by determining if the resistance fits with

the patient's past patterns. Patients who are dependent, who are
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impulsive, or who have significant need for autonomy are

frequently experienced by therapists as resistant. Approaching the

resistance in a matter-of-fact and nonjudgmental way is often the

course to a successful outcome.

MR. WHITE brought his therapy homework in every second

or third session, often without completing the entire

assignment. The therapist had a few early problems with

incompletely explaining the homework but thereafter was diligent

at making certain that Mr. White clearly understood the assignment

and how it would benefit him. The therapist tried to understand the

problem Mr. White was having with the homework by reviewing his

conceptualization and history. At his next visit, she put the problem

Mr. White was having with homework completion on the agenda.

She asked Mr. White what his thoughts were when he was doing

homework assignments. Mr. White told her that he felt that the

assignments were â€œbusy workâ€• and that he â€œshouldn't be

made to do menial work.â€• The therapist was surprised and

asked Mr. White whether he had had similar thoughts about

assignments in other settingsâ€”like at school or work. Mr. White

said that he always felt that â€œbogusâ€• assignments and

needing to â€œsuck upâ€• to other people made him angry. He

felt that he should not be requested to perform in this way to get

along in the world. Mr. White's therapist used this opportunity to

address this belief that he had and that there might be advantages

and disadvantages of continuing to behave in accordance with this

idea, particularly with regard to work and school assignments. The

therapist suggested that they use the therapy homework to explore

this problem. She worked with Mr. White to generate a list of

advantages and disadvantages of doing work proposed by his

therapist. Mr. White then acknowledged that there could be an

advantage in participating in the homework. The therapist asked



Mr. White if he had considered that he was choosing whether or not

to do the homeworkâ€”in effect, not being â€œmadeâ€• to do

anything. Mr. White agreed to try an experiment to evaluate how

he would actually feel if he completed homework assignments and

to identify thoughts that he had while doing these assignments and

evaluate them for accuracy. In addition to increasing his capacity to

participate in therapy homework, Mr. White uncovered a number of

beliefs that he had about how intolerable it would be to be

controlled by other people. These beliefs were a substantial

hindrance to his work and personal life, and he was at least able to

note them as ideas that he had, rather than facts that needed to

govern every one of his choices.

When avoiding emotion, some patients can appear to be resistant.

This avoidance generally stems from ideas and beliefs that
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emotions are dangerous or weak. Emotions can feel threatening to

many patients, particularly when they have catastrophic beliefs

about experiencing feelings (â€œI'll never stop being sad if I let

myself; People don't respect you if you let your emotions

showâ€•). Surmounting resistance in these situations involves

testing the validity of these beliefs.

The patient can appear to be resistant when the therapist has

incorrectly or incompletely conceptualized the patient's history and

presenting problems. The therapist could simply be â€œbarking up

the wrong tree.â€• Sharing the conceptualization with the patient

frequently increases the patient's sense of being understood and

clarifies areas that are not well explained by the therapist's view of

the patient. The therapist may not have all the necessary data that

he or she needs to help the patient.

In the early months of therapy, MR. WHITE'S therapist

conceptualized his problem as relating to fears of criticism

and beliefs about being controlled by other people that had

been activated by the breakup of his relationship. Despite multiple

efforts to increase his social contacts, Mr. White continued to avoid

being with most people. The therapist reviewed the

conceptualization she had with Mr. White, asking him if he agreed

with her understanding of his development and the contributions of

the events of the recent past. He said he did, but that he saw the

problem as his extreme anxiety in most social settings and his



belief that he was likely to do something to incur the ridicule of

others. He said that his fears of criticism were so severe that he

could focus on nothing except his anxiety and that he wanted to

avoid and escape all such situations. She got further information

about his reactions to social encounters and found that he met the

criteria for social anxiety disorder and had developed this problem

in early adolescence. After reconceptualizing Mr. White's difficulties,

Mr. White's therapist began to work differently with his avoidance

and therapy proceeded more smoothly.

Cognitive behavioral therapists sometimes consider resistance from

the standpoint of reinforcement. It is easy to forget that immediate

positive consequences always have a stronger impact than delayed

negative ones. Often what appears to the therapist as resistance is

the result of contingencies that reinforce the patient's maladaptive

behavior. These contingencies can be internal (psychological) or

external (from the patient's system or social network). Family and

the social framework of the patient can provide the patient with

powerful incentives to continue his or her
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current behavior. Changing the reinforcement paradigm, helping

the patient use cognitive strategies to set goals, and increasing the

patient's tolerance of delaying gratification can often help with

resistance stemming from lack of reinforcement.

When MS. GREEN had episodes of severe anxiety, her sister

gave her one of her alprazolam tablets. Ms. Green felt relief

from this and had developed a strong learned response to

the situation: that when she felt her worst, alprazolam would fix

the problem. She was extremely reluctant to stop doing this, and in

fact was not certain that she could tolerate the feelings of anxiety

that she had any other way. Ms. Green's primary care physician

had been reluctant to prescribe benzodiazepines for her and told

her that she â€œcould get hooked.â€• Ms. Green's therapist

explained to her that when someone is having a panic attack, they

easily develop a powerful attachment to medication that relieves

their distress because of the terrifying nature of the symptoms. The

therapist asked Ms. Green if there had been times when she had

tolerated the panic symptoms because her sister was not available.

This indeed had been the case. After educating Ms. Green about

panic disorder and the disadvantages of taking benzodiazepines in



response to an increase in symptoms, Ms. Green agreed to try and

not use medications to deal with her symptoms, and if it became

intolerable, to work with her therapist to find alternative ways of

managing her anxiety. The therapist, in turn, agreed to provide Ms.

Green with a number of strategies she could try to use to manage

her anxiety in urgent situations until they were able to get the

disorder under control.

Cognitive behavioral therapists also try to consider whether the

patient has a high level of reactance. Reactance is an individual's

effort to restore a sense of personal control whenever he or she is

threatened with a loss of autonomy. Describing the current set of

problem behaviors to the patient and having him or her predict the

outcome if he or she continues to engage in these dysfunctional

behaviors can, over time, facilitate making the choice to change. If

resistance is a characteristic in all of the patient's relationships, the

therapist can manage it by using paradoxical interventions,

nondirective assignments, and by making certain that the patient is

truly engaged in collaborating with the therapist in the work of

guided discovery. Rational emotive behavior therapy (REBT)

theorists have addressed the issue of resistance in therapy and

advise therapists to adopt an accepting attitude toward the patient;

to continually encourage change; to point out
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to the patient the consequences of not changing; and to be flexible,

innovative, and experimental in the approach to the patient. Many

of the techniques developed by Miller and Rollnick (2002) in their

work with motivational interviewing are helpful in working with the

patient with a high level of reactance.

Faced with MR. WHITE'S extreme reluctance to try new

behaviors, the therapist asked him to answer the rhetorical

question that he posed, namely, â€œWhat's the use of

trying?â€• She seriously entertained the question with him and

asked him to generate a list of advantages and disadvantages of

trying new behaviors. She emphasized that it was always his choice

to try new things and that he would always control the speed of the

change process. He made the decision to try the next behavioral

experiment and he kept the advantage/disadvantage analysis to

use at other times when he felt â€œstuckâ€• when contemplating

a new task.



Linehan (1993), in her writing about treating borderline personality

with dialectical behavior therapy (DBT), describes another

important source of overcoming resistance. She notes that patients

with borderline disorders need to be validated simultaneously with

the demand for change in therapy. DBT describes the borderline

personality patient's experience of the therapist's directives to

change as being similar to the invalidating environment that he or

she experienced in childhood, and therefore it promotes resistance.

For patients to whom the structure of cognitive therapy feels

invalidating, the therapist can tailor interventions to include more

clarification, empathic restatement, and self-directed homework to

help the patient experience a greater sense of collaboration and

move toward change.

MS. GRAY developed another therapeutic impasse when her

therapist began to work to help her to more effectively

communicate her needs to other people. Despite agreeing

that this was a problem that often led her to be furious and to

impulsively provoke the other person or hurt herself, she refused to

productively engage in role play with her therapist or to practice

any skills outside of the session. The therapist reviewed his plan:

he had carefully broken the task into small and gradually more

challenging parts; he had an agreement with the patient regarding

the need to change this behavior; and he had explained the

rationale for the change procedures clearly. He confronted Ms. Gray

with her lack of follow through and she said, â€œYou just do not

understand. This is too difficult for me to do. I'll never be able to

manage it.â€• The therapist discussed the situation with a

supervisor and the next week told Ms. Gray that he understood

that this process was a frightening and difficult one, fraught with

situations that Ms. Gray had spent her life avoiding. He told her

that he was aware that his asking her to try this was terrifying for

her, but that he believed she was capable of trying difficult things.

She was then able to do the first role play with him.
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Validation can take the form of the therapist assuming that the

patient is attempting to problem solve with less functional

behaviors. The therapist must understand the value of these

behaviors to the patient and communicate this understanding to

the patient. Patients often face difficult dilemmas, along with real



losses that will occur as a result of the changes and decisions that

they make in therapy. Patients may accurately appraise

consequences to other people resulting from their changing in

therapy. Acknowledging this is extremely helpful in producing

behavioral change.

Many cognitive therapists (Beck, 1995; Leahy, 2001; Young,

Klosko, & Weishaar, 2003) have noted that resistant patients need

to change core beliefs in order to change problematic behavior.

When patients have core beliefs that are extremely painful (e.g.,

â€œI am worthless; I am completely defectiveâ€•), they will

engage in strategies to avoid or compensate for these and to keep

themselves from being exposed to these beliefs. If therapists do

not address the underlying belief, they will have a difficult time

obtaining any meaningful change in the problematic strategies that

the patient uses. Core beliefs about change can be a problem (e.g.,

â€œChange is dangerousâ€•), and the consistent activation of

core beliefs can cause the patient to consistently interpret benign

events and interpersonal interactions in a negative way. Patients

who have had multiple episodes of illness or who have had

unsuccessful treatment can have beliefs about change that are

formed by actual experience that therapists must counter for

treatment to proceed effectively.

Although MS. GREEN had agreed that her constant worry

was a problem, she was extremely reluctant to do anything

to decrease the amount of time that she kept doing it. She

was given a number of behavioral strategies to reduce the amount

of time she spent worrying, and she knew from her therapist that

her worry increased the panic symptoms that she had. She only

half-heartedly engaged in any homework about decreasing worry.

Ms. Green's therapist decided to tackle this by asking Ms. Green

what she was afraid would happen if she stopped worrying, and

what it would mean about her if she worried less about her family.

From this exploration the therapist found that Ms. Green believed

that she would be overwhelmed by fears and feelings if she did not

worry and that if she didn't worry about her family it would mean

that she didn't care about them. These testable beliefs became a

focus for therapy, and after Ms. Green had modified them, she was

able to more actively participate in decreasing her worry.
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When resistance is due to core beliefs about efficacy, the patient

who does not believe he or she has the ability to complete an

assignment will not attempt it. Cognitive therapists use many

strategies to modify core beliefs, including historical tests of the

core belief over time, behavioral experiments, and evaluating and

understanding the origins of these beliefs (see Chapter 5).

Behavior change can only occur if the patient has skills present to

engage in new behavior. If patients cannot do what is being asked

of them, they will not do it. Therapists must assess the skill level of

the patient via historical assessment, role play, and focused

practice. If the skill is not present, the therapist must teach the

patient the new behavior before change can occur. Often, an

individual has had repeated episodes of failure in skill acquisition

because of his or her temperament, and reframing of past

experiences in light of this understanding can be helpful in the

acquisition of new skills.

Therapists must also help patients who have poor self-management

skills (e.g., time management, stress reduction, behavioral

reminders) to acquire these to make it possible for the patient to

adequately participate in treatment. Patients who lack the

opportunity to do homework will not do homework.

MR. WHITE was chronically disorganized about his therapy

assignments and about many things involving his personal

life. For example, he frequently forgot to write down phone

messages and call people back; he would neglect getting his hair

cut; and he did not plan time to go grocery shopping. The therapist

asked him how he kept track of his personal time, and he had no

mechanism for this. He agreed to experiment with using a calendar

to plan and schedule such personal needs. His careful attention to

this skill produced positive results. He explained to the therapist

that he had never considered that these issues were important

enough to plan and that he never learned this in his family life.
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Learning Points

Cognitive behavioral therapists define resistance as the failure

to engage in the tasks of therapy. It can stem from the



behavior of the therapist, the temperament and skills of the

patient, and the patient's beliefs about change.

Accurate case conceptualization and careful attention to the

therapeutic relationship are critical tasks for therapists to avoid

resistance in their patients.
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Termination

Learning Objectives

The reader will be able to:

Use several tools to help patients plan for termination.

Understand the conceptualization of termination in cognitive

therapy.

Employ strategies for relapse prevention in patients.

Termination in cognitive therapy proceeds as a logical extension of

the therapy itself. Cognitive therapists begin the process of therapy

with the explicit goal of making the patient his or her own

therapist. This goal is accomplished by teaching the patient the

model of therapy, sharing with the patient the therapist's

conceptualization of the patient's problem and refining it over time,

helping the patient employ the tools of therapy outside of sessions,

and predicting and planning for setbacks and relapses. Because the

model is essentially one that focuses on learning new skills to solve

problems and to evaluate perceptions and thinking for accuracy,

termination also takes into account the principle that newly learned

skills will need to be reinforced and reviewed on a gradually

diminishing schedule. This is commonly done with a series of

â€œbooster sessions,â€• which are scheduled with gradually

decreasing frequency from the time of termination.

Booster sessions have a structure that is similar to every other



cognitive therapy session, except that the intervals between
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sessions involve longer periods, and the goal of the session is to

work on any particular problems the patient has had in employing

the skills learned in treatment and for the therapist to assess the

patient for relapse. Patients are given homework between booster

sessions and are instructed to contact the therapist should

symptoms arise between sessions.

Preparing a patient in cognitive therapy for termination is

consistent with the model as well. The therapist and patient begin

the process by eliciting what automatic thoughts the patient has

about the process of termination. The therapist and patient work

together using Socratic questioning, and patients evaluate these

thoughts for accuracy.

MS. GREEN was visibly upset by her therapist's suggestion

that she would soon be capable of coming to sessions less

frequently. The therapist quickly asked her, â€œWhat just

went through your mind?â€• Ms. Green said, â€œI'm worried I'll

just fall apart again.â€• The therapist first normalized Ms. Green's

anxiety about termination and discussed with her how common it is

for patients to be worried about becoming symptomatic. He then

carefully led her through an examination of evidence for and

against her â€œfalling apartâ€• that included specific examples of

her independently using the tools of therapy outside the sessions.

She was much less anxious, and her reformulated thought was,

â€œIt's normal to be worried about ending therapy, but I've

learned a lot about dealing with my problems on my own.â€•

Another main feature of preparing a patient for termination

involves predicting problems that the patient might have in the

future and beginning the process of generating potential solutions

to those problems. This process allows the patient to evaluate the

capacity he or she would have to employ the skills of treatment in

difficult situations in the future, as well as to troubleshoot situations

that are likely to be triggers for the patient's problems.

MS. GREEN brought a homework assignment back to her

therapist, listing potential problems she might face in the

future. The most upsetting one was that her daughter would

have complications with her delivery and the baby would have



health problems. Ms. Green and her therapist identified this

situation as one that might increase her worry and anxiety, and

then the therapist assigned her the task of generating a list of the

things that she had learned to do to combat such symptoms. Ms.

Green immediately listed five things that she could do, including

relaxation exercises, exercise, dysfunctional thought recording,

scheduling worry, and distraction. She also surprised the therapist

by including the novel idea that she would limit the information

seeking she would do on the Internet, as it tended to increase her

anxiety. The therapist was visibly delighted, and it strengthened

Ms. Green's belief that she could cope. The therapist also added

that Ms. Green could seek consultation if she was having difficulty

employing the tools of treatment or if they were not helping her

with her symptoms.
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Many patients benefit from using the tools of relapse prevention in

preparing for termination. Those patients with chronic difficulties

with addiction, eating disorders, or other habit disorders can benefit

by the identification of triggers and strategies to help reinforce the

avoidance of these triggers. Planning strategies and behaviors to

employ during an occurrence of relapse is critical. Patients benefit

from distinguishing slips from relapses. This identification means

that if a patient engages in a problem behavior once, it does not

mean that he or she will necessarily return to having the full-blown

disorder. Therefore, just because patients have labeled a slip

â€œhopeless,â€• they cannot give themselves permission to

further engage in the behavior. Patients are encouraged to look at

brief returns to prior behaviors as evidence that they have

improved and to use them as experiments where they can collect

data to reinforce their plan for recovery. Patients can generate

scenarios that will evoke problematic behavior and then, through

imagery, successfully generate more adaptive responses to these

situations, which can give the therapist and patient more

confidence that the patient can cope with termination.

MS. GRAY worked hard during therapy to stop using alcohol

during times when she felt anxious or unable to tolerate her

emotional state. As she and her therapist started to talk

about decreasing the frequency of her sessions, she found that she

was more prone to increasing the frequency of her alcohol use. She



and her therapist noted this as a problem and identified the trigger

that led to her drinking. The therapist had Ms. Gray imagine

another triggering situation. Ms. Gray did so, and then she worked

with the therapist to generate alternative solutions to drinking and

to reevaluate the permission-giving beliefs she engaged in when

she slipped. Ms. Gray talked with the therapist about her anxiety

about decreasing sessions, and they worked to identify what

supports would help her with the transition to being less involved in

therapy.
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Homework assignments can help the patient prepare for

termination, as the previous case examples illustrate. Patients can

generate coping cards, review their therapy notes to see what

progress has been made and what tools have been acquired, and

engage in â€œself-therapy sessions.â€• Self-therapy sessions are

useful for patients throughout treatment at times when they will

miss a session. The process involves the patient using the structure

of the therapy session to solve a particular problem on his or her

own, including assigning homework and generating feedback. The

patient will benefit most from this process if he or she keeps notes

about what happenedâ€”again, similar to the process of therapy. If

the therapist uses self-therapy sessions throughout treatment

(e.g., during vacations) the patient will approach termination with

more confidence.

Finally, the therapist and patient have a genuine relationship to

acknowledge and relinquish as a part of termination. Every good

therapist will develop his or her own way of discussing this with a

patientâ€”again, tailoring this discussion to the needs of the

particular patient and in the same collaborative way that

characterizes the treatment.

As MR. WHITE was approaching his last few sessions, he

mentioned to the therapist that he was feeling sad about

stopping therapy. Mr. White's therapist acknowledged that

this feeling was common, and that she, too, often had mixed

feelings about terminationâ€”sad that the relationship was ending,

happy that the patient had done well, and proud of the patient's

accomplishments. Mr. White told the therapist that he felt she was

â€œalways in his cornerâ€• and that the support of the therapist

had made it possible for him to learn new ways of thinking about



himself.

Cognitive therapy fundamentally underscores the importance of the

therapeutic alliance. Termination must include an acknowledgment

of the powerful relationship that exists between therapist and

patient.
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Learning Points

Cognitive therapy anticipates termination from the start of

treatment, with the philosophy that the patient will learn the

tools of therapy and use them to continue to work on problems

in the future.

The anticipation of termination is approached with problem

solving and thought records.

Booster sessions are a planned part of treatment to make

certain that gains made in therapy continue in the future.
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Affective Disorders

Learning Objectives

The reader will be able to:

State the cognitive model for depression.

Understand the relationship between dysfunctional thoughts

and behaviors and the symptoms of affective disorders.

Be aware of interventions that can reduce symptoms in

depression and mania.

Learn a cognitive approach to deal with suicidal ideation.

Cognitive therapy for depression is a well-established and effective

treatment, with substantial literature supporting its use. Cognitive

therapy is superior to the condition of no treatment and equal to

other forms of psychotherapy and pharmacological interventions in

mild, moderate, and severe depression. Recent studies indicate

that cognitive therapy is superior to pharmacological management

of depression in the prevention of relapse and recurrence, with

cognitive therapy as effective as keeping patients on medication in

the prevention of relapse after therapy withdrawal (Hollon,

Derubeis, Shelton, et al., 2005). Combining cognitive therapy with

medication increases the efficacy of treatment. In a large study of

chronically depressed patients, combining a form of cognitive

therapy (CBASP) and medication was significantly more effective

than either modality given as a single treatment (Keller, Mc

Cullough, Klein, et al., 2005). In addition, unlike in the treatment



of anxiety, combining cognitive
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therapy and medication for depression does not seem to diminish

the efficacy of either treatment.

The model cognitive therapists have for the development of

depression is a stressâ€“diathesis model. A variety of sources

predispose people to the development of depression. Genetics and

biological predisposition obviously impact an individual's risk for

affective disturbance. Multiple psychological risk factors from early

development are regarded as risks for the future development of

affective disorder. These risk factors can include parental

depressionâ€”in addition to genetic loading, children will model the

cognitive style of their parents, and therefore make similar faulty

inferences about negative life experiences that would place them at

risk for future depression. Parents who are abusive or neglectful

can engender negative expectations and beliefs about the self. Lack

of caring and warmth, or critical and hostile parents, also

predispose a child to future depression. Early significant losses are

also a risk. When an individual has the predisposition to evaluate

neutral events as negative, has negative core beliefs, or uses

rumination and worry to manage emotions when a stressful life

event occurs, he or she is more vulnerable to develop depression in

the face of negative life events. Each depressed person is seen to

have a personal set of rules and often unarticulated biases that

integrate his or her perceptions and life experience. When these

are activated, they replace more logical ways of organizing and

evaluating information.

MR. WHITE described himself to his therapist as

â€œsomeone who always expects the worst.â€• When his

therapist asked him what he meant by that, he told her that

he was always on guard so that he wouldn't be disappointed. He

felt that this made life easier than â€œgetting his hopes up.â€• He

also thought that he would be weak if he allowed himself to be

caught off guard by disappointment. Mr. White, as a result of these

beliefs, was constantly sensitive in all of his relationships to

anything that could be a sign of potential rejection. He saw this

sensitivity as a means of self-protection, and the end result was

that he shared little about himself in relationships. He did not

understand that his behavior stifled his intimate relationships and



that his tendency to focus on negative events and circumstances,

as well as to blame himself for not avoiding negative events,

increased his vulnerability to depression.

When a person with risk factors for depression is faced with a

stressful circumstance (and these circumstances can be stressful

for anyone, or stressful to this particular person because of his or

her
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background and experience), he or she can begin to evaluate

information in a skewed and negative way. This negative method of

information processing creates distorted views about the self, the

future, and other people. As mentioned in previous chapters, the

â€œcognitive triadâ€• of negative views about the self, the world,

and the future eventually represents most of the person's thinking

(Beck, Rush, Shaw, & Emery, 1979). The depressed patient sees

himself or herself as bad, worthless, defective, or damaging. He or

she evaluates all of his or her negative experiences based on his or

her own personal defects. The world is seen as completely

depriving and negative, placing unrelenting demands and

impossible problems in his or her way. There are no positive

experiences to look toward, and relationships are experienced as

depriving or certain to be lost. He or she sees the future as

unrelentingly bleak and hopeless. Once activated, his or her core

beliefs regarding failure, loss, or worthlessness will function as

information processors for all incoming data. The patient discounts

any evidence that would alter his or her negative mood state. This

skewed evaluation leads to sadness, a change in behavior toward

others, and a decrease in engagement in previously valued

activities. The individual withdraws from pleasurable events and

productive behavior. He or she becomes isolated from others, or

alternatively sees himself or herself as incapable and depends

excessively on the input of others. This isolation and lack of

productive and pleasurable activity leads to fewer positive and

fulfilling experiences and less evidence to refute negative thoughts.

When the patient has a lack of pleasurable activity, he or she will

be lethargic and develop a decrease in the capacity to notice

pleasurable feelings. Hopelessness, low mood, and suicidal thinking

are further reactions to this barrage of painful, negative

information.



MR. WHITE became extremely isolated following the

breakup with his girlfriend. He felt irritable and sad and had

recurrent thoughts that he was â€œworthless and no good

with women.â€• As he ran into friends on campus, he would be

sensitive about any friend talking with him about his prior

relationship, and think, â€œHe thinks I'm a loser.â€• He began to

avoid people because it felt â€œsafer than being laughed at.â€• At

first, he did not accept invitations and eventually did not answer his

phone. Mr. White felt less and less energetic as time went on. He

would say, â€œThis is itâ€• when asked about a social or personal

life. He told his therapist, â€œI've always been like thisâ€”I

shouldn't have expected life to be any different for me.â€•

P.100

Complementing the original hypotheses about depression by Beck

et al. (1979), attribution theory, proposed and studied by

Abramson, Metalsky, and Alloy (1989) went further to explain the

cognitive vulnerability to depression. It states that those individuals

more prone to depression tend to attribute negative life events to

stable, internal (personality-based) causes. The theory further

states that individuals prone to depression believe that negative life

events will have long-term deleterious consequences. This

attributional style leads to multiple errors in logic; it causes people

to blame themselves for events over which they have no control

and to engage in fewer potentially positive activities because of the

possibility of incurring negative consequences (and feeling worse).

This lack of purposeful, positive activity produces more depression

and is interpreted frequently by the person as evidence that he or

she is incompetent and ineffectual.

The structure of cognitive therapy in itself combats the learning

and memory dysfunction associated with depression. Depressed

patients do not have normal cognitive function. Their thought

processes are slower and their concentration and memory

decreased. The methodical and precise session-to-session format of

therapy allows the patient to more easily participate in treatment

and to learn the important tools to combat symptoms. Treatment of

depression begins by educating the patient about the nature of

depression and about the therapy itself. The therapist actively

assesses the patient's mood state and suicidal and hopeless

thinking at every session and aggressively targets pessimism and



suicidal thinking and behavior. The therapeutic relationship and the

active and collaborative stance of the therapist is a potent tool in

combating the hopelessness of depressed patients. Because the

therapist maintains a high level of activity, the inertia and passivity

of the depressed patient cannot hijack therapy. Additionally, the

therapist can actively coach and cheerlead the patient to behave

differently, thereby combating the behavioral withdrawal so

characteristic of depression. Patients who are depressed cannot

always talk it out and need behavior change to demonstrate that

the thoughts and beliefs that they have are distorted. Early in

treatment, patients are taught how to monitor themselves, set

goals, and list the problems to be solved in therapy. Goal setting

can quickly target hopelessness by better defining the patient's

problems. The therapist can directly confront hopelessness about

change if more circumscribed problems are available to solve,

providing evidence to the patient that change is possible.
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MR. WHITE set goals in an early treatment session to

respond to his friends' phone calls and go out once per

week. He set this goal reluctantly, and it was in response to

the therapist asking him, â€œWhat would you be doing differently

if you were doing better and not so depressed?â€• Mr. White was

convinced that if he spent any time outside his apartment he would

be â€œin for more rejection and ridiculeâ€• and then feel worse.

His therapist asked him if he would be willing to test this out by

going to the movies with a trusted friend. Mr. White agreed to go

and had a pleasant time.

Behavioral techniques are used early in the treatment of

depression. The cornerstone of early stage cognitive therapy

treatment for depression is to increase a patient's constructive and

goal-directed activities. An exception to this is in the case of

extremely hopeless or suicidal patients, when these cognitions

must be the therapist's initial priority. Activity scheduling, mastery

and pleasure ratings, and graded task assignment are powerful

tools to combat depression. The increase in positive, purposeful

activity breaks a vicious cycle of withdrawal and is an effective

treatment for anhedonia and low energy (physical activity improves

mood). Patients have a significant increase in their sense of control,

and as they gradually increase the pleasurable activities in their



life, they have an increase in mood, self-efficacy, and satisfaction.

An increase in activity may increase social interactions and improve

mood by increasing interpersonal contact and support. Often,

depressed patients are reluctant to try to increase social or physical

activity because they are afraid that they will feel worse as a result.

Using the idea of experimenting with small increments of activity

and collecting data is a way to examine evidence about these

dysfunctional beliefs. Therapists also use cognitive and behavioral

techniques to help normalize sleep and eating and to assist the

patient to resume better self-care. This also improves mood and

functioning. Behavioral techniques are important in managing

depression in the depressed patient who has a significant amount

of anxiety associated with the affective disorder. Increasing

exposure to feared situations, followed by identifying and

restructuring maladaptive cognitions associated with anxiety,

assists these patients. Relaxation exercises are particularly helpful

for those patients who have more generalized anxiety and worry

associated with their depression, particularly if the therapist

teaches the techniques in session and schedules focused practice

with the patient.
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While working with MR. WHITE, his therapist determined

that he had significant and lifelong anxiety when in nearly all

social situations. A main reason for his lack of relationships

was that he had an idea that he would do or say something foolish

that would expose him to ridicule. He endured social events by

using a variety of safety behaviors (see Chapter 10), including

drinking and smoking marijuana. Substance abuse played a vital

part in his forming new relationships with women, and overusing

substances often led him to be incapable of sustaining an erection,

furthering his sense of inferiority and humiliation. Mr. White agreed

to go to a group targeting his social anxiety in addition to his

individual therapy after his therapist pointed out that Mr. White's

chance of reaching the goal of a normal social life and relationships

and his goal of feeling less depressed would be severely

compromised by his social anxiety.

Once a patient has an increase in activity and better self-care, the

therapist works to teach the patient how to monitor and record

thoughts and how to evaluate thoughts for accuracy. When



behavior change has occurred first, it helps to demonstrate to the

patient that his or her depressed conclusions are incorrect. The

patient learns to develop rational alternatives to the distorted

thinking that he or she is believing and uses behavioral

experiments, when needed, to test hypotheses and predictions.

The patient's dysfunctional beliefs must be uncovered and changed

in order for the therapy to have an enduring effect. Looking for

these beliefs and linking them to the patient's developmental and

interpersonal history helps the patient to have a context for the

development of the disorder. Therapists use methods such as

evidence gathering, advantage/disadvantage analysis, developing

and testing more rational alternatives, and coping cards to help the

patient correct the inflexible and rigid ideas that he or she has that

would put him or her at risk for future episodes of depression. At

times the therapist will work with the patient to modify

dysfunctional beliefs about other people that would lead to

chronically unsatisfying interpersonal relationships. Therapists also

evaluate and target skill deficits, for example, lack of assertiveness,

that would be potential risk factors for future depressive episodes.

Therapy is individually planned based on the patient

conceptualization and symptoms.

MR. WHITE and his therapist worked together to

understand the origin of his negative beliefs about himself

and other people. She reminded him that he had grown up

virtually an only child and that his older sisters often seemed to

have â€œall the answers,â€• doing things far more easily than he

did. He grew up with the idea that â€œif I tried hard enough my

mother (or someone) would love me.â€• His birthmark and his

size accentuated his chronic sense of â€œnot being good

enough.â€• He began to be teased by other children in middle

school and at that time began to feel physically panicked when he

was in groups of children. He learned his anxiety would decrease if

he was alone so he stayed that way as much as he could. He

missed school for multiple somatic symptoms and felt like â€œit

wasn't worth going anyway.â€• He compensated for his feeling

inferior and less socially adept by chronically criticizing others and

developing self-righteous ideas about his values and way of life,

despite feeling lonely and isolated. His self-focused attention, when

he anxiously scanned for the criticism of others, made him less

attentive to another person's point of view. His social anxiety



contributed to his negative beliefs about himself and left him

vulnerable to depression.
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The later stages of therapy for depression involve summarizing the

new learning of therapy and consolidating gains. Patients review

therapy notes, evaluate the steps taken to reach goals, and predict

future pitfalls and problems with the therapist. The therapist

reviews with the patient what possible responses he or she could

have if future problems did occur and what strategies and skills the

patient could employ to avoid future depression. Termination

involves the therapist eliciting and responding to patients' thoughts

about ending treatment and scheduling booster sessions to make

certain that the patient maintains gains met in treatment.

An important concern in patients with mood disorders is the risk of

suicide. Assessing the patient with these disorders for thoughts

about death must be routine. Cognitive therapists contend with

hopelessness and suicidal
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thinking in an aggressive and targeted fashion. The therapist must

manage his or her own anxiety and use a well-planned series of

questions and interventions to manage the patient. The therapeutic

alliance is most fundamental to treatment in this situationâ€”the

therapist must impart hope and a sense that the patient's life is

important. Obviously, patients at imminent risk for self-harm are

managed by making certain that they are in a protected

environment until the crisis passes. The therapist chooses this

option after carefully assessing risk factors and empathically

acknowledging the pain the patient is experiencing. Using rating

scales at the beginning of each visit can quickly access information

about the patient's level of hopelessness and suicidal thinking. It is

not the sole means of assessment; therapists maintain a high level

of awareness about the risk for hopelessness and suicidal thinking

in depression and inquire about these at each visit. Therapists

target hopelessness, the patient's reasons to live, and reasons and

motivations for suicide with suicidal patients by evaluating the

accuracy of the thoughts and the consequences of suicidal

behavior. Patients construct lists of reasons to be hopeful or

reasons to stay alive with the therapist and as homework. Suicidal

ideation is explored in detail, with a particular emphasis on



identifying what problem the patient is attempting to solve with

suicide. The therapist and patient attempt to find alternative,

acceptable, and less costly solutions to the problem. The therapist

must actively help the patient solve problems in this situation,

intervening whenever the patient is unable to generate solutions on

his or her own. It is important for the therapist to counter thoughts

that the patient has that contribute to his or her wish to die.

Thoughts that focus on self-hate, thoughts that endorse suicide as

a means of relief, or thoughts that suicide will have particular

interpersonal effects contribute to the suicidal patient's intent.

Therapists can remind patients of the time-limited nature of crisis

situations. Patients who are suicidal are frequently individuals who

have had multiple crises and survivedâ€”therapists can help the

patient by reviewing other times when the patient thought he or

she would not be able to cope and used alternative strategies to

suicide to manage the situation.

Hopelessness can be confronted by making vague problems

specific. Directly asking the patient what he or she is hopeless

about and generating a specific problem list allows the therapist to

aggressively address each problem. The patient may have thoughts

that interfere with solving the problem or have no resources to

cope with significant problems. Therapists can help by evaluating

automatic thoughts for evidence and by providing assistance when

the patient needs ancillary supports. The therapist can help the

patient to generate a list of things that the patient can anticipate

more hopefully, as such information will have likely been ignored

by the patient.

A strategy for the therapist in working with suicidal patients is to

use a time line with the patient to have him or her look at what he

or she would miss in the future if he or she were dead. Patients

often need the therapist to help them reality test what it would

mean to die and to have the possibility of no future. The therapist

asks the patient what would make life worth living and teaches the

patient how to begin the process of putting these reasons for living

in place in his or her life. The therapist can ask the patient to

answer rhetorical questions that lead him or her to suicidal

thinking,
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for example, if the patient asks, â€œWhat is the use of trying to



change?â€• The therapist can ask the patient to list all the

reasons it is worth making the attempt to change. Breaking

problems down into more manageable parts and exploring with the

patient what he or she sees as hopeless about each part can

generate hope. Coping cards with specific safety plans and reasons

for living can serve as potent between-session reminders for

patients. Increasing social supports can also be critical.

MS. GRAY and her therapist agreed early in treatment that

her repeated overdosing on medication was a behavior that

had significant negative consequences. She agreed to

evaluate the advantages and disadvantages of continuing to

overdose and developed the following list:

Advantages of Overdosing:

People pay attention to me.

I go to sleep and forget.

It distracts me from my problems.

Disadvantages of Overdosing:

People think of me as a mental patient who can't handle

things.

I could die.

My problems are still there when I wake up.

I hate throwing up.

The dog needs to get put in a kennel.

As a result of generating these lists, Ms. Gray made the decision to

try and stop overdosing when she felt hopeless and unable to cope.

She made a more extensive coping card with her therapist, which

they called a crisis card, to help her at these times.

Crisis Card

When I feel hopeless and like I want to take all my pills, I will take

the following steps:

Breathe deeply and focus on my breathing for 5 minutes.



Call three friendsâ€”Steve, Nancy, and Ireneâ€”until I successfully

reach one of them to talk. If they offer help I must accept the

offer.

Go for a walk in the park no matter what the weather. If it is after

9 P.M., use the treadmill for 30 minutes while listening to salsa

music on my headphones.

Call Dr. Black. If I get the answering service, I must wait for a

return call.

Play ball with Buster for 10 minutes.

Call the suicide crisis line.

I agree to preserve my health and safety by going to the

emergency room before I overdose if these strategies do not

decrease my urge to harm myself.
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Bipolar Disorder

Bipolar disorder is effectively treated with adjunctive cognitive

therapy. Patients have more robust medication adherence and

better recognition of episodes with the addition of cognitive

therapy. Bipolar patients who are less well controlled on

medications have a high risk of suicide and psychiatric

hospitalization, as well as comorbid psychiatric disorders. Several

studies (Lam, Jones, Hayward, & Bright, 1999) point to the

effectiveness of adjunctive cognitive behavioral therapy in reducing

the frequency and intensity of episodic mood disturbance. Because

bipolar disorder has many psychological symptoms and sequalae,

psychotherapy is helpful even for the patient with bipolar disorder

who has reasonable mood control on medication. Monica Basco and

A. John Rush (1996) described the adaptation of cognitive therapy

for this disorder. The treatment protocol presupposes that the

patient has first been stabilized on medication because of the

substantial disturbance of thought process that occurs in mania.

Treatment has five major components, including educating the

patient about the disorder, maximizing lifestyle and medication

adherence, developing an awareness of early onset of symptoms

and triggers for the disorder, using cognitive behavioral strategies

to control symptoms, and dealing with the psychological



consequences of contending with a chronic mental illness.

Treatment of bipolar disorder with cognitive therapy also takes into

account the substantial psychosocial consequences and

developmental delays that can be associated with this illness. The

original treatment was designed as a manual-based protocol

continued over 12 months; therapists can tailor this to the needs of

a particular patient.

Therapists using cognitive therapy for bipolar disorder establish the

therapeutic alliance and teach the model and concepts of therapy

to the patient during periods of stability. The alliance is critical and

based on a collaborative and active therapeutic relationship that

emphasizes understanding this particular patient's experience of

bipolar disorder. The therapist assumes an attitude of helping the

patient to cope by enhancing and amplifying already

P.107

existing coping strategies and including significant others and

family members. An explicit and significant goal of treatment is to

maximize medication and positive lifestyle changes by problem

solving the practical and psychological obstacles to medication

adherence and by understanding and correcting dysfunctional

beliefs about the meaning of the illness to the patient. The lifestyle

issues that are critical to bipolar patients include taking medication,

sleeping regularly and sufficiently, managing negative automatic

thoughts, monitoring mood, managing stress and stimulation, and

discontinuing substance use. Treatment begins by engaging the

patient as an active participant using whatever techniques are

necessary to establish the idea that psychological treatment and

medication management could be life-saving and life-enhancing.

Education about bipolar disorder comes firstâ€”about the nature of

the illness and its symptoms, the nature of the pharmacological

treatments used to counter the illness, and the lifestyle issues that

increase the likelihood of episodes. Patients are taught to be better

observers of symptoms that warrant medication by doing a detailed

analysis of the symptoms that typically occur for them in each

mood state and then putting into place a consistent method of self-

monitoring for these symptoms. Patients are also taught techniques

to monitor medication adherence and to evaluate and contend with

life stresses. Thoughts that interfere with medication adherence are

especially targeted. Side effects of medication are aggressively

managed with the goal of having the patient take medication as



accurately as possible. The therapist and patient actively take

responsibility to make medication use as easy and tolerable as

possible. Patients are taught standard cognitive therapy techniques

to help cope with depressive cognitions. Manic behaviors are

targeted as symptoms that are desirable to keep in check, and

generally this occurs by doing a more realistic

advantage/disadvantage analysis of becoming manic. Psychosocial

difficulties and legitimate grieving associated with having the

diagnosis are the final focus of therapy and can include remediation

of skill deficits that have resulted from developmental delays, the

psychological effects of having unpredictable moods and a chronic

psychiatric illness, and anxiety about possible new episodes. When

it is necessary the therapist works to confront denial of the illness

or its severity. Life stressors associated with episodes of illness are

identified (e.g., sleep disturbance, interpersonal stressors) and

plans put into place to contend with these as much as possible.
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Learning Points

Cognitive therapy has developed specific interventions that are

helpful to patients with major depression and bipolar disorder.

Suicidal patients benefit from the therapist particularly focusing

on hopelessness and rigid cognitions they develop about

themselves, the world, and the future.

Behavioral activation is an essential part of cognitive therapy

for severe depression.
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Anxiety Disorders

Learning Objectives

The reader will be able to:

State the cognitive model for panic disorder, social phobia, and

generalized anxiety disorder.

Learn techniques useful in the management of these disorders.

Understand the principles of exposure and cognitive

restructuring in anxiety disorders.

The cognitive model for all anxiety disorders begins with the

observation that anxious patients tend to overestimate the

probability of the occurrence of negative events and overestimate

the costs of such events to them (probability and severity

distortions, respectively). Patients with anxiety err in their

estimation of the capacity to cope with adversity and the resources

that they have to cope with it. This underestimation leads them to

draw incorrect conclusions about the actual risk of a situation.

Patients with anxiety disorder believe that they are threatened by

danger and react and behave accordingly. Examples of anxiety

disorders that have effectively responded to cognitive therapy

approaches when empirically tested include panic disorder and

social phobia. The purpose of this chapter is to review models for

these particular disorders and briefly detail the forms of treatment

available.
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Panic Disorder

In 1985, Beck proposed a model for anxiety that included the idea

that anxious patients overestimate risks. Similar to the cognitive

model for depression, it begins with the premise that actual events

are not what generate the patient's symptoms, but that the

patient's interpretation of events leads to anxiety. Biological

systems are activated when an individual misinterprets internal or

external events, resulting in the characteristic physiologic

concomitants of anxiety, including automatic reactivity (â€œfight,

flight, or defendâ€•), inhibition of learning and current behaviors

(freeze), and scanning for danger in the environment.

David Barlow (1988), in his work with exposure-based treatments,

and David Clark (1986, 1988), further elucidated the model for

panic and added to the explanation of the disorder by observing

that patients with panic catastrophically misinterpret normal body

sensations. When individuals misinterpret normal body sensations

as dangerous, the biological cascade that occurs can lead to further

anxiety and subsequent panic. Patients with anxiety disorders were

also identified as individuals who had a lower threshold for arousal.

The patient with panic appraises danger from internal and external

triggers, has apprehension and the belief in impending catastrophe,

then experiences further anxiety symptoms, overbreathing, a

catastrophic misinterpretation of physiological symptoms, and

subsequent panic. Once attacks occur, avoidance of the physiologic

symptoms and situations where panic occurs perpetuate the

catastrophic misinterpretation and lead to further disability.

Additionally, individuals become much more hypervigilant for

physical symptoms that they interpret as evidence of potential

physiological disaster. Important types of avoidance behaviors

identified by the cognitive model are behaviors called safety

behaviors (Salkovskis, 1996). Safety behaviors are defined as

actual avoidance of situations or symptoms; escape once

symptoms begin; and thoughts or behaviors that patients employ

when symptoms begin, which the patient believes are the only

reason catastrophe has not occurred. The concept of safety

behaviors helps to explain why patients with panic continue to

believe they are in danger even though they have dramatic

evidence that no actual catastrophe has occurred. For example,



consider an individual who has palpitations and who believes that

he or she is having a heart attack. He or she goes to the

emergency room and
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is told that there is no problem with his or her heart but that he or

she has anxiety. It would logically follow that if he or she knew that

he or she did not have a heart problem, he or she would believe in

the future that these palpitations were not dangerous. In

individuals with panic, the belief about danger persists because

they feel that they have thwarted the heart attack in some fashion

either by getting to the hospital in time, by stopping activity just in

time, or getting lucky, and that the calamity is still close at hand.

Cognitive therapy for panic has been empirically tested and is

highly effective; it is as effective as pharmacological management

and more enduring after treatment is withdrawn at preventing

relapse (Barlow, Gorman, Shear, & Woods, 2000).

MS. GREEN carried a few of her sister's alprazolam tablets

with her whenever she was going alone to an unfamiliar

place. If she noticed her heart beating she would think,

â€œIf I get nervous, I can take a pill and it will calm me down so

nothing bad happens to me.â€• The thought of the pill by itself

would frequently be sufficient to calm her down. She would further

believe that the reason she was able to safely go to unfamiliar

places was that she would have alprazolam with her.

Panic disorder patients learn to avoid having anxiety symptoms by

using distraction when they develop feared physical sensations.

Panic disorder patients frequently develop a variety of behaviors

that prevent them from focusing on the symptoms and sensations

that they have when confronted with an anxiety-provoking

situation that they cannot avoid. Avoidance can also take the form

of avoidance of situations and places that are associated with panic,

and the patient eventually develops agoraphobic avoidance.

Patients with agoraphobic avoidance are more difficult to treat and

take longer to recover.

Treatment of panic attacks fundamentally involves reducing the

overestimation of disastrous events and correcting the catastrophic

misinterpretations about body sensations that patients develop. A

number of techniques are employed to help patients correct these

errors in their thinking. The first part of treatment involves



educating the patient about panic and anxiety and teaching the

cognitive model for these disorders. This process is similar to

cognitive therapy for other conditions. Patients are taught that the

reason for their symptoms is because they have misinterpreted a
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normal physiologic phenomenon. The analogy of a car alarm

triggered in the absence of an actual burglar can help explain to

patients why they can have such an outpouring of symptoms even

though there is no danger. The therapist can explain that there is a

vicious cycle of normal physiologic responses that occurs when the

patient interprets a situation as dangerous. Once the patient is

taught the theory of panic as conceptualized in cognitive therapy

and about the normal physiological processes that occur in humans

during a dangerous situation, a number of procedures are available

to test if this theory is applicable to his or her particular set of

symptoms.

MS. GREEN'S therapist spent a fair amount of time in her

session explaining how a normal fear response in humans

was to quickly appraise the risk that exists and the

resources the person has to deal with the risk. Furthermore, he

told her that the problem in anxious people was that they often

made errors by overestimating the degree of risk that exists in a

situation and underestimating the resources that they have

available to deal with it. Further, he explained the natural

mechanisms of fight or flight that occur in animals (and humans)

and that when Ms. Green considered a situation to be dangerous

(like believing she was having a heart attack), her body was likely

to respond by increasing levels of chemicals that would increase

her physiological response to a frightening situation. Unfortunately,

this would further produce physical symptoms that would convince

her that she was in physical peril from a heart problem and

increase her psychological symptoms.

Treatment of panic disorder then proceeds by obtaining a detailed

description of the person's panic attack along with his or her

cognitions during the attack. This is most effectively accomplished

by asking the patient to describe the most recent or most severe

episode. The therapist asks detailed questions about emotions,

thoughts, and images, and physical symptoms and behaviors

before, during, and after the attack. The patient is also asked to



rate the severity of the symptoms during the attack on a scale of

severity (0 to 100%). Patients are taught to keep records of their

anxiety symptoms, including where they occurred, what particular

physiological symptoms they noticed, how severe those were, and

what thoughts and beliefs came about at that time. Additionally,

patients record their behavioral response to the panic. The most

critical item to include in the history is a careful discussion of what
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thoughts and beliefs occur with body sensations, as it is the

patient's interpretation of these sensations that is the cornerstone

of what triggers the panic episode.

Treatment planning requires a history of the patient's patterns of

avoidance. This history must include a description of any use of

distraction or safety behaviors. The clinician needs to ask

specifically about situations the patient avoids, physical sensations

that he or she avoids, things that he or she does for self-protection,

and things he or she does in anxiety-provoking situations that

neutralize the thoughts and symptoms he or she has. This detail

helps the therapist develop behavioral experiments that most

efficiently expose the patient to feared situations.

The therapist must also obtain a developmental history to form an

accurate conceptualization, which, in addition to the history of

current symptoms and thoughts, gives clues to the therapist

regarding particular beliefs the patient has developed that could

put him or her at higher risk for panic attacks and reoccurrence.

The cognitive style of anxious patientsâ€”with the predisposition to

cognitive distortions regarding the probability of negative events

and severity of the consequences of these eventsâ€”is important to

address with Socratic questioning and a careful examination of the

evidence. Anxious patients often underestimate coping resources

available to them when faced with threats. Typical beliefs anxious

patients have can consist of beliefs about control (it's terrible to

lose control), about physical symptoms (people often suddenly die),

or about perfectionism (if I make a mistake or look foolish then it's

a disaster). Beliefs about worry are often important in the

conceptualization of anxious patientsâ€”â€œGood mothers worry

about their children; If I don't worry things will fall

apartâ€•â€”and need to be corrected to prevent further difficulties

in the future. History taking in any patient with anxiety requires



understanding and removing chemical triggers of anxiety, as well

as gathering information about medical conditions which either

predispose the patient to certain physical sensations or have led

him or her to be concerned about being in physical danger.

MS. GREEN had significant concerns about having a heart

attack. She was constantly vigilant about her heartbeat and

focused on every perceived irregularity in her pulse or

breathing. She talked with her therapist about her concern about

having a heart problem. He discovered her family history of

cardiovascular illness was significant. A number of her uncles had

had early heart attacks and her four grandparents had died in their

fifties from heart attack or stroke. Ms. Green firmly believed that if

â€œthey all had gotten to the hospital earlier, it would have saved

them.â€• She also believed that her â€œnervesâ€• could make it

more likely that she would have a heart attack and had read

several studies on the Internet that linked anxiety to cardiovascular

disease. This meant that every time she felt anxious, she had the

thought that her heart was in danger.

Ms. Green's therapist worked over several weeks to broaden Ms.

Green's understanding of the causes of cardiovascular disease, as

well as to help her to have a more realistic view of how much

control she could expect to have over her cardiac function. One

belief they specifically discussed was, â€œIf I got too upset, then I

could have a heart attack.â€• Ms. Green's therapist asked her to

assess how much she believed that emotional upset could cause

her to have a myocardial infarction and die, given that she had just

been told by her physician that her heart was healthy. Ms. Green

and the therapist worked together to discover how her

hypervigilance about physical sensations increased her awareness

of these sensations and she subsequently drew the conclusion that

a catastrophe was imminent.
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The next part of treatment in panic patients is called panic

induction. This technique involves inducing the sensations that the

patient gets during panic attacks in the therapy session and having

the patient evaluate the meaning of those sensations at the time

the sensations occur. The rationale for panic induction is that it

causes the patient to experience panic symptoms and, while having

the symptoms, accurately determine the danger while in the



presence of another observer. Panic induction can function as a tool

to help to identify the patient's catastrophic misinterpretations,

because the aroused and anxious state he or she is in at the time

of an actual panic attack is often a barrier to identifying the

thoughts and personal meanings the patient has about this event.

Panic induction helps the patient to eliminate the belief that the

symptoms are dangerous, because it dramatically illustrates the

lack of real danger in the physical sensations the patient is having.

It demonstrates to the patient that he or she can produce the same

symptoms that occur during panic, at any time, without dangerous

consequences. It functions as an exposure treatment as well,

desensitizing the patient to the panic symptoms. Panic induction

teaches the patient that his or her symptoms are normal variations
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of physical experience. Particular techniques used to induce

symptoms and expose the patient to feared sensations include

hyperventilating, inducing dizziness (spinning), increasing the

patient's heart rate via exercise, and so forth. The goal of panic

induction is to demonstrate that it is the catastrophic thinking that

the patient has during the physical sensation that leads to panic

and not the physical sensation itself. The patient understands that

evaluating the catastrophic thoughts for accuracy when he or she

has physical symptoms is the solution to decreasing the panic

attacks.

Cognitive therapists further help patients with panic disorders to

change catastrophic misinterpretation during panic by having them

fill out dysfunctional thought records and test conclusions outside of

sessions. Thought recording is particularly useful as a tool to

pinpoint the patient's avoidance behaviors. Patients and therapists

can design particular behavioral experiments to challenge

idiosyncratic thinking and avoidance behaviors. For example,

patients can be instructed to exercise outside the session and

notice that an increased heart rate or an increased breathing rate

does not signify danger or the certainty of a panic episode.

A particularly difficult homework assignment for MS. GREEN

was to exercise at the gym for 5-minute intervals on the

treadmill and then focus her attention on her pounding

heart, while noticing all the thoughts that came to her mind and

working to re-evaluate these thoughts. She was not able to



accomplish this assignment at first, but after two sessions during

which her therapist had her run in place in the office to increase

her symptoms and discuss her thinking at the time, she was able to

do it.

Although exposure to the physical sensations associated with panic

is a treatment goal, early in treatment a patient may need to

manage symptoms. Panic symptoms can be particularly disabling

during the period when the alliance is being developed, and the

patient is learning about the illness and the rationale for treatment

procedures. When necessary, patients can be taught to decrease

disabling symptoms of panic attacks. Tools that can help include

distraction, controlled breathing to decrease hyperventilation, and

focusing on external stimuli during anxious moments. The patient

must be instructed that this is a temporary stopgap measure,

because the physical symptoms that he or she has are not actually

dangerous. Using these techniques helps the patient to function

better day to day until exposure and cognitive restructuring
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decreases the panic symptoms. Patients can also use therapy notes

and thought records to help them between sessions. Relaxation

techniques, at first practiced when the patient is not acutely

anxious, can be extremely helpful. Relaxation and other habits that

promote better psychological health and well being (i.e., regular

sleep, good nutrition, and exercise) can lower the patient's

propensity to have panic attacks.

Exposure is a critical element of the cognitive therapy treatment of

all anxiety disorders, particularly when avoidance has become

disabling or is maintaining the problem. The therapist begins by

explaining what exposure is and the evidence for the effectiveness

of exposure as a treatment. Reminding the patient of the therapy

goals he or she has set is often necessary because the concept of

actually confronting the feared situation seems so threatening.

Patients are more motivated to participate in exposure treatment

when they understand the rationale and effectiveness of the

treatment. A reluctant patient can develop a list of the advantages

and disadvantages of enduring exposure with the therapist and

become more engaged. Exposure, on the surface, seems counter to

reasonable behaviorâ€”if something terrifies you, the most

fundamental instinct is to avoid it at all costs. A more gradual



method of exposure begins with developing hierarchies of feared

solutions with the patient, doing imaginal exposure, and then

employing gradual controlled amounts of actual exposure to feared

situations. More intense and longer exposure to the feared situation

is more rapidly effective for anxiety, but many times it is difficult

for patients to agree to engage in it. Actual exposure requires a

degree of therapist support that is often difficult to obtain. The

patient participating in exposure treatment is taught to write down

what he or she predicts will happen and how awful he or she

predicts he or she will feel when faced with a feared situation. After

facing the feared situation, he or she is instructed to evaluate the

outcome. Almost invariably the fear the patient has is much greater

than what actually happens when exposed to the situation. This

makes subsequent trials easier. As exposure treatment proceeds,

the therapist must identify any subtle clues that the patient is

avoiding sensations or distracting himself or herself. For example,

someone who is afraid of public speaking may have the

catastrophic belief that he or she may fall from fainting because he

or she will be terribly anxious as he or she speaks, and therefore

will hold on tightly to the podium. If this subtle avoidance is not

noted during
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exposure and confronted by the therapist, the patient will not

refute this hypothesis and it will negate the effects of exposure.

MS. GREEN and her therapist made a list of all the

situations she had avoided since developing panic attacks.

At first the list was brief, basically involving her not taking

public transportation. Her therapist asked her if she was willing to

go alone into stores or shopping malls and she said, â€œNo.â€•

She and her husband also had a fight in the past week because she

made him park the car and come into the drugstore with her,

rather than to have him wait double-parked when she went in to

pick up a prescription. She said to her therapist, â€œI just feel

better if someone else is there.â€• She and her therapist returned

to the list and included places that she avoided being by herself

and it was far longer, including:

Taking the bus.

Taking the train.



Riding in a car with someone driving other than my husband

and daughters.

Going to the store (any type).

Walking at the mall.

Going to church.

Ms. Green and her therapist began by choosing which of these

situations seemed the most dangerous and uncomfortable, which

one seemed the least, and they put the items in ascending order of

discomfort. This list allowed them to choose going to church alone

as what she was going to try first. The therapist worked with Ms.

Green to break down the steps involved in going to church alone so

Ms. Green could accomplish this goal in stages.

Treating individuals with panic disorder and other anxiety disorders

with cognitive therapy involves obtaining the patient's agreement

to slowly taper benzodiazepine medication used for anxiety.

Adequate exposure to feared sensations cannot occur when

benzodiazepine antianxiety medication is prescribed. Additionally,

the idea of having medications available that will quickly take away

symptoms functions as a safety behavior. Benzodiazepines also

interfere with a patient's anticipatory anxiety, so the patient may

not have dysfunctional thoughts when anticipating feared events

that need to be disconfirmed during therapy. Patients need to

identify and challenge beliefs they have about continuing

medication, slowly taper their medication, and then engage in

further exposure treatment.

P.118

MS. GREEN had a long-standing problem with using

medications to help her to feel better at times of stress and

discomfort. This pattern included overusing codeine for a

period of years for headache and backache, trying a number of

antianxiety medications prescribed without success, and taking

alprazolam â€œborrowedâ€• from her sister. She attributed the

lack of success that she had had in using medications for relief to

the fact that â€œdoctors don't listen to me and don't really know

what they are doing.â€• Ms. Green was initially certain that there

would be a pill to correct her symptoms because they were

â€œphysical and not psychological.â€• Furthermore, she was



convinced that having her sister's alprazolam was the only thing

that kept her from â€œdisasterâ€• during several anxious

moments. Ms. Green's therapist needed to spend several sessions

discussing and evaluating these beliefs and educating Ms. Green

about the actual effects of benzodiazepines before Ms. Green was

willing to accept a â€œtrial period without medicationâ€• because

she believed â€œI'll just fall apart without medicine.â€• Besides

educating her about using benzodiazepines, her therapist also

reminded her about several difficult periods of her life when she

had no medication and managed â€œwithout falling apart.â€• He

and Ms. Green navigated the potential impasse over using

medication by considering it as a â€œchoice she could always

makeâ€• if therapy did not help her to feel less anxious.

The final important element of working with individuals with panic

involves working with images. Many individuals with anxiety

disorders have a substantial number of mental pictures involving

danger and feared situations that act as triggers for the symptoms

that they have. Identifying these mental pictures and responding to

them rationally can be helpful in preventing panic and anxiety.

Individuals can respond to thoughts and images by actually

substituting images of coping effectively for the pictures of disaster

that they have. Catastrophic thinking about the image can be

corrected in treatment. Repeated exposure to catastrophic images

can decrease the emotional response patients have to them.

Whenever MS. GREEN thought about her pregnant

daughter, she became anxious. She could not articulate any

thoughts that she had about her daughter, but when asked

if she any â€œmental picturesâ€• when she thought about her

daughter, she had a strong reaction. Ms. Green had consistent

images of her daughter having a miscarriage or dying in childbirth

and would be horrified by these images. She felt like she couldn't

cope if this catastrophe occurred, and she worried that having such

horrible images could â€œjinxâ€• her daughter's pregnancy. Ms.

Green's therapist helped her through a series of Socratic questions

to understand that thoughts and images are not harmful and

cannot make things happen. In addition, he worked to help Ms.

Green mentally manipulate the imageâ€”including seeing herself

coping with a less then positive outcome and seeing her daughter's

pregnancy have a positive outcome. Ms. Green found that changing



the image increased her comfort with her own thinking. She

stopped trying to avoid thinking about her daughter's pregnancy

and the images became less powerful.
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Social Phobia

The cognitive model for social phobia and the treatment protocols

that have been established and tested are based on the

conceptualization that individuals with social phobia have a basic

belief that they are defective and inadequate. Further, patients

with social phobia are worried that the discovery of this inadequacy

in a social setting (speaking, eating, writing are often the feared

activities) will lead to ridicule and negative evaluation by others.

Heimberg and Becker (2002) have been instrumental in developing

and testing this model, particularly in group treatments, and have

demonstrated that cognitive therapy produces results equal to that

of pharmacotherapy for social phobia. Therapeutic gains are

maintained over a longer period after therapy is withdrawn than

when patients are treated with medication. The three major

components of cognitive therapy treatment for social phobia are

education about the disorder, exposure to feared situations, and

cognitive restructuring. The latter two components occur both in

session (particularly when patients are in a group) and during

homework assignments outside of therapy. Patients are coached in

focused practice during therapy sessions about exposure to feared

social situations before actual exposure. Coaching allows the

therapist to assess for and remedy any social skills deficits and to

identify and instruct the patient to not use safety behaviors in

practice outside the session. Patients develop a hierarchy of feared

social situations and gradually initiate encounters with other people

and situations that they would have previously avoided. The patient

is asked to
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rate the distress he or she has anticipating facing the feared

circumstance and subsequently is asked to rate how distressing the

actual experience was.

Exposure procedures allow the patient to identify and evaluate

cognitive distortions about failing or being ridiculed in social

situations. The therapist must assess the patient for and confront



negative self-evaluation after behavioral experiments. It is

imperative to help the patient avoid paying selective attention to

negative feedback. As the patient corrects his or her cognitive

distortions and practices skills in social settings, his or her

performance improves. Group treatment with other individuals who

have the same disorder is frequently extremely helpful; the other

group members become credible sources of information to the

patient and empathize with his or her experience. In a group,

exposure can initially occur in a safer environment and practice can

be more controlled.

MR. WHITE joined a group to help him deal with his social

anxiety. He developed a list of things that made him

anxious, which included:

Calling a woman for a date.

Going out with friends when there are new people there.

Going to parties.

Meeting new people at school or work.

Asking for help in a store or the library.

Going to the gym when it is crowded.

Mr. White placed these situations in ascending order of how fearful

he was about them and was assigned to work on asking for help in

the store, the least uncomfortable situation. He role-played a

situation in a store in group with another group member. First, the

group member played a cooperative clerk, and then, a less

interested one. The group helped Mr. White correct incorrect ideas

he had about his performance during the role play (â€œI'm sure I

looked nervousâ€•), and the therapist made a videotape of the

role play to show him in order to correct his misconceptions.

Finally, Mr. White was given a homework assignment to go to three

different stores in the next week, ask for help at each one, and

report about his experience to the group.

A basic concept about treating all types of anxiety disorders with

cognitive therapy is to think of the patient as generally making an

effort to avoid something that is perceived as too
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uncomfortable or dangerous. Patients who are anxious avoid

specific situations, particular behavioral or physiological triggers, or

even their own thoughts or emotional states (as in

obsessiveâ€“compulsive disorder). Fear of shame and

embarrassment can underlie the avoidance as in social phobia. The

therapist must understand the patient's internal reality, including in

what ways he or she avoids or engages in safety behaviors with his

or her thinking, in order to conduct exposure-based treatment.

Many patients with anxiety disorders have a propensity to use

worry as a coping strategy in response to stress. Wells (2002) has

furthered the conceptualization of cognitive therapy for anxiety

disorders by building into the model the need for the therapist to

aggressively target worry. The therapist helps the patient to look at

his or her beliefs about the functional value of worry and the

disadvantages of constant hypervigilance to decrease worry. Worry

and rumination can be ways that patients avoid emotion and the

possibility of being overwhelmed by a problem. Therapists can

assign the patient to schedule his or her worry and thereby

demonstrate that worry can be controlled.

MS. GREEN told the therapist â€œI'm a worrierâ€• from

the start and did not identify excess worry as a problem.

She, in fact, thought of her worry as a positive traitâ€”that

worry made her a good mother, kept her from getting too upset

about disappointing events, and helped her solve problems. Ms.

Green's therapist began the process of educating Ms. Green about

the relationship of her worry to her difficulties with anxiety. He

slowly introduced experiments to refute the irrational ideas she had

about worry. Ms. Green felt uncomfortable whenever she had

strong emotional reactions to anything, and she would often use

worry as a way to avoid her emotions. The therapist worked with

Ms. Green to help her identify and manage her emotional states

and increase her confidence and skill in her ability to solve

problems. Ms. Green became upset and anxious whenever faced

with a problem she needed to handle and generally worried and

ruminated about the problem. She worked in therapy to identify

the dysfunctional thoughts she had about problem solving (â€œIf I

make the wrong decision then it will be a disasterâ€•). Her

therapist taught her to identify a reasonable sequence of steps to

be more effective in solving problems. The therapist assigned her

weekly tasks to expose her to the process of actual problem



solving, rather than to use worry and avoidance to manage

difficulties.
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Learning Points

Patients with anxiety disorders generally avoid situations,

physiological triggers or thoughts, and emotional states.

Exposure-based treatment interventions and cognitive

restructuring are used in the cognitive therapy of anxiety

disorders.

Patients with panic disorder have catastrophic

misinterpretation of physiological sensations leading to panic.

Therapists treating anxiety disorders must attend to the safety

behaviors patients use in order to truly conduct effective

exposure; therapists must attend to worry and rumination.
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Personality Disorders and
Dialectical Behavior Therapy

Learning Objectives

The reader will be able to:

Understand the basic model of personality disorders in

cognitive therapy.

Modify the structure of cognitive therapy treatment to make it

useful for personality disorders.

Know the basic features of dialectical behavior therapy (DBT)

for borderline personality disorder.

Cognitive therapists modify the standard features of therapy when

treating personality disorders. The basic principles of cognitive

therapyâ€”conceptualizing psychopathology as involving

disturbances in thinking that lead to difficulties with mood and

behavior, and that underlying beliefs lead to the primary

disturbance in thinkingâ€”continue to be cornerstones of treatment.

The conceptualization of personality disorders in cognitive therapy

is that individuals with personality disorders develop dysfunctional

interpersonal strategies to deal with other people and the world.

These dysfunctional strategies may not differ from those used by

individuals who do not have personality disorders, but they are

dysfunctional because of their inflexible, inappropriate use and the

inability of the patient to initiate more appropriate and functional



behavior when it is clear that the strategies he or she is using are

too costly. Individuals with personality disorders use particular

behavioral strategies compulsively, even if they do not work in a

given situation.
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MS. GRAY consistently felt overwhelmed by her emotional

responses, particularly when she felt ashamed or worthless.

When she felt overwhelmed, her thoughts were generally

that she â€œcould not stand how she was feeling.â€• When her

therapist helped her to elaborate and explore this experience, he

found that she meant that she thought she could not tolerate her

feelings, developing escalating anxiety and a sense that she would

â€œgo crazy.â€• When Ms. Gray was overwhelmed by her

feelings, she would do anything to distract herself. She was

generally in such a distraught state that the distraction techniques

that she learned worked for her took extreme forms, like having

physical fights, cutting herself, or overdosing. The consequence of

the extreme behavior she used for distraction was the relief of her

emotional tension (a reward). An additional consequence was that

she frequently would get attention from other people and

assistance with whatever problem precipitated her feeling worthless

and ashamed. These consequences increased the probability of her

using extreme behavior to manage her feelings in the future.

Unfortunately, these extreme behaviors began to have significant

serious consequences. Ms. Gray had several medical â€œclose

callsâ€• and had â€œburned outâ€• a number of her friends.

Despite acknowledging these consequences, she felt she had

â€œno controlâ€• over her behavior and had no other means of

coping with her feelings.

Patients with personality disorders have painful core beliefs that are

frequently activated and precipitate the use of compensatory

strategies. Patients with personality disorders frequently have

substantial skill deficits because the vicious cycle of overusing

dysfunctional strategies keeps them from learning more adaptive

behavior. The personality structures and interpersonal beliefs and

strategies that cause difficulty are formed early in development and

often are associated with early trauma or disruptions of

attachment. Treatment often requires a substantial focus on

developmental experiences and cognitive restructuring of those



experiences.

One of MS. GRAY's core beliefs was â€œI'm bad and

worthless.â€• She also felt that it was intolerably painful to

have this belief and that it was horribly shameful if other

people knew how bad she was. To make certain other people didn't

know she was worthless, she would pay selective attention to being

ignored, because that would â€œproveâ€• her worthlessness.

When her boyfriend was preoccupied with preparing for an exam,

she felt worthless and ashamed. Because she felt overwhelmed

with shame, and unable to stand her feelings, she provoked him.

They fought and she threw a glass at him. He called her crazy, and

he stormed out of the house. This confirmed her belief about

herself as worthless.
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The core beliefs that personality-disordered patients develop are

multidetermined. Childhood experiences can teach powerful

negative messages, especially in extreme circumstances like abuse

and neglect. Mismatches of child and parental styles and

temperament or family belief systems can cause the patient to

form a negative set of core beliefs. For example, a child who is

bright and interested in education, and is born to parents of below-

average achievement who disparage intellectual pursuits could

develop negative beliefs about himself or herself and others.

MS. GRAY was consistently belittled by her father. She also

witnessed his verbal and physical abuse toward her mother.

Her mother was frequently depressed and unavailable; she

told Ms. Gray that it was impossible to cope with stress and that

too much stress would make her go crazy. Her mother also said

that she stayed with her father as long as she did because of Ms.

Gray and her brother. Ms. Gray witnessed few examples of

effective problem solving and effective interpersonal

communication as a youngster. Besides feeling worthless because

of her father's relentless barrage of criticism, Ms. Gray's mother

dealt with stress by going to bed for days at a time, leaving Ms.

Gray and her brother to fend for themselves. This lack of parental

care and supervision added to Ms. Gray's sense of feeling

overwhelmed. She would blame herself and feel worthless for not

being able to cope more effectively or to help her mother more.

She was ashamed of her family and would not bring friends home



and constantly worried about people finding out how her family

lived.

The therapist needs to develop a hypothesis about the

development of the patient's core belief and share this with the

patient. The therapist validates the patient's point of view by

explaining that the core belief had an important purposeâ€”that it

was designed to make sense of childhood experiences and/or to

protect
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the patient. The therapist makes a case for the core belief as now

being less adaptive for the patient and that its rigidity would not

allow the patient to develop alternative views with further life

experience. The therapist slowly works to logically show the patient

that the belief functions to process information and represents a

problem for the patient. Gradually and empathically, he or she

guides the patient to consider other possible beliefs, while

remaining attuned to the patient's point of view. Frequently the

therapist serves as a source of other possible perspectives to

consider about the world or relationships, because the patient with

a personality disorder has no other choice but to see the world in

his or her own particular fashion.

MS. GRAY began the work of understanding that she had a

belief about herself being â€œbadâ€• by refining her

definitions of what â€œbadâ€• meant and placing herself

on a continuum of â€œbad.â€• Her therapist had her construct a

grid of good and bad people in the world and had her place herself

on that grid. Despite this exercise, Ms. Gray remained prone to

â€œfeelingâ€• that she was bad, and this feeling frequently

instigated a cascade of emotions and behaviors that, at best, were

difficult for her to bear, and at worst, precipitated self-harm. Since

therapy initially involved teaching and motivating Ms. Gray to

behave in less destructive ways, there were fewer instances of her

behaving in a harmful fashion. Nevertheless, her â€œfeelings were

no different.â€• Ms. Gray's therapist carefully explained to her

how her belief that â€œI'm badâ€• worked like a screen, and that

it filtered or distorted information so that she would continue to feel

strongly that it was trueâ€”even if there was information to the

contrary. The therapist also helped her to understand how

prejudice is similar to this process, and that example made a real



difference to Ms. Gray's understanding of why her feeling

â€œbadâ€• was so strong. Finally the therapist explained that a

child in Ms. Gray's position would have little choice but to believe

that the adults in her life were correct and that Ms. Gray had made

sense of the chaos in her childhood by seeing herself as â€œbad

and worthless.â€• Ms. Gray was upset and looked sad at this

moment.

The patient's thoughts and beliefs about the therapist play a

significant role in the treatment of personality disorders. These

ideas serve as data points that augment the conceptualization as

well as to serve as opportunities to change core beliefs in session.

Therapists need to be attuned to the alliance and to shifts in the

patient's affect to take advantage of these opportunities.
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The therapist noted the drop in MS. GRAY'S mood when he

discussed Ms. Gray's core belief as originating from her

attempt to make sense of her childhood experience. He

asked her, â€œWhat's going through your mind?â€• She said,

â€œI just feel so sad about it. I don't think I'll ever get over what

happened.â€• The therapist said that he agreed that painful

circumstances happened to Ms. Gray in her daily life in childhood.

He told her how sorry he was that she had dealt with such

adversity. He asked her if she ever considered how people coped

with terrible adversity. She was confused by his question. The

therapist asked if she could think of examples of people who had

survived calamities and what perspectives they developed to make

sense of these. She could not think of anyone. The therapist asked

if she knew about Christopher Reeve or Trisha Meili (the Central

Park Jogger). They discussed together that each of these survivors

had a choice after a devastating life eventâ€”to be a victim or to be

a survivor. The therapist talked with Ms. Gray about how she, too,

could make a choice to have a meaningful life despite having had a

difficult and painful childhood. They began to look at what it would

mean if she could think of herself in this way and how her life

would be different. Ms. Gray was able to identify being in therapy,

the progress she had made in not getting into fights, and getting

her cutting behavior in better control as evidence of her

â€œsurviving.â€• She identified her artwork as something that

meant a great deal to her as a survivor. The therapist added that



he knew that she had developed a relationship with her mother

that was not like the relationship she had with her as a child. Ms.

Gray acknowledged that her mother had changed â€œa lotâ€• by

being in therapy herself. Ms. Gray's therapist assigned her to

record daily the evidence that she was working to build a

meaningful and different life for herself.

Cognitive therapists often use role play and imagery in working

with patients with personality disorders. Role play can identify skill

deficits and help the patient to practice and develop new skills.

Assertiveness and emotion regulation skills are often deficient in

patients with personality disorders. Reverse role play, when the

therapist plays the patient and the patient plays a significant

person, can be a useful means of helping the patient to be more

understanding about the experience of other people. After a

trusting and well-grounded therapeutic relationship has been

developed, role play can be used to reprocess and conceptualize

early developmental experiences and to help the patient

understand alternative explanations for the behavior of past

significant figures. The therapist must make certain that there is

sufficient time in the
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session and that the use of imagery and role play is well planned

and explained; the therapist must be available to support the

patient and process the experience at the end of the session. An

excellent description of the use of this technique is contained in

Judith Beck's book Cognitive Therapy: Basics and Beyond .

Imagery is another experiential technique useful for patients with

personality disorders. Imagery can be used to restructure core

beliefs about early developmental experiences and can be helpful in

assisting patients to broaden the range of potential outcomes that

exist regarding anxiety-provoking situations. Imagery can facilitate

the discovery of fundamental core beliefs. The therapist helps the

patient to remember pivotal developmental events in substantial

detail. The therapist activates and inquires about core beliefs

during critical negative developmental experiences. The therapist

guides the patient through the image and suggests possible new

ways to conceptualize or experience it. He or she works with the

patient to form new beliefs by considering alternative explanations

that were not available to him or her at the time of the negative



experience. Patients can develop a wider frame of reference and

empathy for others by conceptualizing the behavior of significant

figures in the pastâ€”e.g., parents. Both role play and imagery

have the added advantage of increasing the patient's affect,

making substantive change more likely.

On several occasions, as MS. GRAY discussed her father's

behavior when she was a child, Ms. Gray said, â€œI can just

see him standing there, screaming at my mother.â€• The

therapist asked Ms. Gray if she was willing to work more with this

image. She agreed. The therapist guided her through a detailed

description of the situation and her thoughts and feelings as a child.

The therapist frequently checked with Ms. Gray as to anxiety and

mood in the present as they explored the image. When Ms. Gray

got to the part in the image where she remembered feeling

worthless, the therapist asked her, â€œAs your adult self, what

would you tell your child self about this situation?â€• Ms. Gray

said, â€œDon't listen to him; you're just a little kid.â€• She was

visibly moved. This moment represented a turning point; it allowed

her to consider alternative points of view about herself as well as to

begin to understand her father's behavior.

Other particular techniques useful to therapists working with core

beliefs in a patient with personality disorder, in addition to role play

and imagery, include obtaining a detailed history and
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having the patient test the core belief for accuracy over a lifetime.

Patients can identify facts about themselves that are not filtered by

the core belief and change their self-evaluation. Using a cognitive

continuum is another important technique in changing beliefs of

patients with personality disorders. The patient learns to be less

rigid and change dichotomous thinking when data is available that

counters his or her perception of himself or herself or others

(Chapter 5 gives examples of using these techniques).

Cognitive therapy with patients with personality disorders is longer

in duration than cognitive therapy for many Axis I disorders.

Treatment takes longer, in part, because of the need to pay

particular attention to the development and maintenance of the

therapeutic relationship. The therapeutic relationship needs to be

strong and sufficiently trusting to allow the patient to identify

dysfunctional strategies and beliefs and learn newer and more



functional strategies. Since patients with personality disorders

have, by definition, dysfunctional interpersonal strategies, the

therapist must be creative, empathic, and patient. The process of

forming a relationship is often gradual and fraught with difficulty.

The therapist needs to teach the patient new ways of relating to

other people and to help the patient to respond more rationally in

relationships. The therapist can work first to help the patient deal

with anxiety or depression, which engenders trust in the therapist

and relationship, before tackling the harder task of dealing with

dysfunctional beliefs and interpersonal strategies. Rapport and trust

in the therapeutic relationship with these patients is often hard-won

and slow to develop. Because patients have inflexible rules and

dysfunctional interpersonal strategies, they often have a life filled

with experiences to confirm their core beliefs, and only slowly form

a therapeutic alliance.

MS. GRAY came 20 minutes late to her first three sessions.

Her therapist directly addressed this, asking her what the

problem was that kept her from coming on time. Ms. Gray

was silent and looked visibly upset. The therapist asked Ms. Gray if

she could talk about what thoughts and feelings she had about

coming to therapy. Ms. Gray became quite angry and said, â€œI

don't know how we will ever work together if you keep criticizing

me.â€• The therapist asked Ms. Gray if she could consider the

advantages of coming to therapy on time and she said, â€œGreat,

now you think I'm stupid, too.â€• The therapist told Ms. Gray that

his primary concern was their relationship and solving the problem

together. Ms. Gray and the therapist spent several minutes in each

of the next two sessions working to solve the problem of Ms. Gray's

lateness. He said there was no way he could control the time of Ms.

Gray's arrival. They explored the advantages and disadvantages of

coming on time, including that the therapist would be unable to be

as helpful as if they had a full session. The therapist directly

addressed that Ms. Gray could have no way of knowing if he could

help her or if he would behave in a trustworthy manner.

Eventually, Ms. Gray and the therapist brokered a compromise: she

would make every effort to come on time, and the therapist would

make every effort to be helpful. They would evaluate how therapy

was progressing every session.

P.130



Therapy can stagnate if the therapist does not pay close attention

to any variations in the patient's affect, to validating the patient's

pain when dealing with difficult situations, or to confronting the

patient's attempts to avoid pain. The therapist must acknowledge

that therapy is a difficult and painful process that will ultimately

help the patient to function better. The therapist must be direct in

asking the patient for verbal feedback as well as exquisitely

attuned to nonverbal feedback during the session. The therapist

must make certain that the patient is capable of controlling self-

destructive behavior before making efforts to use imagery and role

play to change beliefs. Transference is used as a tool to understand

the patient's beliefs. The therapeutic relationship often functions as

a model for appropriate behavior in a real relationship. The

therapist often must balance working on the goals of therapy and

discussing more day-to-day issues. Active work to facilitate skill

acquisition is critical.

Finally, the difficulty with engagement and treatment adherence for

patients with personality disorders can stem from the thoughts and

behaviors the therapist has toward the patient. The therapist must

monitor his or her stance toward the patient and make certain it is

empathic and nonjudgmental. This is easier to do if he or she does

not think of the patient's dysfunctional interpersonal behavior as

willful and personally directed. If the therapist can look at the value

of dysfunctional behaviors to the patient, it is often easier to

remain empathic. This conceptâ€”that dysfunctional behaviors

make sense, given the patient's background and

experienceâ€”when conveyed to the patient, often facilitates

change. Because of destructive behavior and lack of trust,

maintaining empathy is easier said than done in many situations.
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Therapists who do not set adequate limits with patients will

struggle with their own responses to patient behavior. Therapists

can define the problem behaviors the patient has and problem

solve with the patient how to avoid engaging in these behaviors,

rather than have negative thoughts about the patient that damage

therapy. Teaching the patient more skillful and effective behavior

helps the therapeutic alliance and the patient's self-esteem. The

therapist can identify and respond to patients' problem behaviors in

a more effective way by obtaining supervision.



MS. GRAY made multiple suicide attempts by overdose. She

cut herself repeatedly. Several therapists had thrown her

out of treatment as a result of this behavior. One had told

her she was â€œnot able to be helped.â€• She had heard

emergency room personnel call her â€œmanipulativeâ€• and

â€œborderline.â€• Ms. Gray's therapist wanted to make her self-

harming behavior the first order of business. After an initial

exploration of the value of looking at the problem and making a

crisis card, the problem persisted, although in a less severe form.

Ms. Gray would make veiled remarks about â€œhaving an outâ€•

and would often not return calls to the therapist after she phoned

in a crisis.

The therapist was angry and anxious about Ms. Gray's behavior. In

the next session, he put their relationship on the agenda to discuss.

He told Ms. Gray that he had difficulty managing his anxiety about

her safety and could not do his best work with her if she was

unwilling to accept his help when she called for it. Furthermore, he

told her that he was concerned that her commitment to stop

harming herself was not strong enough. He asked if she had any

ideas about how they could help her better handle the urge to

harm herself. He said that he did not want to become a therapist

who felt â€œburnt outâ€• by her behavior and wanted her to live

long enough to benefit from treatment. The therapist said he knew

she behaved like this because she was in pain and that they

needed to find less destructive ways for her to tolerate that pain.

Ms. Gray agreed to make this a priority, and the therapist agreed

to work consistently to help her manage her feelings.

Dialectical Behavior Therapy

In 1993, Marsha Linehan and colleagues at the University of

Washington began to publish data about a modified cognitive

behavioral therapy treatment for chronically suicidal patients with
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borderline personality disorder. The treatment was significantly

effective at preventing suicidal behavior and decreasing the

lethality of suicide and self-injurious behavior in these patients, as

well as decreasing length and frequency of hospital stays and

increasing treatment retention. There have been multiple

subsequent studies replicating these findings, as well as studies



about extending the use of the model to other disorders where

impulse control is an issue (e.g., eating disorders). Dialectical

behavior therapy (DBT) differs from standard cognitive therapy for

personality disorders in the unique conceptualization it poses for

the development of borderline personality, in the integration of

acceptance and validation into the treatment, and in the staged

approach it takes in the management of severely afflicted patients

with both Axis I and Axis II disorders.

DBT advances a model for the development of borderline

personality which states that the patient initially has a biological or

temperamental predisposition to emotional dysregulation and then

develops in a pervasively invalidating environment. In essence,

patients with borderline personality begin as individuals who

emotionally respond more rapidly to less intense stimuli with an

inappropriate level of emotion, and with a harder time returning to

baseline after they are emotionally triggered. This abnormal level

of emotional response has the consequence of being extremely

painful to the patient and interferes with learning and memory in

interpersonal settings. The vulnerability to excess emotion is, by

itself, insufficient for the development of the disorder. The other

component that is necessary is that these emotionally vulnerable

patients must then be raised in an environment that is pervasively

invalidating of their private emotional experience. The invalidating

environment can be as extreme as one which includes sexual,

physical, or emotional abuse, or as subtle as the pervasive cultural

message to â€œstop whining and snap out of it.â€• In essence,

patients are repeatedly shamed for their responses and not

instructed in alternative and more functional ways of behaving and

coping with emotional experience.

The result of the interaction between the invalidating environment

and the vulnerability to excess emotion is that the patient is left in

a state of chronic emotional dysregulation that feels intolerably

painful. All of the criterion behaviors of borderline personality

disorder are viewed as consequences of this emotional

dysregulationâ€”either as efforts that the patient makes to help

regulate emotions
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or simply a manifestation of the emotional dysregulation itself. The

basic paradigm is that the patient simply cannot tolerate how he or



she is feeling and frantically seeks relief from that state.

The philosophical underpinnings of DBT that make it different from

standard cognitive therapy techniques stem from Linehan's (1993)

observation that using conventional cognitive behavioral techniques

with chronically suicidal borderline patients was ineffective and led

to noncompliance and treatment dropout. She observed that the

mandate to change in therapy reproduced the invalidating

environment experienced by these patients in their development.

To balance this invalidation, she added acceptance and validation

as a part of the therapeutic strategy. Acceptance in DBT is modeled

after the form of radical acceptance as practiced by Eastern

philosophical traditions. Validation is the active communication that

the patient's perspective makes sense. Validation is a powerful tool

that decreases shame and subsequently allows patients to consider

alternative points of view. The therapist moves between the

position of being an advocate and guide to help the patient to

change, while simultaneously validating the patient's position by

communicating an understanding of what wisdom exists in the

patient's decisions and behavior. The important lesson of holding

two perspectives at the same time counters dichotomous thinking.

Self-acceptance and the need to change are seen as simultaneously

valid. Validation does not mean endorsing damaging behaviors, but

it means empathically communicating an understanding of the

function of these behaviors in the context of the patient

conceptualization. For example, the therapist might communicate

to the patient an understanding that the purpose of overdosing

might be to get some sleep and escape his or her feeling state and

that the result of overdosing might be that people help him or her,

so it would make sense that the patient would continue to

overdose, even if it meant enduring the many negative

consequences.

The patient is taught techniques of radical acceptance and

mindfulness to increase emotional awareness and tolerance of

feeling states while decreasing impulsive behavior. The model

further uses dialectics as the philosophical construction, meaning

that there is an emphasis on attempting to reach synthesis by

moving between polarities and that change is accepted as a

constant fact of life. This philosophy can be particularly helpful for a

borderline patient who is attempting to resolve dichotomous



thinking or to wrestle with unpleasant affects.
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DBT is further distinguished by having specific hierarchies of

treatment targets, with structured goals, stages, and treatment

delivery modes. This structure is substantially important to

decrease the chaos of treatment as usually delivered to these

complex and challenging patients. Stage 1 of DBT, which is the part

of treatment that has been most well studied, is designed with the

goal of achieving a normal lifespan, obtaining a commitment to the

therapeutic process, and reducing other behaviors that threaten

the patient's health and safety. It lasts for 1 year, following a

pretreatment phase designed to clearly obtain informed consent

and commitment to therapy. The patient commits to the targets of

treatment before therapy beginsâ€”namely, to work to stop suicidal

and other self-injurious behaviors, to actively work on and maintain

a commitment to therapy, and to reduce behaviors that interfere

with his or her quality of life. During pretreatment the patient

commits to an attendance policy of not missing either four

consecutive therapy sessions or four consecutive skills groups.

Should this attendance contract be broken, the patient is ineligible

for therapy for 1 full year. The therapist and patient actively work

to solve attendance problemsâ€”a frequent concern in working with

borderline patients.

There are multiple modes of treatment delivery in DBT. The

individual therapist typically meets with the patient once per week.

The primary function of the individual therapist is to provide the

patient with the motivation to behave differently and to help the

patient to develop different contingencies to reinforce more

functional and skillful behaviors. The therapist identifies cognitions,

emotional states, and interpersonal consequences that keep the

patient from behaving in a more functional way and helps the

patient to develop alternatives to these obstacles. A basic tenet of

DBT is that a powerful source of reinforcement for the patient is the

relationship between the therapist and patient. The therapist uses

this relationship to help the patient behave differently by

reinforcing functional and adaptive behavior, modeling, coaching,

and cheerleading when necessary. The therapist carefully monitors

and manages the patient's emotional state in the session and helps

the patient to use skills present or learned in skills training to avoid



feeling overwhelmed. Patients are instructed to keep records of

target behaviors (self-injurious behaviors/thoughts of self-harm,

substance use, and so forth) as well as to record the skillful means

by which they avoid engaging in these behaviors. The therapist and

the patient proceed to work on specified treatment targets in a

previously agreed-on
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order of priorityâ€”that is, suicidal/self-harming behaviors first,

therapy-interfering behaviors second, and other quality-of-life-

interfering behaviors third. Each instance of a target behavior is

subjected to a behavioral analysis and a careful analysis of the

antecedents and consequences of the behavior, as well as possible

alternative ways to solve the problem without engaging in the

behavior. The patient commits to try new, more functional

behaviors in similar situations in the future. A variety of standard

cognitive behavioral therapy methods including skills training,

contingency management, cognitive modification and exposure, are

flexibly employed to help the patient to engage in new behaviors.

DBT takes the change process one step further by adding another

mode of service delivery. A main problem for patients with

borderline personality disorder is that the patient often can acquire

skills in therapy sessions but cannot generalize them to his or her

natural environment. Therefore, an important mode of therapy

delivery in DBT treatment is as needed phone coaching between

the therapist and the patient. The phone calls are designed for the

therapist to coach the patient in the use of new skills in difficult

settings. The format is discussed with the patient in advance to

teach the patient to use these phone contacts for coaching and skill

acquisition. Phone calls can be scheduled or unscheduled, with one

exceptionâ€”that the therapist notifies the patient at the start of

treatment that he or she will not engage in a telephone session

with the patient if the patient has made any attempt at self-harm,

except to ascertain that the patient has access to reasonable

medical care. This feature of DBT corrects the iatrogenic

reinforcement of borderline patients for self-injurious

behaviorâ€”often the only time a therapist will accept an

emergency call from a patient is when the patient has made an

attempt to harm himself or herself. In DBT therapists respond to

patients in crisis to provide reinforcement for them to employ

different skills and more adaptively handle a crisis.



Two additional modes of service delivery exist in DBT. The first is

skills training. Skills training is conducted in weekly, 2 Â½-hour

groups that the patient attends in addition to individual therapy.

The mandate for patient attendance for skills training is similar to

that of individual therapyâ€”the patient cannot miss four

consecutive sessions or he or she is dropped from all treatment and

cannot return for a full year. The principle underlying the use of

skills training groups is that patients who have borderline

personality disorder are often extremely deficient in the
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psychological and self-management skills necessary to have a

healthy life. This lack of skill development is conceptualized as a

developmental delayâ€”first, the emotional dysregulation that the

patient experiences interferes with learning and memory necessary

to acquire skills, and second, the patient frequently has grown up

in an environment where skills were not modeled or were absent.

Finally, many borderline patients subsequently have such traumatic

lives that acquisition of new skills is impossible. The skills in DBT

are taught in four rotating modules. They include acceptance-based

skills (mindfulness, distress tolerance), and change-based skills

(emotion regulation, interpersonal effectiveness). Patients are

taught in skills training that distress is an unavoidable part of life

and that by using more skillful means they will manage and

tolerate it with fewer negative consequences. Skills that decrease

vulnerability to excess emotion help the patient recognize and

manage emotional states and increase their interpersonal

effectiveness. The group is held specifically in a classroom setting

to avoid the confusion between skill acquisition and group

psychotherapy. Two group leaders are optimal. Specific efforts are

made to make certain that patients have sufficient emotional

control to acquire and practice the skill in class, avoid

noncompliance with homework and group tasks, and leave the

group each week in good emotional control.

The final mode of DBT service delivery is group consultation for the

therapist. DBT is a team approach. It acknowledges that borderline

patients present special challenges to therapists because the

complexity of working with borderline patients can punish

therapists for effective behavior and reinforce therapists for not

behaving skillfully. Therapists need a team of supportive colleagues



to support them in working with this difficult population of patients.

Group consultation can decrease therapy-interfering behaviors by

therapists.

The three stages of DBT that follow the successful completion of

the acute phase of treatment (Stage 1) involve dealing with trauma

(with a form of treatment that is akin in principle to Foa's [2001]

cognitive behavioral treatment for posttraumatic stress disorder),

managing problems in day-to-day work and relationships (with an

approach similar to standard cognitive therapy), and finally, a

phase of treatment that is designed to help the patient assimilate in

an existential sense what has transpired in his
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or her life and develop the capacity for joy and freedom. Patients

return to earlier phases of treatment based on clinical needs; it is

not unusual, for example, in an early stage of recovery for a

patient to redevelop suicidal thoughts and behaviors and to return

to managing this according to the principles of Stage 1 DBT. The

effectiveness of Stages 2 through 4 of DBT has yet to be tested,

but rigorous study of Stage 1 has shown it to be a valuable tool to

deal with a difficult group of patients.

Learning Points

Standard cognitive therapy methods are modified to treat

patients with personality disorders, with greater alteration to

the therapeutic alliance and to the developmental origin of core

beliefs and dysfunctional interpersonal strategies.

Childhood experiences often lead to the development of painful

core beliefs and dysfunctional interpersonal strategies in

personality disorders.

Dialectical behavior therapy is a unique form of cognitive

therapy designed to treat borderline personality disorder, with

substantial data supporting its efficacy in treating self-harming

behaviors and treatment attrition.
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Medication Adherence

Learning Objectives

The reader will be able to:

Know data about combining psychopharmacological treatment

with cognitive therapy.

Acquire tools from cognitive therapy that enhance medication

adherence.

Understand particular beliefs that interfere with patients using

medications properly.

Most therapists in clinical practice treat some patients who are

managed with both medications and psychotherapy, and

psychiatrists are likely to manage patients with medication who are

in therapy with other providers. Cognitive therapy has proven to be

an effective adjunct to treatment in two disorders traditionally

treated primarily with medicationâ€”namely, schizophrenia

(Kingdon & Turkington, 2005; Rector & Beck, 2001) and bipolar

disorder (Lam, Jones, Hayward, & Bright, 1999). Cognitive therapy

combined with medication increases the efficacy of treatment in

severe and chronic major depression. Additionally, strategies taken

from cognitive therapy improve adherence to medication treatment

in several medical conditionsâ€”including diabetes and

cardiovascular disease. Cognitive therapy has much to offer

practitioners in assisting patients with medication adherence.

Medication nonadherence is a substantial problem in psychiatric



and medical disorders. Practitioners can provide patients with more

effective means of dealing
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with chronic conditions by employing the tools of cognitive therapy.

A valuable tool for challenging patients is cognitively

conceptualizing the stumbling blocks to the effective use of

medications.

An important caveat in combining cognitive therapy with

medication is that truly combined treatment interventions have

rarely been studied. Most studies involve medications provided in

different settings and by different providers, rather than

medications provided in an integrated way with therapy.

Medications have the potential to have positive or negative effects

on psychotherapy outcomes and vice versa. Existing studies

indicate that in panic disorder and major depression, combined

treatment with cognitive therapy and antidepressant medication is

beneficial to treatment response (Wright, 2003). Studies of anxiety

disorders combined with medication indicate that patients taking

benzodiazepines do not respond to cognitive therapy

treatmentâ€”effective exposure cannot occur with patients who are

taking benzodiazepines, as they prevent anticipatory anxiety,

forestall panic, and function as safety behaviors. Further studies of

combined treatment may elucidate what sequence of treatment

provides the most efficient and effective means of controlling

symptoms and forestalling relapse.

Why do people not take medication as directed? Psychological

issues and practical issues prevent all of us from taking medication

as the prescriber intends. The practitioner who acknowledges his or

her own difficulty with adhering to medication regimens will be far

better equipped to understand and treat problems with medication

adherence in his or her patients. Therapists who help patients to

take medications more accurately will have far better outcomes

because many patients who fail to take medication correctly have

devastating results of nonadherence, particularly patients with

affective disorders and schizophrenia.

Practical issues make it difficult for patients to take medication as

the practitioner intends. This is the first area to remedy. The

clinician must work to prescribe medication in the least complicated

manner, including prescribing as few doses per day as is possible.



Side effects must be regarded as a serious problem by the clinician

and every step must be taken to try and restore the quality of life

lost to the patient by his or her proper use of medication. The

successful clinician will regard side effects as problems to be solved

with the patient rather than dismiss them as something that the

patient will just need to accept as a result of having an illness.

Practical problems
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must always be solved in partnership with the patient. What does

he or she think will help to increase the likelihood that medication

will be remembered and taken? An astute clinician must remember

that practical problems will vary from patient to patientâ€”a 75-

year-old patient with depression will likely have different issues

from a 23-year-old college student with bipolar disorder.

The clinician who wants to maximize adherence to medications

needs to help the patient to use behavioral reminders to help with

adherence. Pill boxes with days of the week, notes on mirrors or

refrigerators, associating taking medications with meals or bedtime,

and using PDAs or electronic reminders are examples of strategies

that increase the likelihood that patients will take medication as

directed. Family members can be enlisted as partners to help

patients with more severe disorders to remember to take

medication, if the relationship allows for such assistance without

undue exacerbation of conflict or increased expressed emotion in

the family system. Patients should reward themselves for taking

medications properly with positive self-statements or reinforcing

activities.

Psychological obstacles that interfere with taking medications

properly include alterations in the patient's mental state based on

the illness itself, beliefs that the patient has, and forces from the

patient's social network that can alter the motivation to comply

with treatment (Beck, J., 2001).

Individuals with more severe psychiatric disorders have inherent

obstacles to effectively taking medication. Patients with psychosis

or severe mood disturbance have impairments in reality testing,

problem solving, concentration, memory, and judgment. These

impairments can themselves interfere with medication adherence.

The therapeutic alliance with patients with severe mental disorders

is critical. The clinician must evaluate the patient for specific mental



status impairments that are barriers to adequate pharmacotherapy.

The tools that cognitive therapy brings to the relationship with

severely and persistently mentally ill patients are nonjudgmental

and empathic assessment, relentless work to strengthen the

therapeutic alliance, and a focus on problem solving and

psychoeducation. The alliance is strengthened when the therapist

actively assesses the patient's personal feelings about having the

disorder and the use of medications. Advantage/disadvantage

analyses about the pros and cons of using medication can help the

patient to be a more effective partner. Therapists who explore the

meaning of the illness to the patient and communicate
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respect for the patient's autonomy further the relationship and

have better results. Clinicians who push to have patients take

medications perfectly are less likely to be successful than clinicians

who take a long view. If the therapist can determine what

frequency of medication use is acceptable for the patient, and then

examine the advantages and disadvantages of this frequency of

medication use, then better adherence can occur.

Psychological problems with medication adherence often involve

patient beliefs, and these beliefs are often amenable to cognitive

therapy techniques. If confronting practical problems, educating

the patient about his or her disorder and medications, processing

the grief the patient has about having the disorder, and making

certain that a positive therapeutic alliance exists proves ineffective,

therapists should suspect beliefs as a factor in nonadherence.

Beliefs that interfere with medication use come in several varieties,

as described by Beck (2001). Patients have dysfunctional beliefs

about physicians, about psychiatric illness, and about medications.

Cultural and interpersonal influences are significant mediators of

beliefs that interfere with patients' medication adherence. Early

learning about physicians, medications, and psychiatric illness has

an enormous impact on the acceptance of psychotropic medication

and psychiatric diagnoses. There is a pervasive cultural belief in the

U.S. that strong and capable individuals solve problems without

assistance or effort. The historical response to psychiatric illness in

many cultures is to view it as a moral failing at best, and dangerous

and demonic at worst. In the U.S., beliefs about physicians making

patients â€œguinea pigsâ€• and experimenting with medications



on unsuspecting victims are culturally pervasive and have some

basis in reality (e. g., Tuskegee). The me-dia routinely portrays

drug companies as foisting dangerous products on the public, and

physicians as inept, avaricious, or criminal. Contrasting portrayals

of â€œmiracle cures,â€• as well as the barrage of Internet

information for which no quality control exists, influence patients'

thinking about psychotropic drugs and prescribers.

Patients also have core beliefs about medications and physicians

that are consistent with their cognitive style toward the world in

generalâ€”a paranoid patient who believes that people in the world

are likely to harm you is apt to regard his or her physician and

prescribed medication with suspicion. Patients with personality

disorders will frequently develop rigid beliefs and
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compensatory strategies toward medications and prescribing

physicians similar to those that interfere with the other aspects of

their lives.

Examining the patient's interfering beliefs, rules, and automatic

thoughts for accuracy can improve medication adherence. The

therapist can ask the patient to look at the evidence for a belief

that â€œall people who take medication are weak.â€• Patients

must decrease the emotional reasoning they do about medications

to be effective partners in treatment (â€œI know its not true that

taking medication makes me weak, but I feel it is trueâ€•).

Patients can do experiments with medication/lifestyle changes and

evaluate outcomes to see if the predictions they make are accurate

(â€œIf I take my medication and don't drink and go to this party, I

won't have any funâ€•). Finally, using principles of motivational

interviewing and taking a future-oriented perspective can be of

significant help to the patient (â€œIf I want to finish college and

get a job, how possible will that be if I continue to have manic

episodes? What methods exist to prevent my manic episodes?

â€•). Patients benefit from a clinician acknowledging that there is

no â€œperfectâ€• medication and no perfect adherence to

medication treatment. Validating real difficulties with having mental

illness without catastrophizing them, advocating for

nondiscriminatory parity for psychiatric illness and problem solving,

and normalizing grief about the significant losses facing patients all

serve to enhance the therapeutic alliance and motivate patients to



more diligently take medication.

The initial part of any cognitive therapy session with a patient on

medications should include an adherence/medication side effect

check as well as a mood or symptom check. Assessment of

adherence early in the session demonstrates to the patient the

critical nature of taking medication properly. How the clinician asks

about adherence is as important as asking the question. Many

clinicians will ask patients if they are taking medication regularly,

and patients invariably answer, â€œYes.â€• Beginning clinicians

will take the patient at his word or think the patient is lying, if it

turns out to be untrue. A more realistic and comprehensive

approach takes into account that patients are interested in

appearing to be â€œgood patients.â€• The behavioral demand

characteristics of the physicianâ€“patient relationship or

therapistâ€“patient relationship are such that patients often feel

vulnerable and unequal and wish to please or not be seen as

â€œbadâ€• by the physician or therapist. This means patients will

be unlikely to discuss problems with medication and adherence

unless
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the clinician facilitates this discussion. First, the initial question to

the patient needs to acknowledge that it is normal to have difficulty

taking medication regularly (e. g., â€œHow often have you been

able to take your medication this week?â€• or â€œHow much

trouble have you had taking the medication this week?â€•).

Second, the clinician needs to emphasize the benefits of

medications as well as the side effects of medications in his or her

inquiry. Frequently, patients are only asked about the bad effects

medications have and are not reminded of the benefits of taking

the medication. This has the unintended behavioral effect of

reinforcing patients' belief that medication primarily has negative

side effects and no benefits. Clinicians who balance questions like

â€œIs the medication still helping you sleep better?â€• with

â€œHave you noticed any weight gain from the medication?â€•

are more likely to be successful, because they implicitly remind

patients of the positive benefits of medication along with the less

desirable effects.

Psychoeducation, a vital feature of cognitive therapy, is a core

strategy to facilitate medication adherence. A critical element of



this education involves assessing what the patient understands

about the nature of his or her diagnosis and medications and

correcting misconceptions. This education frequently dovetails with

the need to help the patient to accept the diagnosis and to more

accurately comprehend the meaning of the diagnosis and

treatment. Severe psychiatric illnesses generally begin in young

adulthood. The clinician must help the patient process grief about

having a chronic life-changing disorder and assess the meaning of

the disorder. The therapist must teach the patient about the illness,

its symptoms, what medications can or cannot do, and what

lifestyle changes he or she will need to make. When the patient has

a diagnosis requiring long-term medication, clinicians must balance

a discussion of the unwanted costs of the illness and the potential

benefits of medication without necessarily touting taking

medications as a desirable or positive event; acceptance of

medication for many patients does not result in them feeling happy.

Practitioners who had less desirable drug choices in terms of side

effects in the past can fall prey to talking to patients about the

â€œbad old daysâ€• when people â€œreally sufferedâ€• with

side effects, unlike at present; this attitude minimizes the real side

effects of the current medication for the patient. Patients are often

not â€œgratefulâ€• for scientific advancesâ€”what they would like

is to not have the illness in the first place. Clinicians who help

patients acknowledge
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their feelings of anger and grief about having the illness are more

likely to have positive outcomes.

Cognitive therapy strategies can be used by clinicians who wish to

improve care for patients who are constrained by insurance to

briefer sessions. Even in a brief medication check, the therapeutic

alliance is critical. Psychoeducation, activity scheduling, and

thought records are all techniques that can be used by a clinician

with limited time with a patient. The structure of cognitive therapy

is efficient, prioritizes problems, and makes certain to obtain

feedback, which benefits therapists in a setting where the 15-

minute medication management check is the rule. Patients will feel

more engaged and become better partners in their recovery.

Learning Points



Patients can have difficulties with practical and psychological

problems that interfere with the use of medications.

Cognitive therapy strategies can be beneficial for patients who

are receiving medication treatment for psychiatric disorders.
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