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INTRODUCTION






Contemporary Issues in Psychotherapy
Theory, Practice, and Research

A Framework for Comparative Study

Stanley B. Messer
Alan S. Gurman

This book presents the core theoretical and applied aspects of essential psychotherapies
in contemporary clinical practice. In our view, essential psychotherapies are those that form
the conceptual and clinical bedrock of psychotherapeutic training, practice, and research
rather than those that may be generating momentary enthusiasm but are soon likely to fade
from the therapeutic scene. We believe there are two quite distinct categories of essential
psychotherapies. First are those approaches whose origins are found early in the history
of psychotherapy, although all of these have been revised and refined considerably over
time. Examples of such foundational and time-honored approaches are Freudian-derived
psychoanalytic psychotherapy; existential-humanistic, person-centered and experiential
models; behavior therapy; and group therapy. Second are the psychotherapies developed
more recently that have had a strong influence on practice, training, and research, and are
likely to have staying power. Examples are the relational, cognitive, family, couple, brief,
and integrative therapies, and the functional-contextual approach to behavior therapy.

The first two editions of Essential Psychotherapies have become a primary source for com-
prehensive presentations of the most prominent contemporary influences in the field of
psychotherapy. Although there are literally hundreds of differently labeled “psychothera-
pies,” the great majority are only partial methods, single techniques, or minor variations
on existing approaches. We believe that they can be subsumed by about a dozen quite dis-
tinguishable types.

As editors, we have challenged our contributing authors to convey not only what is basic
and core to their ways of thinking and working, but also what is new and forward-looking in
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theory, practice, and research. Our contributors, all eminent scholars and practicing clini-
cians, have helped to forge a volume that is well suited to exposing advanced undergradu-
ates, beginning graduate students, and trainees in all the mental health professions to the
major schools and methods of modern psychotherapy. Because the chapters were written by
cutting-edge representatives of their therapeutic approaches, there is something genuinely
new in these presentations that will be of value to more experienced therapists as well.

As in the first two editions, each chapter offers a clear sense of the history, current sta-
tus, assessment approach, techniques, and research on the therapy being discussed, along
with its foundational ideas about personality and psychological health and dysfunction.
As both academicians and practicing psychotherapists, we endorse the adage that “there
is nothing so practical as a good theory” (Lewin, 1951, p. 169). Each chapter balances the
discussion of theory and practice and emphasizes the interaction between them.

Before detailing our organizing framework for the chapters in this book, three com-
ments about its contents are in order. First, while Essential Psychotherapies provides substan-
tive presentations of the major schools of psychotherapeutic thought and general guidelines
for practice, it does not emphasize, per se, treatment prescriptions for specific disorders
or “special populations.” Included, however, are examples of such applications, especially
within the behavioral and cognitive approaches. Whereas forces in the contemporary world
of psychotherapy support a rather broad movement to specify particular techniques for par-
ticular problems and types of persons, we continue to believe that the majority of practitio-
ners approach their work from the standpoint of theory as it informs general strategies and
techniques of practice. Optimally, such techniques and interpersonal stances have survived
in the crucible of systematic research and can be considered supported or validated. In
other words, we believe that there is an interplay among theory, practice, and research that
encompasses what we know about empirically supported treatments and techniques, as well
as those aspects of the psychotherapy relationship that have a marked effect on the success
of therapy (e.g., Friedlander, Escudero, & Heatherington, 2006; Norcross, 2011).

Second, there is considerable energy being devoted to the development and refinement
of integrative approaches to psychotherapy (see Stricker & Gold, Chapter 12, this volume).
While valuing the search for integrative principles and common factors that transcend par-
ticular therapies (e.g., Gurman, 2008; Messer, 2009), we support the continuing practice of
teaching relatively distinct schools or systems of psychotherapy. We agree with Feldman and
Feldman (2005) that “for therapists to offer a truly balanced and systematic integration,
they need to be well versed in the core concepts and techniques of a variety of orientations
and conscious of the strengths and limitations of each perspective” (pp. 398-399).

Third, we believe that therapists’ personalities increase their attraction to certain
approaches and diminish their interest in others. As Gurman (1983) has emphasized, “The
choice of a favorite method of psychotherapy . . . is always very personal” (p. 22). Fortu-
nately, the field of psychotherapy provides enough variety of concepts and modes of prac-
tice to match the personal predilections of any aspiring clinician.

THE EVOLUTION OF PSYCHOTHERAPY AND OF “ESSENTIAL PSYCHOTHERAPIES”

Despite the fact that the essential approaches are largely the same as when this volume first
appeared in 1995, there have been some important changes in the landscape of psycho-
therapy. First, although Gestalt therapy and transactional analysis have left their imprint on
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current models, and were popular and prominent therapies in earlier times, they are less so
today. As a result, there are no separate chapters devoted to them. Gestalt therapy, however,
is addressed within Bohart and Watson’s Chapter 7 (this volume) on person-centered and
related experiential approaches. Due to the growth of various offshoots of behavior and cog-
nitive therapy, such as dialectical behavior therapy, acceptance and commitment therapy,
meditation and mindfulness, and so forth—sometimes known as the “third wave” of behav-
ior therapy (Goldfried, 2011; Hayes, 2004) —we have added a chapter on these and other
innovations. At the same time, we have reluctantly not included a separate chapter on post-
modern approaches (Tarragona, 2009), because they have not penetrated the general prac-
tice of individual psychotherapy very deeply. They have had a continuing influence on other
modalities of therapy, however, especially those that are couple- and family-oriented, and
these influences are addressed in the chapters here on couple and family therapy (Gurman,
Chapter 10; Kaslow, Bhaju, & Celano, Chapter 9) as well as in the chapter on brief therapy
(Hoyt, Chapter 11). The social constructionist philosophical outlook of these approaches,
which emphasizes the ways in which human beings construe reality rather than viewing it as
a fixed, objective entity, tend to downplay the role of the therapist as an “expert,” view clients
in nonpathologizing terms, decry the relevance of traditional diagnosis, and emphasize the
role of social and cultural context in understanding people’s suffering.

The various models of psychotherapy appearing here stem from different views of
human nature, about which there is no universal agreement. Working from alternative
epistemological outlooks (e.g., introspective [from within] vs. extraspective [from the out-
side]), these schools of therapy embrace quite different ways of getting to know clients.
In addition, these therapies encompass distinct visions of reality or combinations thereof,
such as tragic, comic, romantic, and ironic views of life (Messer & Winokur, 1984), which
influence what change consists of and how much is considered possible. We believe that it
is important for the field to appreciate and highlight the different perspectives and visions
exemplified by each model or school of therapy even while respecting the search for com-
mon principles in theory and practice.

A FRAMEWORK FOR COMPARING THE PSYCHOTHERAPIES

It is not the answer that enlightens, but the questions.
—FEUGENE IONESCO

Our theories are our inventions; but they may be merely ill-reasoned

guesses, bold conjectures, hypotheses. Out of these we create a world, not

the real world, but our own nets in which we try to catch the real world.
—KARL POPPER

As in the earlier editions of Essential Psychotherapies, we provided the authors with a compre-
hensive set of guidelines (presented below). These have proven useful in facilitating read-
ers’ comparative study of the major models of contemporary psychotherapy and may also
be used by the student as a template for studying therapeutic approaches not included here.
We believe that these guidelines include the basic and requisite elements of an adequate
description of any type of psychotherapy.

In offering these guidelines to our authors, we aimed to steer a midcourse between
providing the reader with sufficient anchor points for comparative study, while not con-
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straining the authors’ expository creativity. (See italics below for required content.) We
believe that our contributors succeeded in following the guidelines, while describing their
respective approaches in an engaging fashion. Authors were encouraged to sequence
their material within chapter sections according to their own preferences. They were also
advised that they need neither to limit their presentations to the matters raised in the
guidelines nor address every point identified therein, but that they should address these
matters if they were relevant to their treatment approach. Authors were also free to merge
sections of the guidelines if doing so helped them communicate their perspectives more
meaningfully. Those features we considered essential to include were highlighted. We
believe that the authors’ flexible adherence to the guidelines helped to make clear how
theory helps to organize clinical work and facilitates case conceptualization. The inclu-
sion of clinical case material in each chapter serves, in an important way, to illustrate the
constructs and methods described previously.

Although most of our author guidelines remained unchanged from those in the first
two editions, we made a few additions and modifications. We allowed more space for a
section on “Research Support,” adding the term Evidence-Based Practice to it. We asked the
authors to be sure to address cultural factors (e.g., ethnicity, race, religion/spirituality,
social class, gender) and to offer suggestions of DVDs and videotapes that illustrate each
approach. We now present these author guidelines, along with our rationale for, and com-
mentary on, each area. In this fashion, we hope to bring the reader up to date on continu-
ing issues and controversies in the field.

HISTORICAL BACKGROUND

History is the version of past events that people have decided to agree on.
—NAPOLEON BONAPARTE

To place the approach in historical perspective within the field of
psychotherapy.

Points to consider:

Cite the major influences that contributed to the development of the approach (e.g.,
people, books, research, theories, conferences). What sociohistorical forces or
Zeitgeist shaped the emergence and development of this approach (Victorian era,
American pragmatism, modernism, postmodernism, etc.)?

What therapeutic forms, if any, were forerunners of the approach (psychoanaly-
sis, learning theory, organismic theory, etc.)?

What were the types of patients for whom the approach was developed? Speculate
as to why.

Cite the early theoretical concepts and/or therapy techniques.

People’s lives can be significantly influenced for the better in a wide range of ways—for
example, a parent adopts a new approach toward his defiant adolescent, a member of the
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clergy facilitates a congregant’s self-forgiveness, an athletic coach or teacher serves as a life-
altering “role model” for a student, and so on. Yet none of these, or other commonly occur-
ring healing or behavior-changing experiences, qualifies as psychotherapy. Psychotherapy
refers to a particular process rather than just to any experience that leads to desirable psychological
outcomes. Written over four decades ago, Meltzoff and Kornreich’s (1970) definition of psy-
chotherapy is still quite apt, although their term technigues has to be seen as including rela-
tionship factors, and the phrase “judged by the therapist” must be broadened to include
the client’s perspective:

Psychotherapy is . . . the informed and planful application of techniques derived from
established psychological principles, by persons qualified through training and experi-
ence to understand these principles and to apply these techniques with the intention of
assisting individuals to modify such personal characteristics as feelings, values, attitudes
and behaviors which are judged by the therapist to be maladaptive or maladjustive. (p. 4)

Given such a definition of psychotherapy, we believe that developing an understand-
ing and appreciation of the professional roots and historical context of psychotherapeu-
tic models is an essential aspect of one’s education as a therapist (Norcross, VandenBos,
& Friedheim [2010] provide the most comprehensive accounts of the histories of all the
major psychotherapy approaches to date). Lacking such awareness, a particular therapy
might seem to have evolved from nowhere and for no known reason. An important aspect
of a therapist’s ability to help people change lies not only in his or her belief in the more
technical aspects of the chosen orientation, as in the aforementioned definition, but also in
the worldview implicit in it (Frank & Frank, 1991; Messer & Winokur, 1984). Having some
exposure to the historical origins of a therapeutic approach helps clinicians comprehend
such an implicit worldview.

In addition to appreciating the professional roots of therapeutic methods, it is enlight-
ening to understand why particular methods, or sometimes clusters of related methods,
appear on the scene in particular historical periods. The intellectual, economic, and politi-
cal contexts in which therapeutic approaches arise often provide meaningful clues about
the emerging social, scientific, and philosophical values that frame clinical encounters.
Such values may have a subtle but salient impact on whether newer treatment approaches
endure. For example, until quite recently, virtually all the influential and dominant models
of psychotherapy were derived from three broad outlooks: psychoanalysis, humanism, and
behaviorism.

In the last few decades in particular, however, two newer conceptual forces have shaped
the landscape of psychotherapy in visible ways. The systems-oriented methods of family and
couple therapy have grown out of an increasing awareness of the contextual embeddedness
of all human behavior (Gurman & Snyder, 2010). Indeed, even the more traditional thera-
peutic approaches, such as those grounded in psychoanalytic thinking, have become more
relational. Likewise, emerging integrative and brief psychotherapeutic approaches have
gained recognition and stature in the last two decades, in part as a response to increased
societal and professional expectations that psychotherapy demonstrate both its efficacy and
its efficiency (Hoyt, Chapter 11 and Stricker & Gold, Chapter 12, this volume; Messer, Sand-
erson, & Gurman, 2003).
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THE CONCEPT OF PERSONALITY

Children are natural mimics—they act like their parents
in spite of every attempt to teach them good manners.
—ANONYMOUS

To describe within the therapeutic framework the conceptualization of
personality.

Points to consider:

What is the theory of personality development in this approach?

What are the basic psychological concepts used to understand patients?

All approaches to psychotherapy are attempts to change or improve some aspect of person-
ality or problematic behavior. Yet not all theories of therapy include a concept of personality, nor
do all theories of personality necessarily have a companion theory of change. For example, one form
of personality theory is known as trait theory, the most prominent current form of which is
the “five-factor model” (Hofstee, 2003). The five factors or dimensions said to describe per-
sonality, as derived from factor-analytic studies, are Neuroticism, Extraversion, Openness
to Experience, Agreeableness, and Conscientiousness. There is no therapy or change pro-
cess corresponding to this theory. On the flip side of the coin, and more pertinent to this
volume, is that some theories of therapy are not linked to a specific theory of personality. A
good example is behavior therapy, which accounts for consistency in people’s behavior, with
concepts such as conditioned and operant learning, stimulus generalization, and modeling.
Although there are different definitions of what constitutes personality, three elements are
usually included:

1. Personality is not merely a collection of individual traits or disconnected behaviors,
but is structured, organized, and integrated.

2. This structural criterion implies a degree of consistency and stability in personality
functioning. Behavioral manifestations of that structure may vary, however, accord-
ing to the situational context. This is due to behavior being a function of the inter-
action of personality and situational factors.

3. There is a developmental aspect to personality that takes into account childhood
and adolescent experience; that is, personality emerges over time out of a matrix of
biological and social influences.

There exists an intimate connection between personality theory and the factors pos-
ited to bring about change by any theory of psychotherapy. Psychoanalysis, for example,
emphasizes unconscious aspects of human functioning, including disguised motives,
ambivalence in all human relations, and intricate interactions among the structures of
mind, namely, id, ego, and superego. Thus, it is not surprising that an essential curative
factor in this theory is interpretation of motives, defenses, conflicts, and other hidden fea-
tures of personality. A cognitive theory of personality, by contrast, is based on the assump-
tion that mental structures determine how an individual comes to evaluate and interpret
information related to the self and others. In particular, this theory posits “scripts” (Abel-
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son, 1981) or “schemas” (Neisser, 1967) that organize and determine individuals’ behavior,
affect and experience. Psychotherapy, within this approach, involves cognitive reeduca-
tion, in the course of which old, irrational, or maladaptive cognitions are unlearned and
replaced by new, more adaptive ones. As well, areas of deficiency are remedied by the
learning of new cognitive skills (see Dienes, Torres-Harding, Reinecke, Freeman, & Sauer,
Chapter 5, this volume).

PSYCHOLOGICAL HEALTH AND PATHOLOGY

Utopias will come to pass when we grow wings and all people
are converted into angels.
—FYODOR DOSTOYEVSKI

To describe the way in which psychological health and pathology are
conceptualized within the approach.

Points to consider:

Describe any formal or informal system for diagnosing or typing patients.
How do symptoms or problems develop? How are they maintained?

Is there a concept of the ideal or healthy personality within this approach?

Much can go awry in the developing personality due to biological or psychosocial factors.
Symptoms can result from contemporaneous stresses and strains or, more typically, from
the interaction of a personality disposition with a current event that triggers emotional
disturbance or maladaptive interpersonal behavior. Although some theories avoid the use of
language and labels that pathologize human experience, they still speak clearly about what constitutes
maladaptive behavior. Thus, even schools of therapy that do not formally judge the health of a
person based on external criteria, such as symptoms or interpersonal difficulties, do attend
to the consequences of behavior in terms of that person’s welfare and interest.

It should be noted that psychological disorders possess no natural boundaries, only
loose categorical coherence. This is not an instance in which nature is carved at its joints.
All efforts to date have failed to identify objective features that underlie the various mental
disorders as characterized by Diagnostic and Statistical Manual of Mental Disorders (DSM), the
manual of psychiatric disorders (American Psychiatric Association, 2000). What people
seem to agree on is their undesirability, which is more a moral than a scientific valuation
(Woolfolk, 1998). In fact, a therapy may reveal its esthetic and moral values by how it conceptualizes
mental health and psychological well-being. For example, “Psychoanalysis puts forth the ideal of
the genital personality, humanistic psychology the self-actualized person, and cognitive-
behavior therapy, the objective problem-solving human being” (Messer & Woolfolk, 1998,
p- 257).

In other words, the terms of personality theory, psychopathology, and the goals of psy-
chotherapy are not neutral. They are embedded in a value structure that determines what is
most important to know about and change in an individual, couple, family, or group. Even
schools of psychotherapy that attempt to be neutral with regard to what constitutes healthy
(and, therefore, desirable) behavior and unhealthy (and, therefore, undesirable) behavior
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inevitably, if unwittingly, reinforce the acceptability of some kinds of client strivings more
so than others.

Ways of assessing personality and pathology are closely linked to the underlying the-
ory. If the latter focuses on unconscious factors, for example, asking about dreams and early
memories may be considered a more fertile mode of assessment than self-report question-
naires (Messer & Wolitzky, 2007). In the following chapters, the reader is encouraged to
look for the links among personality theory, the description of psychopathology, the man-
ner of assessing these dimensions, and the kinds of changes that are sought.

THE PROCESS OF CLINICAL ASSESSMENT

If you are sure you understand everything that is going on,
you are hopelessly confused.
—WALTER MONDALE

To describe the methods used to gain understanding of an individual’s
(or couple’s or family’s) style or pattern of interaction, symptoms, and
adaptive resources.

Points to consider:

What, if any, is the role of standard psychiatric diagnosis in your assessment? Does

it influence treatment planning, or is it used primarily for administrative pur-
poses?

At what unit level(s) is assessment made (e.g., individual, dyadic, systemic)?

At what psychological levels is assessment made (e.g., intrapsychic, behavioral, sys-
temic)?

To what extent and in what ways are cultural factors (e.g., ethnicity, race, religion/spiri-
tuality, social class, gender) considered in your assessment?

Are any tests, devices, questionnaires, or structured observations typically used?

Is assessment separate from treatment or integrated with it (e.g., what is the tem-
poral relation between assessment and treatment)?

Are the patient’s strengths/resources a focus of your assessment? If so, in what
way?

What other dimensions or factors are typically involved in assessing dysfunction?

The practicality of a good theory of psychotherapy, including ideas about personality development and
psychological dysfunction, becomes evident as the therapist tries to make sense of both problem stability
(how problems persist) and problem change (how problems can be modified). As indicated earlier in
Meltzoff and Kornreich’s (1970) classic definition of psychotherapy, the therapist is obli-
gated to take some purposeful action in regard to his or her understanding of the nature
and parameters of whatever problems, symptoms, complaints, or dilemmas are presented.
Therapists typically are interested in understanding what previous steps patients have taken
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to resolve or improve their difficulties, and what adaptive resources the patient, and possi-
bly other people in the patient’s world, has for doing so. Moreover, the therapist pays atten-
tion to the cultural (ethnic, racial, religious, social class, gender) context in which clinically
relevant concerns arise. Such contextualizing factors can play an important role in how the
therapist collaboratively both defines the problem at hand and selects a general strategy
for addressing the problem therapeutically. As Hayes and Toarmino (1995) have empha-
sized, understanding the cultural context in which problems are embedded can serve as an
important source of hypotheses about what maintains problems and what types of inter-
ventions may be helpful. In this vein, Fontes (2008) has described how to conduct helpful
interviews with culturally and linguistically diverse patients.

How therapists actually engage in clinical assessment varies from one approach to
another (Eells, 2007), but all include face-to-face clinical interviews. The majority of thera-
pists emphasize the immediate therapist—patient conversation as the source of such under-
standing. A smaller number of therapists also opt to complement such conversations with
direct observations of the problem as it occurs (e.g., in family and couple conflict situa-
tions, or in cases involving anxiety-based avoidance of specific stimuli). In addition, some
therapists regularly include in the assessment process a variety of patient self-report ques-
tionnaires or inventories and may also use structured interview guides, which are usually
research-based instruments. Generally, therapists who use such devices have specialized
clinical practices (e.g., focusing on a particular set of clinical disorders for which such mea-
sures have been specifically designed).

The place of standard psychiatric diagnosis in the clinical assessment phase of psy-
chotherapy likewise varies widely. The overwhelming majority of psychotherapists of dif-
ferent theoretical orientations routinely consider the traditional diagnostic, psychiatric
status of patients according to the criteria of the current edition of DSM (e.g., American
Psychiatric Association, 2000), at least to meet requirements for financial reimbursement,
maintenance of legally required treatment records, and other such institutional contin-
gencies. Although engaging in such formal diagnostic procedures may provide a useful
orientation to the general area of a patient’s concerns, every method of psychotherapy has
developed and refined its own, more fine-grained, idiosyncratic ways of understanding
each individual patient’s problem. Moreover, some newer approaches to psychotherapy
argue that “diagnoses” do not exist “out there” in nature but merely represent the con-
sensual labels attached to certain patterns of behavior in particular cultural and histori-
cal contexts. Such therapy approaches see the use of diagnostic labeling as an unfortu-
nate and unwarranted assumption of the role of “expert” by therapists, which may inhibit
genuine collaborative exploration between therapists and “patients” or “clients” (e.g., see
Bohart & Watson, Chapter 7, and Schneider, Chapter 8, this volume). For such therapists,
what matters more are the fluid issues with which people struggle, not the diagnoses they
are given.

All things considered, the primary dimension along which clinical assessments vary
is the intrapersonal-interpersonal one. Some therapy models emphasize “intrapsychic”
processes, whereas others emphasize social interaction. In fact, there is a constant inter-
play between people’s “inner” and “outer” lives. Emphasis on one domain “versus” another
reflects an arbitrary punctuation of human experience that probably says as much about
the theory of the perceiver as it does about the client who is perceived.
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THE PRACTICE OF THERAPY

In theory, there is no difference between theory and practice.
In practice, however, there is.
—ANONYMOUS

To describe the typical structure, goals, techniques, strategies, and process
of a particular approach to therapy and their tactical purposes.

Points to consider:

Basic Structure of Therapy
How often are sessions typically held?

Is therapy time-limited or unlimited? Why? How long does therapy typically last?
How long are typical sessions?

Who is typically included in therapy? Are combined formats (e.g., individual
plus family or group sessions) ever used?

How structured are therapy sessions?

Goal Setting

Are there treatment goals that apply to all or most cases for which the treatment is
appropriate (see the section “ITreatment Applicability and Ethical Consider-
ations”) regardless of presenting problem or symptom?

Of the number of possible goals for a given patient group, how are the central
goals selected? How are they prioritized? Who determines the goals of therapy?
Are therapist values involved in goal setting?

Do cultural factors (e.g., race, religion, social class, ethnicity, gender) typically influence
the setting of treatment goals?

Do you distinguish between intermediate or mediating goals and ultimate goals?

Is it important that treatment goals be discussed with patients explicitly? If
yes, why? If not, why not?

At what level of psychological experience are goals established (are they
described in overt behavioral terms, in affective—cognitive terms, etc.)?

Process Aspects of Treatment

Describe and illustrate with brief case vignettes major commonly used techniques and
strategies.

How is the decision made to use a particular technique or strategy at a par-
ticular time? Typically, are different techniques used in different phases of
therapy?

Are “homework” or other out-of-session tasks used?

What are the most commonly encountered forms of resistance to change? How
are these dealt with?
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What are both the most common and the most serious technical errors a therapist
can make operating within his or her therapeutic approach?

Are psychotropic medications ever used (either by the primary psychotherapist
or in collaboration with a medical colleague) within your approach? What are
the indications—contraindications for their use?

On what basis is termination decided, and how is termination effected?

Have recent findings in neuroscience influenced important process aspects of
your therapeutic approach?

Psychotherapy is not only a scientific and value-laden enterprise but also part and parcel of its sur-
rounding culture. It is a significant source of our current customs and worldviews and thus possesses
significance well beyond the interactions between clients and therapists. For example, when
laypeople refer to Freudian slips, defenses, guilt complexes, conditioned responses, exis-
tential angst, identity crises, codependency, enabling partner, or discovering their true self,
they are demonstrating the impact of psychological and psychotherapeutic categories on
their vocabulary and cultural conversations. Similarly, when they explain their problems
in terms of childhood occurrences, such as parental neglect, repressed memories, condi-
tioned emotional reactions, or lack of unconditional positive regard, they are affirming
that the institution of psychotherapy is much more than a technical, medical, or scientific
endeavor. It helps to shape the very terms in which people think, and even constitutes the
belief system they use to explain and make sense out of their lives (Messer & Woolfolk,
1998, 2010).

At the same time, psychotherapy is a sensitive barometer of those customs and out-
looks to which the different modes of practice are responsive and incorporate within their
purview. The relation between psychotherapy and culture, then, is one of reciprocal influ-
ence (Messer & Wachtel, 1997). For example, two currently important cultural phenomena
affecting the practice of psychotherapy are the corporatization of the mental health service
delivery system and the medicalization of how psychological disorder is treated. Regarding
the former, the advent of managed health care has had a strong impact on the practice of
psychotherapy (Cantor & Fuentes, 2008). Managed care itself was a response to rapidly
rising health care costs and the efforts of large businesses to curtail them. Managed care
organizations (MCOs) were created to handle health care for such large corporations and
did so by charging a set dollar amount per month for each person they contracted to cover.
The MCOs, which were assuming the health care financial risks, could only make a profit
if costs were held down, thus producing a strong incentive to keep payments to health ser-
vice providers to a minimum. What this typically meant was that MCOs would cover only
a certain number of psychotherapy sessions, or a certain dollar amount per year. This, in
turn, brought about the flourishing of brief or time-limited therapy and, simultaneously,
decreased the affordability and attractiveness of longer-term therapies. As it happens, the
more behavioral, cognitive, family, and couple therapies tend to be relatively short term
in outlook (e.g., Gurman, 2001), whereas the psychoanalytic (both traditional and rela-
tional), existential, and experiential therapies are more open-ended. The former therapies
are briefer because they are typically problem-focused and goal-oriented, whereas the latter
are generally more exploratory and depth-oriented in their modus operandi. In this way, an
economic issue has reverberated through the health care culture, supporting certain kinds
of practice and diminishing others.
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We wish to emphasize that this effect is not due primarily to scientific findings, clinical
judgment, or popular demand but, rather, to the economic needs of American business and
the nation at large. Although we value the practice of brief therapy (e.g., Gurman, 2005;
Messer etal., 2003), we also believe that both short-and long-term therapy should be available
as possible choices for patients according to professionally judged and documented need. To
illustrate that the provision of long-term therapy in the United States is a possible option, we
note that psychoanalysis is included in government health care coverage in Germany and has
achieved considerable evidential support (Leichsenring & Rabung, 2008; Shedler, 2010).

Regarding the medicalization of mental health treatment, the language of medicine
has long been prominent in the field of psychotherapy. We talk of “symptoms,” “diseases,”
“disorders,” “psychopathology,” and “treatment.” As Messer and Wachtel (1997) remarked,
“Itis a kind of new narrative that reframes people’s conflicts over value and moral questions
as sequelae of ‘disease’ or ‘disorder,’ thereby bringing into play the prestige (and hence
curative potential) accruing to medicine and technology in our society” (p. 3). Modern
psychotherapy started with Freud, who was a physician. Because the major practitioners of
therapy were physicians for at least the first half of the last century, the language of medi-
cine came naturally to them. In addition, they wished to see psychotherapy as an integral
part of the medical profession. Quite aside from these historical influences, in the latter
half of the 20th century and beginning of the 21st, there has been good reason to consider
treatment of mental disorders as medical. There are now medications that have been at
least moderately successful in treating various mental conditions, such as bipolar disorder,
schizophrenia, major depression, and anxiety. The popular success and research backing of
some medications has led some psychologists to lobby for attainment of prescription privi-
leges. Were this to occur, it would have a huge impact on the practice of psychotherapy.

Medication for conditions such as anxiety, social phobia, and depression are now pro-
moted on television directly to the consumer, with the promise of the pill removing a person’s
worries and blues. Thus, the drug companies have played their partin promoting a biological
approach to mental disorder. Many such symptoms, however, are closely related to interper-
sonal conflicts and other problems in living, which are not so readily dispatched. Regarding
the symptoms of depression, at least among outpatients, psychotherapy and medication are
usually equivalent in the short run, with psychotherapy (often cognitive-behavioral therapy)
reducing the risk of relapse. In the case of depression, research has shown that about three-
fourths of the effect of medication is placebo or suggestion (Kirsch & Sapirstein, 1999), and
that these effects seem to last for 80% of patients (Khan, Redding, & Brown, 2008).

A meta-analysis (a statistical approach that summarizes the results of many quantitative
studies) indicated that for older adults, there was no difference in the effects of psychother-
apy and medication in the treatment of depression (Pinquart, Duberstein, & Lyness, 2006).
Similarly, brief forms of cognitive therapy, behavior therapy, psychodynamic therapy, and
interpersonal therapy have all been shown to do as well as medication in alleviating depres-
sion, without side effects or the loss of empowerment that the former may entail (Cuijpers,
van Straten, Andersson, & van Oppen, 2008; Hollon, Thase, & Markowitz, 2002). A recent
meta-analysis concluded that it is only for the most severe depressive symptoms that anti-
depressant medication produces better results than placebo (Fournier et al., 2010). Some
research indicates that there is an advantage to combining psychotherapy and medica-
tion in the treatment of depression, both regarding outcomes (de Jonghe, Kool, van Aalst,
Dekker, & Peen, 2001) and in enhancing remission rates for chronic depression (Manber
etal., 2008). Such findings may lead to a greater degree of integration of pharmacotherapy
and psychotherapy in the future (Winston, Been, & Serby, 2005).
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The spread of the biological way of understanding psychopathology, as well as the bio-
logical mode of treating emotional disorders, has had its effects on the practice of psycho-
therapy: Clients and therapists are more likely to consider having medication prescribed.
Psychologists and other nonmedical therapists are collaborating more frequently with phy-
sicians in treating their patients. Courses in psychopharmacology are now routinely offered
or even required in counseling, clinical, and clinical social work training programs. This
trend has also been supported by MCOs, which consider medication a less expensive alter-
native to psychotherapy. Relatedly, recent advances in neuroscience, especially in the realm
of “affective neuroscience” (e.g., Panksepp, 1998) and “interpersonal neurobiology” (e.g.,
Siegel, 1999), have demonstrated the brain’s capacity for plasticity and change, providing
a basis for some broad principles to guide psychotherapy with both individuals (e.g., Cozo-
lino, 2002) and couples (e.g., Fishbane, 2007). But Levenson (2010) advises caution about
prematurely concluding “that we can identify specific neurological processes and brain
structures to explain precisely why and how our therapeutic interventions work” (p. 116).
From our standpoint, it would be unfortunate if the range of essential therapies described
herein were not taught and practiced, if the psychological outlook these essential therapies
convey were not respected, and if the important kind of psychological help these thera-
pies offer were made less available because of excessive exuberance toward biologizing our
understanding of psychological suffering and change.

THE THERAPEUTIC RELATIONSHIP AND THE STANCE OF THE THERAPIST

You can do very little with faith, but you can do nothing without it.
—SAMUEL BUTLER

To describe the stance the therapist takes with patients.

Points to consider:

How does the therapeutic relationship influence the outcome of therapy?
What techniques or strategies are used to create a treatment alliance? Describe and

lustrate.

To what degree does the therapist overtly control sessions? How active/directive is
the therapist?

Does the therapist assume responsibility for bringing about the changes desired?
Is responsibility left to the patient? Is responsibility shared?

Does the therapist use self-disclosure? What limits are imposed on therapist self-
disclosure? In general, what role does the “person” of the therapist play in this approach?
Describe and illustrate.

Does the therapist’s role change as therapy progresses? Does it change as termi-
nation approaches?

Is countertransference or the therapist’s experience of the patient recognized or employed
in any fashion?

What clinical skills or other therapist attributes are most essential to successful therapy
in your approach?
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In recent years, a great deal of effort has been expended to identify empirically supported
treatments (ESTs) among the many existing forms of psychotherapy (e.g., Nathan & Gor-
man, 2007). Although such efforts can be useful for important public policymaking deci-
sions, they tend to focus heavily on one particular domain of the therapy experience—the
role and power of therapeutic techniques. Increasingly, EST-oriented efforts have been coun-
terbalanced by efforts to investigate and understand the essential characteristics and effects
of empirically supported relationships (ESRs; Castonguay & Beutler, 2006; Norcross, 2011).
Such undertakings rest on a solid empirical basis for arguing that the therapist as a person
exerts at least moderate effects on the outcome of psychotherapy, and that these effects often outweigh
those that are attributable to treatment techniques per se (Wampold, 2001). Even symptom-focused
therapy encounters, which rely substantially on the use of clearly defined change-inducing
techniques, occur in the context of human relationships characterized by support and reas-
surance, persuasion, identification, and the modeling of active coping.

The kind of therapeutic relationship required by each approach to psychotherapy
affects the overall “stance” the therapist takes to the experience (how the working alliance
is fostered, how active and self-disclosing the therapist is, etc.). Thus, different therapeutic
orientations appear to call forth (and call for) somewhat different therapist attributes and
interpersonal inclinations. Therapists with a more or less “take charge” personal style may
be better suited to practicing therapy approaches that require a good deal of therapist activ-
ity and structuring than to those requiring a more reflective style, and so on.

Given the presumed equivalence of effectiveness of the major methods of psycho-
therapy (Lambert & Ogles, 2004), it is not surprising that idiosyncratic personal factors
influence therapists’ preferred ways of practicing. Thus, it has been found that therapists
generally do not advocate different approaches on the basis of their relative scientific status
but are more influenced by their own direct clinical experience, personal values and phi-
losophy, and life experiences (Norcross & Prochaska, 1983; Stewart & Chambless, 2007).

Finally, it is worthwhile to remember that therapeutic techniques themselves may sig-
nificantly alter the nature of the therapist—patient relationship. Although all techniques are
born within an originating “home theory,” they are often “exported” for use within other
frameworks. Messer (2001) has referred to this process as assimilative integration. Although
helpful techniques may not lose their effectiveness when imported into a different therapy,
introducing them is also a type of communication to the patient, whose response must then
be taken into account.

CURATIVE FACTORS OR MECHANISMS OF CHANGE

The road is not the road, the road is how you walk it.
—]JUAN RAMON JIMENEZ

To describe the factors (or mechanisms of change) that lead to change
and to assess their relative importance. Include research findings if
possible.

Points to consider:

What are the proposed curative factors or mechanisms of changein this approach?
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Do patients need insight or understanding in order to change? (Differentiate
between historical-genetic insight and interactional insight.)

Are interpretations of any sort important and, if so, do they take history into
account? If interpretations of any kind are used, are they seen as reflecting a
psychological “truth” or are they viewed rather as a pragmatic tool for effecting
change?

How important is the learning of new interpersonal skills as a curative element of
change? When important, are these skills taught in didactic fashion, or are they
shaped as approximations that occur naturalistically in treatment?

Does the therapist’s personality or psychological health play an important part in
bringing about change?

How important are techniques as opposed to relational factors for the outcome of
therapy?

To what extent does the management of termination of therapy determine out-
comer?

What aspects of your therapy are not unique to your approach (i.e., are common
to all or most psychotherapies)?

A current controversy in the psychotherapy research literature is whether change is brought about largely
by specific ingredients of therapy or factors common to all therapies. The former usually refers to
specific technical interventions, such as biofeedback, systematic desensitization, in vivo
exposure, cognitive reframing, interpretation, or empathic responding, which are said
to be the ingredient(s) responsible for client change. Quite frequently, these techniques
are set out in detail in manuals to which the practitioner is expected to adhere in order to
achieve the desired result. The specific ingredient approach is in keeping with the medi-
cal model insofar as one treats a particular disorder with a psychological technique (akin
to administering a pill or employing a surgical technique), producing the psychological
equivalent of a biological or physical effect. Its proponents tend to fall in the cognitive and
behavioral camps, but at least in theory could hail from any of the psychotherapy schools.
Followers of the EST movement are typically adherents of this approach, advocating spe-
cific modes of intervention for different forms of psychopathology.

Common factors refer to features of therapy that are not specific to any one approach.
Because outcome studies comparing different individual therapies have found few differ-
ences among the therapies (Lambert & Ogles, 2004), it has been conjectured that this
finding is due to the importance of therapeutic factors the various therapies have in com-
mon. Similar assessments have appeared in the realm of couple and family therapies (e.g.,
Sprenkle, Davis, & Lebow, 2009). Thus, instead of running horse race research to discern
differences among the therapies, proponents argue that effort should be redirected to their
commonalities. These include client factors, such as positive motivation and expectation for
change; therapist qualities, such as warmth, ability to form a good alliance, and empathic
attunement; strategic processes, such as providing feedback, exposing clients to the elements
of the problem in thought or behavior, and helping them to acquire mastery; and structural
Jeatures of the treatment, such as the provision of a rationale for the person’s disorder and
having a coherent theoretical framework for interventions (Grencavage & Norcross, 1990;
Weinberger & Rasco, 2007).
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Drawing on the common factors approach, Wampold (2001) developed what he refers
to as a “contextual” model. In it, “the purpose of specific ingredients is to construct a coher-
ent treatment that therapists believe in, and this provides a convincing rationale to clients.
Furthermore, these ingredients cannot be studied independently of the healing context
and atmosphere in which they occur” (Messer & Wampold, 2002, p. 22). In a sense, this
is a common factors model that also takes account of the context in which those factors
occur, namely, a healing atmosphere, and the employment of a specific theoretical model.
In his important book, The Great Psychotherapy Debate (2001), Wampold has made the case
for the centrality of common factors such as the therapy alliance, the therapist’s allegiance
to his or her theory or rationale for treatment, and the personality qualities and skill of the
therapist. He reviews the evidence for the specific ingredients model and finds it wanting.
Nevertheless, proponents have also presented convincing evidence in favor of the specific
ingredients model (e.g., Baker, McFall, & Shoham, 2009; Chambless & Ollendick, 2001),
especially as applied to health-related conditions (Barlow, 2004). One could argue that it is
ethically incumbent upon practitioners to inform therapy consumers of the availability of
such treatments.

Results indicate that four broad factors contribute to therapeutic efficacy, namely,
therapist factors, patient or client factors, relationship factors, techniques, and their inter-
action (Castonguay & Beutler, 2006). Patient and therapist attributes, specific interven-
tions, and quality of the therapeutic relationship each add something to the prediction of
treatment outcome. According to one analysis of change factors, common factors account
for 35%; therapist effects, 20%; and techniques, 5%; with the remaining 40% coming from
extratherapeutic sources (Lambert, 2008). The latter include client characteristics, such
as ego strength, and environmental factors, such as social support. Wampold (2001) also
statistically analyzed psychotherapeutic effects and concluded that at least 70% are due to
general effects, such as common factors (e.g., client/extratherapeutic, placebo), and less
than 8% are due to specific techniques. In this sense, support was found for both the spe-
cific ingredients and common factors models, with the latter predominating.

TREATMENT APPLICABILITY AND ETHICAL CONSIDERATIONS

All who drink this remedy recover in a short time, except those whom it
does not help, who all die and have no relief from any other medicine.
Therefore, it is obvious that it fails only in incurable cases.

—GALEN

To describe those patients for whom your approach is especially relevant
and any ethical issues that are particular to your approach.

Points to consider:

For what kinds of patients is your approach particularly relevant?
For whom is your approach either not appropriate or of uncertain relevance?

Are there either inherent or likely limitations in the applicability of your
approach to people of diverse cultural backgrounds (e.g., as a function of ethnicity, race,
religion/spirituality, social class, and gender)?
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When, if ever, would a referral be made for another (i.e., different) type of
therapy?

Are there aspects of your approach that raise particular ethical issues?

In the end, questions about the applicability, relevance, and helpfulness of particular psy-
chotherapy approaches to particular kinds of symptoms, problems, and issues are best
answered through careful research on treatment efficacy (as determined via randomized clin-
ical trials) and effectiveness (studies in practice settings). Testimonials, appeals to established
authority and tradition, and similar unsystematic methods are insufficient to the task. Psy-
chotherapy is too complex to track the interaction among, and impact of, the most relevant
factors in therapeutic outcomes on the basis of only individual participants’ perceptions.
Moreover, the contributions to therapeutic outcomes of therapist, patient, relationship, and
technique factors probably vary from one therapeutic method to another.

When Galen’s observations (in the opening epigraph) about presumptively curative
medicines are applied to psychotherapy nowadays, they are likely to be met with a knowing
chuckle and implicit recognition of the inherent limits of all our treatment approaches.
Still, new therapy approaches rarely make only modest and restrained claims of effectiveness, issue
“warning labels” for “customers” for whom their ways of working are either not likely to be helpful or
may possibly be harmful, or suggest that alternative approaches may be more appropriate under certain
conditions.

If therapy methods continue to grow in number (and we see no reason to predict
otherwise), the ethical complexities of the psychotherapy field may grow commensurately.
There are generic kinds of ethical matters with which therapists of all orientations must
deal; for example, confidentiality, adequacy of recordkeeping, duty to warn, respect of per-
sonal boundaries regarding sexual contact and dual relationships, and so forth. Yet more
recent influential approaches, especially those involving multiperson clientele (e.g., couple
and family therapy) raise practical ethical matters that do not emerge in more traditional
modes of practice—for example, balancing the interests and needs of one person against
the interests and needs of another, all the while also trying to help maintain the very via-
bility of the patient system (e.g., marriage or family) itself (Gottlieb, Lasser, & Simpson,
2008).

Such potential influences of new perspectives on ethical concerns in psychotherapy
are perhaps nowhere more readily and saliently seen than when matters involving cultural
diversity are considered. Certainly, all psychotherapists must be sensitive in their work to
matters of race, ethnicity, social class, gender, sexual orientation, and religion, adapting
and modifying both their assessment and treatment-planning activities, and perspectives
and active intervention styles as is deemed functionally appropriate to the situation at hand
(Hayes & Toarmino, 1995). To do otherwise risks the witting or unwitting imposition of the
therapist’s values onto the patient, such as in the important area of setting goals for their
work together.

In a poll conducted a decade ago by Norcross, Hedges, and Prochaska (2002), experts
in the field of psychotherapy predicted that a culture-sensitive orientation would become
one of the most widely employed points of view in the subsequent decade. Feminism, which
shares many philosophical assumptions with multiculturalism (Gurman & Fraenkel, 2002),
was also predicted to show an increasing impact on psychotherapy. This has certainly taken
place. To begin with, the American Psychological Association (2003) issued a report in its
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flagship journal, the American Psychologist, on multicultural training, research, and practice,
encouraging therapists to enhance their multicultural awareness and culture-specific strat-
egies. Edited books on race, culture, feminism, spirituality, and gay issues, as they pertain
to psychotherapy and counseling, have appeared, putting multiculturalism closer to the
center than at the periphery of practice (Gielen, Draguns, & Fish, 2008; Moodley & Palmer,
2006; Sue & Sue, 2008). Research has followed suit, producing results such as the positive
association between clients’ ratings of therapist multicultural competence and those of the
working alliance, therapist empathy, and satisfaction (Fuertes et al., 2006).

A renewed interest in the importance of spirituality and religion as aspects of human
diversity is evident in the publication of a new American Psychological Association jour-
nal, Psychology of Religion and Spirituality (McMinn, Hathaway, Woods, & Snow, 2009). How
these areas of human functioning can be fruitfully addressed in psychotherapy is also the
subject of several recent books (e.g., Pergament, 2007; Sperry & Shafranske, 2005). That
psychotherapy is at least as much a socially and culturally situated activity as a biologically
driven one is elaborated in a series of papers on psychotherapy as practiced internationally
(Wachtel, 2008).

The cultural perspective has usefully challenged many normative assumptions and
practices in the general field of psychotherapy, forcing it to recognize the diversity of social
and psychological experience, and the impact of relevant social beliefs that often confuse
clinical description with social prescription. Critiques of various psychotherapies from
these contemporary perspectives have sensitized therapists to the potential constraining
and even damaging effects of a failure to recognize the reality of one’s own necessarily
limited perspective.

RESEARCH SUPPORT AND EVIDENCE-BASED PRACTICE

If all the evidence as you receive it leads to but one conclusion,
don’t believe it.
—MOLIERE

The process of being scientific does not consist of finding
objective truths. It consists of negotiating a shared perception
of truths in respectful dialogue.

—ROBERT BEAVERS

To summarize existing research that supports the efficacy and/or
effectiveness of your approach and generally describe the role of research
in the typical practice of your approach.

Points to consider:
Describe the nature and extent of empirical research that supports the efficacy and/or
effectiveness of your approach.

If supportive research is not abundant, on what other bases can the effectiveness of your
approach be argued?

(How) do research findings on your approach typically get incorporated into
clinical practice?
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Psychotherapy Process and Outcome Research

Each chapter in this volume provides a snapshot of the outcome research backing its particular
model of therapy. The hundreds, if not thousands, of studies on the outcome of psychotherapy are
testament to investigators’ efforts to place the field on a firm scientific footing. In recent
times, a statistical process known as meta-analysis has been applied across a large number
of these studies. This procedure compares the efficacy of a particular therapy to a wait-list
control group, to another therapy, or to other treatment modalities, such as medication.
Two major findings have emerged from these meta-analyses. The first is that being treated
in psychotherapy is considerably more effective than not being treated. In fact, to be more
precise, roughly four out of five people will be better off after being in therapy (Lambert
& Ogles, 2004).

The second major finding is that there is little comparative difference in the effective-
ness of the therapies that have been extensively practiced and researched, such as the ones
discussed in this volume, even for such symptom-dominated problems as posttraumatic
stress disorder (Benish, Imel, & Wampold, 2008) and substance abuse (Imel, Wampold,
Miller, & Fleming, 2008). Time and again, the results of comparative studies have shown
that when pitted against one another, each therapy is more effective than being on a wait
list, but not better than any other standard therapy (e.g., Lambert & Ogles, 2004; Luborsky
etal., 2002).

The other major kind of psychotherapy research is known as process research. Rather
than focusing on the question of whether therapy works, it studies what takes place during
the therapy, such as the nature of the techniques employed. A subset of process research is
process-to-outcome research, which attempts to answer the question of how therapy works;
that is, it relates process variables to change within a session or to therapy outcome (e.g.,
Ablon, Levy, & Katzenstein, 2006). For example, the effects of client factors (e.g., race,
age, defensiveness, motivation), therapist factors (e.g., warmth, attunement, experience),
different kinds of interventions (reflection, cognitive reframing, interpretations), and the
interaction among these and other variables and their relation to outcomes are all part of
process research. Thousands of such studies cannot be as neatly summarized as the field’s
outcome results. The reader will find further examples in the research sections or else-
where in the body of the individual chapters.

Evidence-Based Practice: The Science and Practice of Psychotherapy

There is a long history of disconnection between psychotherapy practitioners and psycho-
therapy researchers (e.g., Norcross, Klonsky, & Tropiano, 2008). The latter typically criti-
cize clinicians for engaging in practices that lack empirical justification (e.g., Baker et al.,
2009), and clinicians characterize researchers as being out of touch with the complex reali-
ties of conducting psychotherapy (e.g., Zeldow, 2009). Unfortunately, such criticisms are
not entirely unwarranted.

As already noted, the world of psychotherapy has seen an increased pressure placed
on the advocates of particular therapeutic methods to document both the efficacy of their
approaches through carefully controlled clinical research trials and the effectiveness of
these methods via evaluations in uncontrolled, naturalistic clinical practice contexts
(Nathan & Gorman, 2007). This movement to favor ESTs has even more recently been chal-
lenged by a complementary movement of psychotherapy researchers who assert the often
overlooked importance of ESRs in therapy (Norcross, 2011).
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The term EST refers to those treatments tested by randomized clinical trials (RCTs)
for a specific diagnostic entity (e.g., social anxiety) while employing a treatment manual.
The effort by the American Psychological Association Division (12) of Clinical Psychology
to list the ESTs was intended to affirm that many psychological interventions for specific
psychiatric disorders are as effective as psychopharmacological treatments, if not more so.
Incidentally, a large majority of the ESTs on the Division 12 list were cognitive-behavioral
in orientation.

The EST project quickly polarized psychologists into those who embraced it and
asserted that it was unethical to practice any other treatment when an EST existed, and
others who raised objections to ESTs gaining hegemony in the field, given their many limi-
tations (e.g., Messer, 2004). These include the undue emphasis on techniques versus the
centrality of relationship and other common therapeutic factors in therapy; neglect of cli-
ent personality and therapist characteristics, which are known to affect outcomes; the time-
limited nature of the treatments studied; the question of the applicability of ESTs to dually
diagnosed patients or those without diagnoses; and neglect of patients of different racial,
ethnic, and cultural backgrounds (LaRoche & Christopher, 2008).

Whereas the term EST refers to the results of research affirming the positive outcomes
of a specific therapy, a broader term has come into use, namely, evidence-based (psycho-
logical) practice (EBPP or EBP). How does EBP differ from ESTs? The prestigious Institute
of Medicine (2001) defined EBP as the integration of research (the emphasis in ESTs) with
clinical expertise and patient values. Following suit, a report of an American Psychological
Association Presidential Task Force on Evidence-Based Practice (2006) defined EBP as “the
integration of the best available research with clinical expertise in the context of patient
characteristics, culture and preferences” (p. 273). As the document explains, “ESTs start
with the treatment and ask whether this treatment works for a certain disorder or problem
under specified circumstances. EBPP starts with the patient and asks what research evi-
dence (including relevant results from randomized clinical trials) will assist the psycholo-
gist to achieve the best outcome” (p. 273).

This definition is far friendlier to the important roles of clinicians and patients, and
to the kinds of therapy that put more emphasis on relationship factors than techniques,
such as psychodynamic, experiential, and other humanistic therapies (Messer & Wampold,
2002). At the risk of oversimplification, those who advocate an EST perspective tend to be
associated with certain theoretical orientations (behavioral, cognitive, cognitive-behavioral;
e.g., Barlow, 2004) and styles of practice (brief), and those who adopt an ESR perspective
tend to be associated with other theoretical orientations (psychoanalytic and psychody-
namic, person-centered, experiential, existential-humanistic; e.g., Messer, 2004), whereas
other dominant approaches (integrative, family and couple, group) stand somewhere in
the middle, akin to an EBP perspective (e.g., Gurman & Fraenkel, 2002).

Other American Psychological Association divisions besides Division 12 have promul-
gated their own principles of EBP, which take the larger, more integrative view (e.g., the
Divisions of Psychotherapy [29] and Humanistic Psychology [32], and the Society of Coun-
seling Psychology [17]), and set forth guidelines for facilitating a synergistic relationship
between research and practice (e.g., the Division of Family Psychology [43]; Sexton et al.,
2010). For more on the role of clinical expertise in EBP, see Goodheart (2006); on the
necessity of taking patient/client preferences and values into account, see Messer (2006).
Note that the books in which the latter two references appear thoroughly cover the dia-
logue and debate over EBP.
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Regarding their role in daily practice, Zeldow (2009) points out that clinicians will
always have to deal with uncertainty and uniqueness as they respond during therapy ses-
sions in a2 moment-to-moment way, and will have to rely on not only empirical research but
also their clinical judgment and values. Wolf (2009) sums it up well, stating that “both a
scientific knowledge base and a model of clinical practice that value the judgment of the
expert are necessary for psychology to be a learned profession” (p. 11). Can the field of
psychotherapy foster more evidence-based practice without unduly constraining the kinds
of evidence and expertise that are needed to inform it? That is, can we create a truly scientific
practice that is truly practice-friendly?

CASE ILLUSTRATION

A good example is the best sermon.
—YANKEE PROVERB

To illustrate the clinical application of this model by detailing the major
assessment, structural, technical, and relational elements of the process
of treating a person—couple—group viewed as typical, or representative, of
the kinds of patients for whom this approach is appropriate.

Points to consider:

Relevant case background (e.g., presenting problem, referral source, previous treatment his-
tory).

Description of relevant aspects of your clinical assessment: functioning, structure, dysfunc-
tional interaction, resowrces, and individual dynamics/characteristics, including how you
arrived at this description.

Description of the process and content of goal setting.

Highlight the major themes, patterns, and so forth, of the therapy over the whole course of
treatment. Describe the structure of therapy, the techniques used, the role and activity of the
therapist, and so forth.

Do not describe the treatment of a “star case,” in which therapy progresses
perfectly. Select a case that, while successful, also illustrates the typical course
of events in your therapy.

The first psychotherapist to use case illustrations was none other than the founder of modern
psychotherapy, Sigmund Freud. Here is what he wrote about the case history approach:

It still strikes me as strange that the case histories I write read like short stories and that, as
one might say, they lack the serious stamp of science. I must console myself with the reflec-
tion that the nature of the subject is evidently responsible for this, rather than any prefer-
ence of my own. . . . A detailed description of mental processes such as we are accustomed
to find in the works of imaginative writers enables me, with the use of a few psychological
formulas, to obtain at least some kind of insight into the course of that affliction [i.e., hyste-
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ria]. [The case histories provide] an intimate connection between the story of the patient’s
suffering and the symptoms of his illness. (Breuer & Freud, 1893-1895/1955, p. 160)

There are several advantages to the case report as a method for presenting the pro-
cess of therapy. The therapist is in a privileged position to know what has happened over
the course of therapy. A case study summarizes large quantities of case material in a richly
textured, narrative fashion. Well-written cases bring material alive in a compelling way and
bring us in on the unfolding sequence of events, major emergent themes, and results of the
therapy. The treating therapist permits readers to participate in his or her sense of discov-
ery and excitement in elaborating new ideas and techniques (Messer & McCann, 2005).

There are disadvantages to the case report as well, particularly from a scientific stand-
point. First, it is one person’s view only, albeit that of a trained observer. What is not recorded
may be technical mistakes that are not remembered or are simply omitted to avoid guilt
or shame (Spence, 1998). We cannot assume that accounts prepared for publication are
veridical, because we know that memory is affected by wishes and confirmatory bias. The
summary report, therefore, is not a substitute for the recording of actual dialogue between
client and therapist, because the data are selected in terms of both what is reported and the
inferences that are drawn by the reporting therapist.

Nevertheless, there have been several creative endeavors to employ case studies in such a
way as to overcome these obstacles, at least partially. One employs a “hermeneutic single-case
efficacy design” (Elliott et al., 2009). It uses a “mixture of quantitative and qualitative infor-
mation to create a rich case record that provides both positive and negative evidence for the
causal influence of therapy on client outcome” (p. 544). It searches for negative evidence to
rule out competing explanations as to how events external to therapy might have caused cli-
ent improvement. A second approach, known as “multiple case depth research” (Schneider,
1999), combines both case study methodology and in-depth experiential therapeutic prin-
ciples. In its effort to achieve validity, it poses three questions: Are the data plausibly linked to
theory? Is the theory generalizable? Is the conclusion plausibly disconfirmable?

A third approach, called the pragmatic case study method (Fishman, 2001), refers to
systematic, qualitative case studies that capture the process and outcome of psychotherapy
as practiced and written up under standardized headings. Such cases also include, where
possible, a comparison of the individual with others via intake and outcome data on stan-
dardized quantitative measures. The overall aim is to maintain the clinical richness and
creativity of the case study, while generating a database that permits cross-case comparisons
and more generalized rules of psychotherapeutic practice. The pragmatic case study has
been developed in an Internet-based journal called Pragmatic Case Studies in Psychotherapy
(pesp.libraries.rutgers.edu/index.php/pcsp/about/pespabout), allowing open access and sufficient
space for narratively rich case exposition. It remains to be seen to what extent such clinical,
single-case research efforts will be generative and supplement more typical group-based
empirical approaches.

CODA: INTEGRATION AND SPECIALIZATION IN PSYCHOTHERAPY

The modern trend toward integration in psychotherapy goes back at least to Dollard and
Miller’s (1950) classic, Personality and Psychotherapy, which sought to bring together the psy-
choanalytic and behavioral orientations. About midway through the period from Dollard
and Miller’s book until today Wachtel’s (1977) highly influential Psychoanalysis and Behavior
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Therapy appeared, followed by a revised edition, which encompassed a newer relational
emphasis (Wachtel, 1997). This domain of psychotherapy has progressed over the years
from a rather singular emphasis on the integration of particular therapeutic approaches to
a parallel emphasis on the actual process and principles of integrating apparently disparate
points of view and clinical methods (see, e.g., Messer, 2001).

Certainly, one of the main forces behind the “integration movement” has been empiri-
cal—thatis, the repeated finding of rough equivalence of treatment outcomes among differ-
ent approaches, leading to an increased interest in identifying the common factors involved
in psychotherapeutic change, as discussed earlier. But empirical foundations notwithstand-
ing, many integrative efforts have grown more out of conceptual and clinical concerns and
questioning than out of research findings per se. This is an important attribute of the inte-
gration movement. Without it, there may evolve merely a series of rather arid integrations
of formerly unconnected approaches, which, as the latest “products” of integration, take on
lives of their own and merely add to the already very long list of identifiable psychothera-
pies. Moreover, the integrative movement necessarily always relies on the continued exis-
tence of original theories of therapy to serve as its own launching pad. Perhaps ironically,
integrative development cannot continue without original theories remaining vital.

At the same time that the integration movement is likely to persist, there has certainly
been a continuing parallel movement in the world of psychotherapy toward increased spe-
cialization. This specialization, a logical outgrowth of the EST movement, emphasizes mod-
els of therapy practice and training that place a premium on the application of highly
specific treatment interventions to the remediation of highly specific disorders and prob-
lems (e.g., dialectical behavior therapy [Linehan et al., 2006] or transference-focused psy-
chotherapy [Clarkin, Levy, Lenzenweger, & Kernberg, 2007] to treat borderline personal-
ity disorder.) It appears that significant numbers of recently trained psychotherapists are
opting to specialize in their clinical work, often by focusing their clinical activities on the
treatment of a specific range of patient problems or diagnoses. Ironically and dialectically,
the field’s push toward specialization may help fuel the movement toward integration.

SUGGESTIONS FOR FURTHER STUDY

To aid the instructor in assigning relevant readings and/or DVDs/
videotapes as supplements to the text.

Points to include (plus one-sentence annotation for each reference)

Two articles or accessible book chapters that provide detailed, extensive clinical case
studies.

Two research-oriented articles or chapters, preferably one of which includes an overview of
research findings or issues pertinent to your approach.

Two DVDs or videotapes that demonstrate your therapeutic approach.
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The aim of this chapter is to introduce the theory and practice of contemporary Freud-
ian psychoanalysis and the psychoanalytic psychotherapy that derived from it. The term
psychoanalysis refers to (1) a theory of personality and psychopathology, (2) a method of
investigating the mind, and (3) a theory of treatment. I am concerned primarily with the
theory of treatment but will need to present some of the basic theoretical concepts as the
context for understanding the rationale for therapeutic intervention.

HISTORICAL BACKGROUND

Sigmund Freud (1856-1939) was the founder of psychoanalysis and the father of modern
psychotherapy. Although he was confronted with the exigencies of the clinical situation,
Freud’s primary aspiration was to develop psychoanalysis as a theory of the human mind
and to develop it secondarily as a therapeutic modality. Accordingly, his theoretical writ-
ings consume the bulk of the 23 volumes of his collected works, published as the defini-
tive Standard Edition of the Complete Psychological Works of Sigmund Freud (Freud, Volume 1,
1891—Volume 23, 1940).

As a comprehensive theory of personality and psychopathology, psychoanalysis had a
profound impact on 20th-century thought and culture, an impact unrivaled by any other
conception of personality. Psychoanalytic theorizing has not only aimed at understanding
and explaining the nature of psychopathology but has also addressed the broader domain
of normal personality functioning and the development of personality. In this sense it can
be regarded as a general psychology. As such, it ranges from neurobiological explanations
of key aspects of mental life (e.g., cognition, affect, and motivation) to sociocultural, his-
torical theorizing about the origins of society and the family. Attempts to understand art,
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literature, music, religion, and virtually all other aspects of human experience according to
psychoanalytic principles (so-called applied psychoanalysis) have filled innumerable journals
and books for more than a century.

The origins of psychoanalysis can be traced back to the last two decades of the 19th
century, to the cultural context of turn-of-the-century Vienna. It has evolved during the
course of the past century and spread throughout the world, particularly to the rest of
Europe, the United States, and South America. Freud’s life and the psychoanalytic move-
ment he inspired and led have been the subject of a multitude of books and articles through
the years.

In the past century, we saw many developments in psychoanalytic theory and practice.
All of them took their point of departure from Freud by either extending or modifying
a line of thought implicit or undeveloped in his work, or by rejecting essential Freudian
assumptions yet referring to their alternative conceptions by the term psychoanalytic. Indeed,
there have been many heated professional squabbles through the years about whether one
should call certain “deviations” from the original theory and practice of psychoanalysis by
that name. For instance, the so-called neo-Freudians (e.g., Adler, Jung, and Horney) have
been called “deviant” in that each departs from Freud’s emphasis on the importance of
childhood sexuality. Whether a new school of psychoanalytic thought evolves and becomes
assimilated into the mainstream of the prevailing psychoanalytic paradigms or becomes a
“deviant” school often has more to do with the existing sociohistorical Zeitgeist than with the
extent to which the theory advanced departs from Freud’s views. A case in point is Kohut’s
(1971) self psychology, which departs in fundamental ways from basic Freudian tenets yet
has not created the kinds of schisms that characterized earlier theoretical differences.

There is by now significant diversity within what has been termed “the common ground
of psychoanalysis” (Wallerstein, 1990), meaning attention to the clinical phenomena of
transference and resistance. However, even these phenomena are conceptualized differ-
ently by different psychoanalytic theorists. Thus, it is no longer accurate to refer to the psy-
choanalytic theory of personality or of treatment. Rather, we need to specity the particular
theoretical perspective from which we derive our clinical approach. In this chapter, I focus
primarily on the contemporary Freudian approach to treatment. This approach is heavily influ-
enced by traditional Freudian theory, its ego-psychological extensions, and modifications
of those views. Therefore, I will start with an account of Freud’s core concepts, some of their
extensions and modifications by later theorists, and their implications for treatment.

For present purposes, we can divide theoretical changes in psychoanalytic thinking
into four main eras: (1) Freud’s postulation of libidinal and aggressive instinctual drives as
the prime movers of mental life; (2) the development of ego psychology, which focused on
the defensive and coping devices used to deal with conflicted, often unconscious wishes;
(3) the evolution of various versions of object relations theories, with their focus on needs
for relatedness rather than gratification of sexual and aggressive wishes, and on the inter-
nalized representation of .interpersonal relationships; and (4) the advent of self psychol-
ogy (Kohut, 1971, 1977, 1984), in which the cohesion and fulfillment of the self came to
be regarded as the individual’s primary aim (Pine, 1990). In the last two decades, we have
witnessed the widespread influence of what broadly can be termed American relational theory.
Developed mainly by Mitchell (1988), relational theories (which are discussed by Curtis &
Hirsch in Chapter 3, this volume) are an amalgam of Sullivan’s (1953) interpersonal the-
ory and British object relations theories, primarily Fairbairn (1941) and Winnicott (1965).
Relational theorists’ point of departure from Freudian theory is captured in Fairbairn’s
(1952, p. 82) dictum that “libido is object seeking, not pleasure seeking,” in other words,
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that we are more interested in relationships than in satisfying instinctual drives. In my view,
this is a false dichotomy that has created much unnecessary controversy.

This chapter focuses primarily on the first and second eras of psychoanalytic theoriz-
ing and on the contemporary understandings of those views. This contemporary Freudian
approach continues to adhere to most of the core propositions of Freud’s clinical theo-
ries in the context of subsequent modifications and extensions of those theories. Current
conceptualizations by and large dispense with Freud’s metapsychological concepts such
as “cathexis” and “psychic energies,” because such concepts have little scientific basis and
are far removed from the clinical situation. Given this brief, orienting context, we can now
proceed to trace the evolution of the Freudian theory of treatment.

Prior to the development of any form of psychoanalytic therapy, the main methods
of treating emotional and mental disturbances were rest, massage, hydrotherapy (warm
baths), faradic therapy (the application of low-voltage electrical stimulation to areas of the
body that were symptomatic), and hypnosis. As we shall see later, psychoanalysis evolved
from attempts to treat symptoms via hypnosis (e.g., Charcot, 1882; Janet, 1907).

Freud, impressed by Charcot’s demonstrations of hypnotic effects, became particu-
larly interested in the potential of hypnotic suggestion as a therapeutic tool. The kinds
of patients first treated by Freud were usually late adolescent women who presented with
hysterical symptoms, that is, disturbances in the senses and/or the musculature, such as
“blindness,” paralyses, mutism, convulsive-like motor actions (e.g., trembling), and anesthe-
sia (i.e., loss of or diminished sensation in one or more parts of the body). These symptoms
came to be regarded as psychological when no organic basis for them could be found. It is
quite likely that some organic conditions were mistaken for neurotic ones and vice versa.

At first, Freud tried the direct, hypnotic suggestion that the symptom (s) disappear,
an approach that generally met with limited success. Some patients could not readily be
hypnotized; in others, symptoms would dissipate but return. These early clinical experi-
ences led Freud to become more curious about the causes and mechanisms of symptom
formation and to search for more effective therapeutic methods. With regard to the latter,
Freud sometimes used the so-called “pressure technique,” in which he placed his hand on
the patient’s forehead and gave the strong suggestion that the patient would remember
the original experience associated with the onset of the symptoms. These early variations
in technique evolved into the method of free association, in which the patient is asked to say
whatever comes to mind, without the usual editing and inhibition characteristic of typical
social interactions.

The patient known as Anna O provided a critical turning point for Freud and for the
development of psychoanalysis. Anna O was suffering from a variety of hysterical symptoms.
She wanted the opportunity to talk and have a “catharsis”; this marked the birth of psycho-
analysis as the “talking cure.” Breuer and Freud (1895/1955) published their ideas about
Anna O and other patients in Studies on Hysteria, the key idea contained in this work being
that “hysterics suffer from reminiscences”; thatis, a painful memory is dissociated from the
mass of conscious experience and the “quota of affect” associated with that memory is con-
verted to a bodily symptom. The release of the dammed-up affect via retrieving and talking
about the memory allows for the “associative reabsorption” of the blocked idea and feelings,
and causes the symptom to disappear.

In this early phase of his work, Freud’s focus was on eliminating the symptom. Symp-
toms were regarded as circumscribed, disembodied foreign objects to be excised, not
unlike an impacted wisdom tooth. The nature of the person in whom the symptoms
resided was not considered important. However, Freud soon realized that patients’ symp-
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toms were meaningful expressions of their character and overall personality functioning.
Over the next several decades, Freud evolved his theory of personality development and
psychopathology, which took into account the interaction of biological and experiential
factors, to explain both symptom formation and the development of character traits and
defenses.

As he developed his psychodynamic point of view, Freud saw patients as being motivated
by a desire not only to seek gratification of wishes but also to keep the wish and its associ-
ated affect out of awareness if it was regarded as dangerous and/or unacceptable. In this
“drive-defense” model, repression (i.e., the motivated expulsion from consciousness and for-
getting of the disagreeable idea or conflicted wish) is an attempt to repudiate or disavow
impulses that are likely to be anxiety arousing or repugnant to one’s sense of morality.
Although repression and other defensive maneuvers (e.g., projection, denial, reaction for-
mation) appear to banish threatening wishes, they do not destroy them, and they always
weaken the personality by impairing its integrated functioning.

THE CONCEPT OF PERSONALITY

For Freud, the basic unit of study was the intrapsychic life of the individual, that is, the basic
motives, wishes, anxieties, defenses, and regulatory capacities of the developing child, as
seen primarily from the perspective of psychic conflicts within the person regarding the
search for instinctual drive gratification.

What are the basic tensions one must reduce to avoid unpleasure and achieve instinc-
tual gratification? Freud always postulated two major classes of instinctual drives. At first,
the two drives were the sexual or libidinal and the self-preservative or ego instincts. Later,
Freud theorized that the two major drives were the libidinal (or sexual) drive and the aggres-
sive drive, both broadly conceptualized. According to the theory, a drive is the psychical
representative of the instinct. It is a demand made on the mind for work. It impels the
organism to mental and physical activity, the aim of which is to discharge the nervous sys-
tem excitation produced by the drive. According to Freud’s final theory, sexuality (broadly
conceived as sensual) and aggression (also broadly conceived; e.g., competition) were the
two basic human motivational wellsprings of behavior.

There are four main characteristics of an instinctual drive; it has a source (a bodily ten-
sion), an impetus (a degree of intensity), an aim (to lessen the drive tension), and an object
(the means whereby the drive tension is reduced; e.g., sucking one’s thumb or milk from
mother’s breast). The object is the most variable aspect of the drive (i.e., the drive can be
more or less satisfied in a number of ways). Although the term object sounds quite imper-
sonal and strange when applied to a person, it is used generally in psychoanalytic theory
to indicate that wishes can be directed to inanimate objects and, especially, to so-called
internalized objects (mental representations of the other). We do not directly observe drives
but infer them on the basis of drive derivatives (i.e., wishes).

Freud believed that there were two basic tendencies governing mental life, the pleasure
principle and the reality principle. According to the pleasure principle, the basic tendency of
the organism is to maximize pleasure and to minimize pain, and to do so in as rapid and
automatic a way as possible. Increases in endogenous excitation were regarded as unpleas-
ant, whereas decreases were associated with pleasure. Reality forces the organism to give up
sole reliance on the pleasure principle. For example, the hungry infant needs eventually to
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discriminate between a fantasy of being fed and actually eating, in other words, to operate
according to the reality principle.

Freud’s theory has a strong developmental emphasis, as seen in his stages of psychosexual
development. These stages are the oral, anal, phallic, and genital. Each stage is influenced by
the preceding ones and in turn influences subsequent stages. As the name implies, the oral
stage centers on concerns with hunger, with the mouth as the chief bodily zone involved,
but is conceived of more broadly as including maternal care and comfort. At this stage the
primary fear is loss of the object—that is, of the mother as the supplier and regulator of the
infant’s needs. In the analphase, the focus is on toilet training, and the major anxiety is loss
of the parent’s love. In the phallic phase, the boy is subject to castration anxiety (and the girl
to penis envy), and in the genital stage, guilt is the major danger. Erikson (1950/1963) pre-
sented a psychosocial elaboration of Freud’s psychosexual stages in which he emphasized
the psychological experiences central to each psychosexual stage (e.g., describing the oral
stage as the time when the infant first establishes a “basic trust” or “mistrust” of the social
world).

The anticipation of the dangers in each psychosexual stage gives rise to signal anxiety
and triggers a defense against a potentially full-blown, traumatic anxiety. For example, sup-
pose a young boy has incestuous wishes toward his mother but believes and fears that such
wishes are wrong and will lead to his castration by the father. The boy, who both loves his
father and fears and resents him as an unwanted rival, now needs to defend against his
sexual wishes toward his mother. This, of course, is the classic Oedipal conflict so central to
traditional Freudian theory.

Two other key Freudian concepts deserve at least brief mention: fixation and regression.
According to Freud, excessive frustration or satisfaction at each psychosexual stage could
lead to a fixation, or rigid clinging to a particular mode of satisfaction characteristic of that
stage. For example, excessive oral satisfaction (or frustration) could lead to the persistence
of thumb-sucking long after it is age appropriate. Regression refers to the reinstatement of a
mode of seeking satisfaction that is no longer age appropriate. If, for example, the birth of
a sibling leaves the older sibling feeling terribly unloved, he or she might revert to thumb-
sucking. Freud believed that the major modes of adaptation to the environment and to the
regulation of tension states are well developed by the time a child is about 6 years old and
change relatively little after that.

Additional core, interrelated propositions of traditional Freudian theory that contem-
porary Freudians still embrace include the following:

1. The principle of psychic determinism states that there is a lawful regularity to men-
tal life; that is, even seemingly random or “accidental” mental phenomena have causes.

2. A substantial part of mental life takes place outside conscious awareness. Uncon-
scious wishes and motives exert a powerful influence on conscious thought and behavior,
and can explain seemingly random or “accidental behaviors” (e.g., slips of the tongue and
many other kinds of parapraxes described by Freud, 1901/1960), in The Psychopathology of
Everyday Life).

3. All behavior is motivated by a desire (a) to avoid being rendered helpless by exces-
sive stimulation, and (b) to maximize pleasure and minimize pain (the pleasure principle).

4. Inner conflict is inevitable and ubiquitous; all behavior reflects efforts at effecting a
compromise among the various components of the personality, principally one’s desires for
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instinctual drive gratification (sexual and aggressive) and the constraints against such grat-
ification (physical reality, social constraints, and superego prohibitions). This idea takes its
fullest form in Freud’s (1923/1961, 1926/1959) structural theory of id, ego, and superego.

Freud’s clinical observations led him to the idea that the main inner conflicts were ones
between the person’s impulses and his or her internalized notions of right and wrong, as
well as their assessments of the risks and dangers of becoming aware of or expressing the
concealed impulses. Accordingly, he grouped psychological aspects and forces in the mind
into three main agencies of the mind—the id, the ego, and the superego. The id refers to
our sexual and aggressive instinctual strivings. The superego has two aspects, our internal-
ized values (i.e., our conscience) and our ego ideals (our criteria for feeling good about
ourselves). The ego is described in terms of a variety of functions (e.g., judgment, plan-
ning, reality testing, coping and defensive strategies) that work together to determine the
cost-benefit of expressing particular id urges. In a healthy, functioning person these three
aspects of personality blend harmoniously with one another.

Although textbooks continue to present the standard Freudian view of id, ego, and
superego, among many contemporary Freudians, this conceptualization has given way in
recent years to one in which all mental activity is viewed as a compromise formation (Brenner,
1994). This term describes the mind as functioning to give expression to the person’s wishes
while taking into account the potential anxiety, fear, and guilt the free expression of wishes
might engender.

5. Anxiety in small doses (i.e., signal anxiety) is a danger signal that triggers defen-
sive measures designed to avoid awareness and/or behavior geared toward gratification of
unconscious wishes, in order to avoid an anticipated full-blown traumatic experience of
anxiety that would totally overwhelm the ego and flood the organism with an unmanage-
able amount of excitation.

6. The principle of multiple determination (sometimes misleadingly called “overdetermi-
nation”) refers to the facts of divergent and convergent causality; that is, the same motive
can give rise to myriad behaviors, and a given behavior is a function of multiple motives.

Psychoanalytic ego psychology was developed, in part, as a corrective to an excessive
emphasis on sexual and aggressive motives. Aspects of ego psychology were implied by
Freud but fully developed by Anna Freud (1937), Hartmann, Kris, and Loewenstein (1946),
and others. As seen by these theorists, ego capacities (e.g., cognition, delay of gratification,
reality testing, and judgment) can be involved in conflict but later function as “conflict-
free spheres of the ego.” This theoretical thrust was an attempt to flesh out the ego’s role
in adaptation and to make theoretical room for behaviors, interests, and motives that are
not always embedded in conflict or simply indirect expressions or sublimations of sexual or
aggressive wishes.

Mabhler’s (1968) studies of separation—individuation and Jacobson’s (1964) work on
the self have contributed significantly to our understanding of the development of the self-
hood, a topic largely ignored in early psychoanalytic writings. In more recent years, issues
of self-esteem and disturbances in the sense of self have been a prominent focus of psycho-
analytic theorizing, particularly in borderline and narcissistic conditions (Kernberg, 1975;
Kohut, 1971). These theoretical developments owe much to Freud’s papers On Narcissism
(1914/1957) and Mowrning and Melancholia (1917/1958) which contain numerous implica-
tions for our conceptions of psychosis, character development, identification and loss, and
object relations.
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PSYCHOLOGICAL HEALTH AND PATHOLOGY

Behavior is dysfunctional or pathological to the extent that the compromise formations among
the constituents of the personality (wishes, moral standards, preferred modes of defense,
judgments about reality, etc.) are maladaptive; that is, they create more pain than pleasure,
bring the person into significant interpersonal conflict, create undue anxiety and/or guilt
and depressive affects, lead to significant inhibitions in personal functioning, and thereby
impair the person’s capacity to love and/or work. In this view, there is no sharp demarca-
tion between “normal” and “abnormal” functioning.

The appearance of symptoms or the development of ego inhibitions is an indication of
ineffective coping with inner conflict. For example, the onset of agoraphobia (fear of open
spaces) can represent the person’s failed defense against the anxiety attached to desires to
separate and function in a more autonomous manner, desires that may be experienced as
arousing sufficient separation anxiety for the person to seek the seeming safety of home.
The onset of hysterical blindness in a mother who harbors hostile wishes toward her son,
who then has a bad accident because his mother was not watching him, may be understood,
in part, as self-punishment for her hostile wishes. In another example, impotence in a male
in relation to certain women, but not others, may be due to the fact that the women with
whom the impotence occurs are unconsciously regarded as incestuous objects, and the
impotence is an inhibition of unacceptable, anxiety-ridden Oedipal wishes.

The formation of symptoms is based on wishes regarded as dangerous and/or unac-
ceptable that are too strong, and/or defenses that are too weak to contain the wishes in a
sufficiently disguised form. The outbreak of psychological symptoms is an expression of the
“return of the repressed.” In this “drive-defense” model, symptoms vary with respect to the
extent to which they show evidence of the underlying wish and its attempted gratification
(e.g., obsessive thoughts of stabbing someone) or show more clearly the defensive side of
the conflict (e.g., hiding all the knives in the house).

The maintenance of symptoms is due to the primary and secondary gain they provide.
The primary gain is the relative freedom from anxiety and other dysphoric affects (Brenner,
1982) that is achieved while partially satisfying a wish in a compromise form. Secondary gain
refers to the fringe benefits of a symptom (e.g., “justifiable” escape from normal responsi-
bilities and feeling that one’s dependency needs are more legitimate).

The same drive-defense model also is used as part of the explanation for development
of personality or character styles. By personality or character ] mean the unique psychological
organization (of traits, conflicts, defensive and coping strategies, attitudes, values, cognitive
style, etc.) that characterizes the individual’s stable, enduring modes of adaptation across
a wide range of conditions encountered in his or her “average expectable environment”
(Hartmann, 1939). With regard to the drive-defense model, a pattern of noncommitment
in relationships, for example, might protect the person against the feared consequences
of emotional and romantic intimacy in instances in which such intimacy might give rise
to claustrophobic anxiety, which in turn might be based on a sense of danger about what
may be seen as a forbidden Oedipal triumph. This term refers to any wish, attitude, or action
that signifies (usually on an unconscious, symbolic level) the son’s desire to win the com-
petition with his father for his mother’s love. Such desires typically are conflicted due in
part to fear of the father’s retribution in the form of disapproval, rejection, and castration.
To avoid these anxieties, the person might choose to enter relationships that are at some
level “known” to preclude the possibility of a serious commitment. When this pattern is
repeated, the person might have the conscious experience of feeling frustrated and puzzled
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at the failure of any of his relationships to last, without being aware of the underlying
dynamic conflict.

Over the years, there has been increasing interest in studying character and character
pathology (e.g., Baudry, 1989; Reich, 1933). In part, this interest is due to the apparently
growing number of patients who present with character disorders, particularly narcissistic
and borderline personalities, rather than symptom neuroses, and to the idea that dealing
with symptoms in treatment is less effective if one fails to address the personality in which
they are embedded. Maladaptive patterns of dealing with conflict tend to become rigidified
and repeated in vicious cycles, as in the case I present later. By definition, personality struc-
ture changes at a slow rate. This is one reason that meaningful personality change through
psychotherapy generally takes a long time.

THE PROCESS OF CLINICAL ASSESSMENT

The unit of study is the individual or, more specifically, the problematic aspects of his or
her personality functioning. Although the clinician will want to know a great deal about
the individual’s actual adaptive and maladaptive functioning in different social contexts
(family, friends, work groups, etc.), the main relevance of this information is its value in
understanding the intrapsychic world of the individual.

The primary means of conducting the assessment of the individual’s personality and
psychopathology is through a series of clinical interviews, on the basis of which the clini-
cian assesses the prospective patient’s suitability for psychoanalytic treatment (Messer &
Wolitzky, 2007). In the course of the clinical interview, the therapist attempts to form an
initial picture of the patient’s current and past level of functioning, including the nature,
onset, duration, intensity, and fluctuation of symptoms. The therapist also begins to get a
sense of the patient’s character style, his or her principal defenses and regulation of affect,
intactness of reality testing, self-esteem issues, quality of interpersonal relationships, and
the core unconscious conflicts presumed to underlie manifest aspects of behavior. The
clinician also is interested in the the psychodynamic significance of current stresses faced
by the prospective patient and factors influencing the patient’s decision to seek treatment.
Part of this broad assessment of functioning includes an appraisal of the person’s ego inter-
ests, areas of and capacity for pleasure, personality strengths, achievements, and the cur-
rent reality situation.

In the course of eliciting this information, the clinician also appraises the prospective
patient’s suitability for treatment. Among the main qualities evaluated are the person’s
motivation for change; ego resources, including capacity to regress in the service of the
ego (e.g., to engage in fantasy); access to and tolerance of affects; capacity to form a good
therapeutic alliance, and degree of psychological mindedness. The latter refers to the patient’s
capacity for self-reflective awareness, an introspective tuning in on one’s inner experiences.
Because analysis requires that the patient oscillate between verbalizing his or her subjective
experience and, in collaboration with the analyst, reflecting on the multiple meanings of
those experiences, an inability or disinclination to view experience and behavior in psycho-
logical terms does not bode well for this form of treatment. One reason some of the initial
clinical interviews are relatively unstructured is to allow for this kind of assessment.

In addition to the kinds of assessments mentioned, the analyst should also assess
whether he or she has particular personality conflicts, personal biases (e.g., with respect
to value systems), or other factors that might preclude the possibility of maintaining the
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objectivity and therapeutic conditions necessary to be helpful to the patient. If there are
such potential problems, referral to another clinician is indicated.

Referrals for psychological testing are relatively rare, both at the stage of the initial
assessment and later on. Such a referral is more likely when there is little treatment prog-
ress or marked unclarity regarding diagnosis (e.g., if organicity or a learning disability is
suspected).

Finally, the therapist needs to assess whether matters of money, time, and/or immedi-
ate crises in the patient’s life would interfere significantly with the feasibility of a sustained,
unhurried analytic process. In the event that such factors are present to a strong degree,
an alternative approach is recommended (e.g., a delay in the beginning of treatment; crisis
intervention; and/or a more supportive, less challenging therapy).

There is no universally accepted, formal psychoanalytic system for diagnosing differ-
ent varieties of dysfunction (Messer & Wolitzky, 2007). Originally, Freud focused primar-
ily on three symptom pictures: hysterical, obsessional, and phobic. Other psychiatric syn-
dromes soon received attention (e.g., depression, paranoid conditions, bipolar disorder,
schizophrenia, and perversions). In recent years, narcissistic and borderline conditions
have been the focus of intense interest, because such patients are increasingly common in
psychoanalytic practice.

Psychoanalysts today generally have little use for the official psychiatric diagnostic sys-
tem, the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV; American Psychiatric
Association, 2000). This view is partly due to the following;

1. Successive versions of the DSM have become increasingly atheoretical and less sym-
pathetic to a psychoanalytic viewpoint.

2. Many analysts do not place much value on an initial, formal diagnosis beyond the
gross classification of the patient as psychotic, borderline, or neurotic.

3. Many, if not most, patients seen in private analytic practices rarely meet all DSM-IV
criteria for a given diagnostic category but frequently approximate, especially as the
treatment unfolds, the criteria for several diagnoses; in other words, rarely do we
see pure types and, in any case, the focus is more on the underlying dynamics than
on the changing symptom picture.

4. A purely descriptive classification that does not attempt to address etiological and
dynamic factors is of limited interest or clinical utility to psychoanalytic clinicians.

To address the limitations of DSM-IV (e.g., as a merely descriptive, atheoretical clas-
sification scheme), psychoanalytic clinicians devised the Psychodynamic Diagnostic Manual
(PDM; PDM Task Force, 2006). The PDM provides a more comprehensive assessment of
personality, including more of a focus on the patient’s inner life. In addition to catego-
ries for manifest symptom patterns (S axis) and personality patterns (P axis), there is an
assessment of the patient’s mental functioning (M axis). The M axis includes, for example,
an assessment of the patient’s defensive patterns, capacity for relationships and intimacy,
capacity for affective experience, and psychological mindedness. These qualities are con-
sidered important for understanding the patient’s personality and planning treatment.

There have been several other psychoanalytically based attempts to form diagnostic
assessments of dysfunction based on dynamic and structural features of personality func-
tioning, particularly when the diagnostic formulation has implications for specific modifi-
cations and variations in psychoanalytic approaches to treatment. For example, Kernberg
(1975), a highly influential analyst who has concentrated on borderline personality organi-
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zation, has made notable contributions to the diagnosis of different levels of psychic struc-
ture and pathology. His aim has been to understand these conditions from an integrated
theoretical perspective that combines British object relations theories, ego psychology, and
the work of Mahler (1968) and Jacobson (1964), who were interested in the developmental
course of self-object (i.e., self-other) differentiation.

THE PRACTICE OF THERAPY
Basic Structure of Therapy

In what follows, I confine myself to an account of the practice of psychoanalytic treatment as
itis usually thought of in relation to neurotic and some high-functioning patients with bor-
derline personality disorder. I do not discuss the modifications that are made for patients
with seriously borderline and narcissistic disorders, nor do I consider specific treatment
approaches to particular syndromes (e.g., panic disorder, schizophrenia).

Some introductory comments are in order prior to a discussion of the basic structure
of therapy. First, it is inaccurate to refer to the contemporary Freudian approach to treat-
ment, because even among those who identify themselves as contemporary Freudians, one
can delineate a range of positions. The traditional, conservative wing of Freudians adheres
mainly to traditional Freudian theory, with its emphasis on a purely interpretive focus on
sexual and aggressive conflicts, and unconscious fantasies as these are expressed in the
transference. Technical neutrality (i.e., not taking sides in the patient’s conflicts), relative
anonymity, and abstinence (i.e., not gratifying transference wishes) are stressed as neces-
sary for the flowering and interpretation of the transference. A second group of Freudians
advocates a focus on the moment-to-moment interplay of impulse and defense at the surface
of consciousness and encourages the patient to become an observer of his or her defensive
maneuvers and the motives for them (Gray, 1994). A third line of thought reflects a strong
appreciation of the importance of the therapeutic relationship in facilitating the analytic
process with all patients but particularly with the more disturbed and difficult-to-reach
patient who finds it difficult to develop “analytic trust,” to realize that he or she is a presence
in the analyst’s mind (Ellman, 1998). Thus, as Ellman notes, the contemporary Freudian
landscape ranges from the fairly “classical” approach of interpreting unconscious conflicts
in terms of Freud’s structural model (id, ego, superego) to Brenner’s (1994) related idea of
compromise formation among the components of psychic conflict, to a major focus on help-
ing the patient becomes an observer and interpreter of his or her own defensive operations
(the ego psychological model), to the vital importance of the analyst as a new, benign object
who can facilitate the resumption of developmental growth (the self and object Freudians),
an approach that goes back to Ferenczi’s (1926) work and is expressed in other writings
(e.g., Strachey, 1934; Stone, 1961; Loewald, 1960; Modell, 1976).

Second, psychoanalytic approaches to treatment can be arrayed on a continuum from
what has been called “expressive,” “exploratory,” “insight-oriented,” or “interpretive” at
one end to an explicitly “supportive” approach that features reassurance, praise, advice,
and encouragement instead of interpretations of transference and defense at the other. It
should be noted that even in expressive therapy there are inherently supportive elements
(e.g., listening with interest, being nonjudgmental) that not only help build a treatment
alliance that makes patients more receptive to interpretations but also can be therapeutic
in their own right. Schachter and Kachele (2007) advocate what they call “psychoanalysis-
plus,” that is, the deliberate, albeit judicious, use of explicitly supportive interventions in
the context of all psychoanalytic treatment.



Freudian Psychoanalytic Psychotherapy 43

Third, there has been a lot written about the distinction between psychoanalysis and
psychoanalytically oriented psychotherapy. There are some who make a sharp, qualitative distinc-
tion between these two forms of treatment and others who stress their similarities and over-
lap. In the past, the distinction has rested mainly on external criteria, such as frequency of
sessions and the use of the couch. More recently (Gill, 1994) the distinction is based on the
main intrinsic criterion of the degree of sustained transference-focused interpretations.
Compared with psychoanalytic therapy, psychoanalysis is characterized by more frequent
transference interpretations and fewer explicitly supportive interventions.

For those who favor the distinction, the implication is that whenever it is applicable,
psychoanalysis, rather than psychoanalytic therapy, is the treatment of choice. Itis regarded
as a deeper, more thorough approach to the patient’s problems. Other forms of treatment
(e.g., dynamically based supportive psychotherapy) mix the “pure gold of psychoanalysis”
with the “copper of suggestion” (Freud, 1905/1953, p. 260; Freud, 1919/1955). Thus, the
common clinical maxim that has guided psychoanalytically oriented clinicians is to be
as supportive as necessary and as exploratory as possible, that is, to minimize suggestion,
advice, and reassurance and to focus on interpretations leading to insight, whether one is
conducting psychoanalysis or psychoanalytic therapy. Thus, the range of psychoanalytic
therapies can be regarded on a continuum, with psychoanalysis at one end, psychoanalytic
psychotherapy in the middle, and supportive therapy at the other end.

In psychoanalysis today, sessions typically are held three or four times per week, for 45
or 50 minutes, over a period of many years. Psychoanalytic psychotherapy and supportive
therapy usually takes place at a frequency of once or twice a week in the face-to-face posi-
tion. It can last as long as psychoanalysis or may be as short as 12 sessions (e.g., Messer &
Warren, 1995).

The powerful and innovative feature of psychoanalysis proper is the attempt, paradoxi-
cal in nature, to use the therapist’s authority (derived in part from the patient’s positive
transference) to promote patient autonomy by freeing the patient from excessive reliance
on suggestion and authority. Analysts have been particularly sensitive to this issue in light of
the origins of psychoanalysis in Freud’s initial experiments with hypnotic suggestion. Con-
cern about capitalizing on suggestion is less the case in psychoanalytic psychotherapy, and
even less in supportive treatment, where the therapist deliberately uses his or her authority
and employs direct suggestions more freely.

As noted earlier, there are inherently supportive elements even in psychoanalysis (e.g.,
a caring, benign therapeutic relationship, as well as the implicit suggestion to think or act
in a certain way, that accompanies both interpretive and noninterpretive interventions. For
example, the therapist statement “You are being rather harsh with yourself” implies that
the patient need not be so self-critical). It is difficult to disentangle the therapeutic benefits
of support, both implicit and explicit, from those that derive from insight. In more recent
years, there has been at least a partial disillusionment with insight as the primary vehicle of
therapeutic change, and an increased emphasis on the healing powers of the relationship
per se, especially with more disturbed patients.

In what follows, I focus primarily on psychoanalysis, with the understanding that most
of what I say is more or less applicable to psychoanalytic psychotherapy.

Conduct of the Sessions

After the initial consultation sessions and arrangements for the therapy (e.g., frequency of
sessions, fee), the sessions are deliberately unstructured. The analyst invites the patient to
Jree-associate, that is, to say whatever comes to mind. Thus, the patient determines the con-
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tent of the session. The more freely and openly the patient talks, and the more he or she is
able and willing to suspend the normal inhibitions and editing processes that are part and
parcel of our usual dialogue with others, the more self-disclosing the person becomes, and
the easier it will be for previously repressed or suppressed feelings and thoughts to come to
the surface for analytic scrutiny and understanding. The rationale for use of the couch is
that being in a supine position and not seeing the analyst will facilitate the turning of atten-
tion inward rather than responding to visual cues emitted by analyst (e.g., facial expres-
sions). Of course, even on the couch the patient is alert to nonverbal and paralinguistic
features of the analyst’s behavior. To whatever extent necessary, the analyst spells out the
rationale for the suggested procedures and conditions of the treatment. This can include
not only the rationale for the use of the couch and free association but also the analyst’s
role as a catalyst for the patient’s self-explorations; the reasons for generally not answering
questions immediately or directly; the understanding of the patient—therapist relationship
as, in many respects, a microcosm of the patient’s interactions with others; and so on.

The goal of encouraging the patient to free-associate is a mediating or process goal. It
allows both patient and analyst to observe when and how the patient engages in defensive
maneuvers in the face of actual or anticipated anxiety, or other dysphoric affect. In this
manner, the patient gets an increasingly clear sense of how his or her mind works, and how
these workings are shaped by unconscious factors, and by anxiety and defenses.

Rarely is a time limit imposed on the therapy. The main exception is brief, psychoana-
lytically oriented treatment, in which the initial treatment contract makes clear that the
therapy comprises a fixed number of sessions or a fixed time period (see Messer & Warren,
1995, for an account of the variety of short-term psychoanalytically oriented psychothera-
pies). There also are a variety of psychoanalytically informed therapies that I do not discuss
in this chapter, including child, couple, family, and group therapies.

In individual treatment, significant others in the patient’s life typically are not seen by
the patient’s therapist. Sometimes combined formats are used. For example, a patient in
individual treatment may also be seen as part of couple, family, or group therapy. In these
circumstances, it generally is not considered proper practice for the patient’s individual
therapist to treat the patient in one of the other modalities as well. To do so would interfere
with the optimal development and attempted resolution of the transference.

Goal Setting

Stated in general terms, the ultimate goal of treatment is to increase adaptive functioning
by ameliorating the disabling symptoms, crippling inhibitions, and maladaptive defenses
and conflict solutions that have plagued the patient. As the patient gradually reduces the
neurotic vicious cycles that characterized prior adaptive efforts, he or she experiences this
change as involving an expanded sense of personal agency and freedom. Usually, this goal
is assumed to be so basic and obvious as not to require explicit verbalization.

Successful outcome also involves a reduction in symptoms as a by-product of the resolu-
tion of conflicts. Some conflicts are not fully resolved, nor is the patient’s life expected to
be free of stress. Accordingly, in Studies on Hysteria, Freud stated that the treatment could
be considered successful if it transformed “hysterical misery into common unhappiness”
(Breuer & Freud, 1895/1955, p. 305). Although the patient’s stated goal is relief of emo-
tional distress and neurotic suffering, many patients also have an unconscious need to
suffer. It is not surprising to a psychoanalytic clinician to observe that after a period of
improvement in treatment the patient’s functioning might deteriorate. Freud called this
the negative therapeutic reaction and regarded it as a serious obstacle to improvement.
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At first, Freud thought that the path to cure involved “making the unconscious con-
scious.” His later epigrammatic statement of the goal of psychoanalysis, consistent with
the replacement of the topographic theory (conscious, preconscious, unconscious) by
the structural theory (id, ego, superego), was “where id was, there shall ego be” (Freud,
1933/1964, p. 80). In other words, awareness was still considered a necessary but now a no
longer sufficient condition for change The patient must also be able to accept and to inte-
grate previously disavowed, split-off aspects of his or her personality.

Research support for this view is found in a series of studies by Luborsky and his col-
leagues (e.g., Luborsky & Crits-Christoph, 1990). They examined treatment protocols to
identify core conflictual relationship themes (CCRTs) based on an assessment of relation-
ship episodes described by the patient. A CCRT consists of a wish expressed by the patient,
the response by the person to whom the wish is directed, and the patient’s reaction to the
response of the other. Patients typically show a few key CCRTs that remain fairly stable over
the course of treatment in the sense that the same themes continue to be expressed. What
changes is that the patient handles his or her issues in a more adaptive manner and with
less subjective distress.

Process Aspects of Treatment

The main strategy in the conduct of psychoanalytic treatment is the analysis of transference
reactions and resistances that emerge from the patient’s “free associations.” Compared with
psychoanalysis proper, in psychoanalytic psychotherapy there is relatively less focus on the
transference.

Transference

Freud first mentioned transference in Studies on Hysteria (Breuer & Freud, 1895/1955), call-
ing ita “false connection,” because the patient’s reaction could not be adequately accounted
for by the present situation. Freud assumed that it derived from unresolved childhood con-
flicts related to the parents. He saw transference as both a powerful obstacle to and an
essential factor in the treatment. The value of transference reactions is that they can bring
to light, with strong emotion, the patient’s hidden and forgotten unacceptable impulses,
conflicts, and fantasies. At the same time, patients naturally resist awareness of these kinds
of mental contents, particularly when they are directed to the person of the therapist. How-
ever, the emotional reliving of childhood conflicts with the analyst can bring the patient’s
problems into bold relief, and repressions can be lifted in the context of emotionally vivid
and meaningful experiences centered on the analyst.

As a useful, working definition of transference, one can cite Greenson (1967). Transfer-
enceis the “experience of feelings, drives, attitudes, fantasies, and defenses toward a person
in the present which do not befit that person but are a repetition of reactions originating
in regard to significant persons of early childhood, unconsciously displaced onto figures in
the present” (p. 155). In describing transference as a new edition of an old object relation-
ship, Freud (1912/1953) observed that the repetition need not be literal, just that it express
the same conflicts.

Transference reactions to emotionally significant persons in the present are fairly ubiq-
uitous and are not restricted to experiences in analysis. In fact, in everyday life, they often
are a source of considerable difficulty in interpersonal relationships. What is distinctive
about psychoanalytic treatment is that they are analyzed. What enables transferences to be
analyzed is the patient’s cooperation and collaboration in the analytic work, a collaboration
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that itself is motivated by positive transference. As Freud (1940/1964, p. 175) putit, the posi-
tive transference “becomes the true motive force of the patient’s collaboration. . . . He leaves off
his symptoms and seems apparently to have recovered merely for the sake of the analyst.”

Freud originally classified transference reactions into three kinds: the positive (erotic)
transference, the negative (hostile), and the unobjectionable (i.e., aim-inhibited or nonerotic)
positive transference necessary for cooperating and collaborating in the analytic work
(an attitude that, as we see later, is the basis for the therapeutic (Zetzel, 1956) or work-
ing alliance (Greenson, 1965). The other characteristics of transference reactions, which
essentially follow from Greenson’s definition, are that they show evidence of inappropriate-
ness, tenacity, and capriciousness. In this sense, whatever element of veridicality they may
contain, transference reactions are considered inaccurate, distorted attributions about the
emotional experience, behavior, intentions, and other aspects of the analyst’s behavior.
However, as noted earlier, Gill (1994) states that it is important to realize that so-called
“transference” reactions are not created out of “whole cloth” but are triggered by real quali-
ties of the analyst. Therefore, he argues that transference reactions should not be consid-
ered “distortions” but as the patient’s experience of the analyst.

The intense concentration of the patient’s core conflicts on the person of the analyst
in the form of feelings, fantasies, and marked preoccupation in an increasingly regressive
manner has been termed the transference neurosis. In more recent years, there is controversy
about how frequently a full-blown transference neurosis occurs, as opposed to {ransference
reactions, and how necessary a transference neurosis is for a good therapeutic outcome.
Today, the term transference neurosis is not commonly used, and fewer analysts consider it
necessary for effective analytic work.

The term regressive transference refers to the enhanced activation of childhood con-
flicts and attitudes in relation to the analyst. It should be noted (Macalpine, 1950) that the
patient’s readiness for the emergence of a regressive transference is facilitated by certain
features of the analytic situation (e.g., the relative anonymity of the analyst, the withhold-
ing of deliberate transference gratifications, the invitation to free-associate, and the supine
position of the patient).

In the traditional Freudian account, the analysis of the transference reveals the infan-
tile neurosis (the central conflicts of childhood, whether or not they were clinically manifest
at that time). Currently, analysts focus at least as much on the “here-and-now” transference.
Bringing the past into the present in the form of transference is simultaneously a new
experience, not simply the reenactment of earlier experiences. One way to think about the
“new” and the “old” in the therapeutic relationship is that the patient needs to experience
the analyst as an “old” object in order for the transference to form and take hold, and as a
“new” object in order for the patient to collaborate with the analyst, and to understand and
to resolve the transference.

Resistance

As the patient attempts to free-associate, there inevitably will be indications of resistance
both to the awareness of warded-off mental contents and to the behavioral and attitudi-
nal changes that might be attempted, based on such awareness. Resistance, following Gill
(1982), can be defined as defense expressed in the transference, though Freud (1901,/1960)
defined it more broadly as anything that interferes with the analysis.

Because the patient fears the anxiety and/or depressive affect (e.g., humiliation,
shame, and guilt) that is anticipated as an accompaniment to the awareness of certain
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wishes and fantasies, particularly those that involve the analyst, the natural tendency is to
defend against and to avoid becoming aware of those mental contents. At the same time,
the analytic situation has been deliberately designed to maximize the possibility of such
awareness.

Resistance can and does take many forms, both blatant (e.g., a deliberate refusal to say
what is on one’s mind) and subtle (e.g., filling every silence quickly out of fear that the ana-
lyst may be critical of “resistance”). The last example highlights the fact that the patient’s
resistance is usually connected to the analyst, and these transference resistances are the
major focus of analytic attention. As Freud (1912/1953) said, “The resistance accompanies
the treatment step by step. Every single association, every act of the person under treatment
must reckon with the resistance and represents a compromise between the forces that are
striving towards recovery and the opposing ones” (p. 103). In other words, the patient is
simultaneously motivated to express and to conceal wishes, fantasies, and conflicts associ-
ated with dysphoric affects.

Patients (and, unfortunately, also many therapists) think of resistance as something
bad, as something to be overcome. This pejorative connotation doubtless derives from the
early days of psychoanalysis, in which Freud used hypnosis, pressure techniques, and the
insistence on complete candor (“You must pledge to tell me everything that comes to mind”)
in the initial formulation of the “fundamental rule” of free association. Thus, resistance
naturally and inevitably includes “opposition to free association, to the procedures of analy-
sis, to recall, to insight, and to change” (Eagle & Wolitzky, 1992, p. 124). Gill (1982) spoke
of resistance to the awareness of transference and resistance to the resolution of transfer-
ence. At the same time, resistances are designed to protect the patient against anxiety and
the fear of change, that is, to maintain the familiar status quo, however painful. Finally, it
should be noted that the affirmative, as well as the obstructive, aspects of resistance need
to be recognized. For instance, resistance can be used in the service of forestalling a feared
regression, asserting the patient’s autonomy, or protecting the therapist from one’s destruc-
tive impulses.

The underlying sources of the clinical manifestations of resistance, according to Freud
(1937), include the constitutional strength of the instinctual drives, rigid defenses, and
powerful, repetitive attempts to seek particular, familiar forms of drive gratification (what
Freud called the “adhesiveness of the libido”). A major focus of psychoanalysis and psycho-
analytic psychotherapy is the interpretation of transference and resistance, our next topic.

Interpretation

Interpretation (particularly, though not exclusively, of the transference) leading to insight
has long been regarded as the major curative factor in psychoanalytic treatment. In recent
years, however, many analysts have given considerable weight to the curative properties
of the noninterpretive elements in the therapeutic relationship (e.g., therapist empathy
and implicit support), particularly with more disturbed patients. Interpretation, broadly con-
ceived, refers both to meanings attributed to discrete aspects of the patient’s behavior and
experience, and to constructions that attempt to offer a more comprehensive account of
larger portions of the patient’s history and behavioral patterns.

Schematically stated, the optimal interpretation, though not necessarily presented
comprehensively at one time, would take the form “What you are doing (feeling, thinking,
fantasizing, etc.) with me now is what you also are doing with your current significant other
(spouse, child, boss, etc.), and what you did with your father (and/or mother) for such and
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such reasons and motives and with such and such consequences.” In the convergence of
the past and the present (both in the treatment relationship and in other current relation-
ships), the recognition of repetitive, pervasive, and entrenched patterns of relating and of
personal functioning can have maximum emotional and cognitive impact. This three-way
convergence, referred to as the “triangle of insight” (Malan, 1976), is likely to carry greater
emotional conviction.

Although interpretation of transference resistances is considered to be “the single most
important instrument of psychoanalytic technique” (Greenson, 1967, p. 97), other interven-
tions usuallly are necessary prerequisites to interpretation. For example, confrontation and
clarification are preparatory to interpretation. Confrontation points to the fact of resistance
(e.g., “I notice that when you are reminded of your mother, you quickly change the sub-
ject”). Clarification refers to exploration of why the patient is resisting (e.g., “Talking about
your mother that way seems to have made you uncomfortable”). This line of inquiry blends
into interpretations of the unconscious fantasies and motives for the resistance (e.g., “You
think that wishing to be alone with your mother was wrong and that I will chastise you for
feeling that way”). A detailed exposition of these techniques can be found in Greenson
(1967).

The overarching therapeutic strategy is to foster and flexibly maintain the conditions
necessary for interpreting the transference. It is believed that a good working alliance
(defined later) and an “optimal” degree of transference gratification—frustration will facili-
tate the desired oscillation between the patient’s self-observation and expression of feeling,
and the analysis of defense and transference. However, there will be occasions, particularly
with the so-called “nonclassical” analytic patient, when the therapist knowingly and advis-
edly employs nonanalytic interventions, including advice, active support, suggestions, and
so on.

Among some contemporary Freudians (e.g., Gray, 1994), the emphasis has not been on
directly interpreting the unconscious wishes underlying the transference but on interpret-
ing defenses against awareness and/or the resolution of the transference. So-called defense
analysis focuses on the ways in which the patient attempts to ward off anxieties and fears.
Most analysts today agree that defense analysis should start at the “surface” and proceed
gradually to “deeper” levels, like peeling the layers of an onion. As the patient becomes a bet-
ter observer of his or her own defensive behavior, the patient often will be able to access pre-
viously warded-off mental content without much interpretive help from the analyst (Gray,
1994). Some theorists (e.g., Weiss & Sampson, 1986) stress that feeling safe as a result of the
analyst passing tests posed by the patient also enables the patient to access his or her own
previously warded-off mental contents, with little or no interpretation from the analyst.

Despite the increased flexibility of analytic technique and open acknowledgment of
the inevitably interactive, two-person nature of the analytic relationship, contemporary
Freudians, like their more traditional predecessors, cannot seem to shake the image of
being aloof, authoritarian, and technique driven (Fiscalini, 2004). However, contemporary
Freudians, readily agree that any analyst who is wooden in style and lacking in spontaneity,
while slavishly and inflexibly adhering to a set of preselected clinical techniques and theo-
ries, is not likely to be effective.

These days, clearly, everything that transpires between the patient and therapist,
including interpretations, is part of an ongoing interaction. As Oremland (1991) reminds
us, the distinction is really between interactions that emphasize interpretations and inter-
actions that do not. Thus, interpretations are particular kinds of interactions. It is safe to
say that virtually all contemporary Freudian psychoanalysts have discarded the original
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model of the analyst as a “blank screen” in favor of the view of the therapeutic relationship
as an ongoing, two-person transference—countertransference matrix in which patient and
analyst issues are enacted.

Given the inherentlyinteractive nature of the relationship, the analystneeds to be alert to
ruptures in the therapeutic alliance, the dynamics of the transference—countertransference
enactments, as well as the patient’s experience of the analyst’s interpretations. The Freud-
ian analyst is as interested in these aspects of the process as in the content of any interpreta-
tion. For example, does the patient seem to experience an interpretation as an instance of
feeling empathically understood, and how does he or she feel if it is not such an instance?
Is the fact and/or the content of an interpretation experienced as a humiliation, a gift, a
sexual penetration, or all of the above? Freudian analysts appreciate the recursive nature
of the transference (i.e., that often the patient and the analyst are enacting the very theme
about which they are talking).

A few final comments are in order before I leave the topic of interpretation. The shift-
ing cultural attitude away from a positivistic, objective, knowable reality toward a more
relativistic, pluralistic, constructivist stance has had a significant impact on psychoanaly-
sis, particularly with regard to its views of interpretation. This change has been referred
to as the “hermeneutic turn” in psychoanalysis. From this perspective, interpretations are
regarded much more as co-constructions by analyst and patient than as discoveries of an
underlying psychic reality. Lines of interpretation are considered to be as much a reflec-
tion of the analyst’s preferred story lines and narratives as they are veridical readings of
the patient’s psychic reality (Schafer, 1992). In part, this view is an antidote to an analytic
stance in which the analyst thinks he or she possesses something akin to interpretive infal-
libility, a countertransference danger that can plague any analyst, regardless of theoretical
persuasion (Eagle, Wolitzky, & Wakefield, 2001).

Process of Therapy

According to Freud, psychoanalysis can be likened to chess; the opening moves and the end
game are fairly standard, but the long middle phase is not predictable and is open to many
variations. In psychoanalytic treatment, clinicians distinguish between an opening phase,
the extended, middle phase of “working through,” and the termination phase.

The Opening Phase: Attention to the Working or Therapeutic Alliance

The primary emphasis in the opening phase of treatment is on the establishment of rap-
port and a good working relationship, the importance of which was recognized early on
in Freud’s notion of the “unobjectionable positive transference.” Subsequently, this aspect
of the therapeutic relationship has been called the “working alliance” (Greenson, 1965),
the “therapeutic alliance” (Zetzel, 1956), and the “helping alliance” (Luborsky, 1984).
Although there are differences in these similar-sounding concepts, for present purposes
I regard them as equivalent and restrict myself to Greenson’s conception. (For a review
of the psychodynamic theory, empirical research, and practice implications related to the
therapeutic alliance, see Messer & Wolitzky, 2010).

According to Greenson (1967), the working allianceis the “relatively non-neurotic, ratio-
nal relationship between patient and analyst which makes it possible for the patient to work
purposefully in the analytic situation” (p. 45). The patient achieves this attitude when feel-
ing safe and accepted in the analyst’s presence. Being in a stable, nonjudgmental, predict-
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able relationship focused mainly on the patient’s needs contributes to the “background of
safety” (Sandler, 1959) that enables the patient to communicate his or her thoughts and
feelings more openly. It also fosters an identification with, or at least an adoption of, the
clinician’s analytic stance. This collaborative spirit of inquiry and understanding, which
is part of the alliance between the analyst’s analytic attitude and the patient’s reasonable,
self-observing ego, is not a once-and-for-all achievement but one that is inevitably disrupted
by the patient’s transference reactions, as well as the therapist’s countertransference reac-
tions.

Analytic interventions, as well as silence, can be experienced as narcissistic injuries
caused by the patient’s sense of the analyst’s failure of empathy. Ruptures in the alliance are
not only inevitable but are also seen as important and necessary spurs to the therapeutic
process, because, when recognized, they create the opportunity for repair and the reestab-
lishment of the alliance. From this perspective, the treatment can be thought of as a series
of ruptures and repairs that ultimately strengthen the therapeutic bond. Thus, although
the ruptures might arouse negative feelings and shake the patient’s trust in the analyst, the
repairs can restore and solidify it. The patient learns that a relationship can survive some
pain and misunderstanding when the analyst is a fair and decent person.

An unwitting transference—countertransference enactment in which the patient and
therapist are drawn into and engage in neurotically based interactions, without awareness,
is the most common cause of a disruption in the alliance. The rupture can take the form of
subtle avoidance and withdrawal or it may be overtly confrontational (e.g., questioning the
analyst’s competence). In recent years, we have seen an extensive theoretical and research
literature on the alliance (e.g., Safran & Muran, 2000).

Some Freudian analysts (e.g., Brenner, 1979) have cautioned that an emphasis on pro-
moting and maintaining the alliance runs the risk of providing the patient with unana-
lyzed transference gratification and is thus counterproductive. However, virtually all ana-
lysts would agree that the patient’s capacity to listen to, reflect on, and make effective use
of transference interpretations requires the presence of a good working relationship. In
empirical studies of psychoanalytic psychotherapy, Luborsky and Crits-Christoph (1990)
have found that the strength of the helping alliance, measured early in treatment, is a sta-
tistically significant, if not overly robust, predictor of treatment outcome.

How does one foster the treatment alliance? The primary answer is that one listens
empathically and nonjudgmentally; is alert to detecting and managing countertransference
reactions; explains, to the extent necessary, the rationale for the rules and the framework
of the treatment (e.g., why one does not routinely answer questions); and offers interpreta-
tions with proper timing, tact, and dosage. By the latter, I mean that the therapist develops
a sense of the patient’s optimal level of anxiety and his or her vulnerabilities to narcissistic
injury (blows to self-esteem). The therapist functions in a way that is aimed at not traumati-
cally exceeding these levels. These considerations take precedence over any technical rules
for handling the opening phase of treatment (or any phase, for that matter). Thus, the
usual technical precepts of analyzing defenses before impulses, beginning with the surface,
allowing the patient to determine the subject of the session, and so on, are all liable to be
suspended if clinical judgment so dictates.

Given this perspective, the most common and serious technical errors a therapist can
make are really not technical per se but stem from countertransferential attitudes and
interventions that reflect rigid, arbitrary, unempathic responsiveness to the patient and
thereby fail to respect the patient’s individuality, integrity, autonomy, and anxiety toler-
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ance. Any specific, discrete technical error (e.g., intervening too rapidly and fostering pre-
mature closure instead of giving the patient the opportunity to express his or her feelings
and thoughts more fully) is considered problematic but relatively minor when compared
to the danger of retraumatization that can occur if the therapist acts in the manner previ-
ously described. Thus, common technical errors, such as failing to leave the initiative with
the patient; frequent interruptions and questions (especially those that call for a simple
“yes” or “no” rather than encouraging exploration); offering farfetched, intellectualized
or jargon-filled interpretations; an excess of therapeutic zeal; attitudes of omniscience and
grandiosity; dogmatism; the need to be seen as clever; engaging in power struggles with the
patient; failure to begin or end the session on time; and being punitive or overly apologetic
all derive their potentially adverse effects from the extent to which they express undetected
and therefore unmanaged countertransference (to be discussed later).

Some analysts recommend explicit techniques for fostering the alliance. For exam-
ple, the therapist can use words that promote a sense of collaboration and bonding. Thus,
instead of “What did you mean by that?”, the analyst could say, “Let’s try to understand
what that meant.” This kind of statement encourages an identification with the analytic atti-
tude of reflection on the meaning of one’s experience and behavior. Sterba (1934) offered
the distinction between the “experiencing ego” and the “observing ego.” In an effective
working alliance, the patient oscillates between reporting his or her experience through
free-associations (the experiencing ego) and periodically stepping back to observe and reflect
on these experiences (the observing ego). This “split in the ego” is essential to the work of
self-discovery.

The Middle Phase: Working Through

In the extended, middle phase of treatment, the focus is on the analysis of transference and
resistance, with the aim of having patients “work through” their long-standing conflicts.
Working through refers to “the repetitive, progressive and elaborate explorations of the resis-
tances which prevent insight from leading to change” (Greenson, 1967, p. 42).

In the early days of psychoanalysis, Freud reported some dramatic “cures” in which
hysterical symptoms disappeared, at least temporarily, following the recall of the trau-
matic memories of the experiences that first gave rise to the symptoms. Patients, even fairly
sophisticated ones, often have the fantasy that a single, blinding insight will free them to
take the path previously not taken because it was unseen or too frightful to pursue. In fact,
as patients become aware of their core conflicts, they appreciate that they have been repeat-
edly reenacting many variations of the same theme in ways that they regard as vital, even
though such actions also cause them pain and suffering. Becoming aware of one’s patterns
of maladaptive living in the context of the transference, recalling their similarity to child-
hood reactions and modes of relating to significant others, and realizing the unconscious
fantasies on which they are based usually is a slow, painstaking, “two steps forward—one step
back” process.

Resistance to change often can be slow to dissolve. Maintaining the status quo com-
monly is seen as the safest course. Fear and guilt concerning the consequences of change
(e.g., feeling that one does not deserve to be happy, that changing means abandoning or
being disloyal to a parent, and the reluctance to relinquish long-cherished fantasies and
beliefs) continue to be analyzed in their various, often subtle forms, so that the secondary,
as well as the primary, gain of the symptoms or neurotic patterns may be lessened.
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Thus, repeated exploration and elaboration of the patient’s key, unconscious conflicts
and the defenses against them as they become expressed in the context of the therapeutic
relationship, and in other aspects of the patient’s life, are the core of the analytic process.
The analytic process can be viewed as consisting of numerous sequences of (1) the patient’s
resistance to awareness and to change, (2) the analyst’s interpretation of the resistance,
and (3) the patient’s responses to the interpretation, all in the context of transference—
countertransference enactment.

The End Phase: Termination

With the exception of brief psychodynamic therapy (Messer & Warren, 1995), relatively
little has been written regarding termination compared with the literature on other aspects
of treatment. It is generally agreed that termination should not be forced (as in setting a
specific time limit), unilateral, premature, or overdue. It has been claimed that a poorly
planned and handled termination phase can practically destroy an otherwise good analy-
sis.

As the work proceeds, therapist and patient periodically assess the degree of progress
made toward achieving the therapeutic goals. Ideally, the idea of termination emerges nat-
urally in the minds of both participants as they recognize that the therapeutic goals (both
those articulated at the start and ones that developed later on) have been essentially met,
and that the treatment has therefore reached the point of diminishing returns. Unfortu-
nate but realistic reasons for termination include the judgment that little or no progress has
been made over a significant period of time.

Actual termination ideally is planned to commence at some specified time after a
mutual decision has been reached. The rationale for a planned termination phase rather
than an abrupt ending includes the idea that separation from the analyst is a significant
psychological event that will evoke feelings, fantasies, and conflicts that resonate with ear-
lier separations from or losses of significant others. It is not unusual that once a target date
for termination is set, feelings along these lines emerge, feelings that previously had been
latent or not dealt with before termination became a looming reality. Even when the patient
initiates the idea of termination, it is not unusual for the analyst’s agreement to terminate
to be experienced as a rejection and abandonment. In addition, the temporary return of
symptoms in the termination phase is not uncommon, often as an expression of separation
fears (“See, I'm not ready to stop treatment”).

In summary, the optimal criteria for termination are the reduction of the transfer-
ence, the achievement of the main treatment goals, an acceptance (or at least tolerance) of
the futility of certain strivings and childhood fantasies, an increased capacity for love and
work (Freud’s succinct statement of the goals of analysis), a reduction in the intensity and
poignancy of core conflicts, the attainment of more stable and less maladaptive coping pat-
terns and interpersonal relationships, a reduction in symptoms, and the development of a
self-analytic capacity. This latter quality is considered an important new ego function, built
on the patient’s psychological mindedness and on his or her identification with and inter-
nalization of the analyst’s analytic attitude. It should help the person during the posttermi-
nation consolidation of the analytic work and subsequently as well. Patient and analyst part
with the understanding that the door is open for a return for more analytic work at some
time in the future. The analyst goes on analyzing into the last session. Self-understanding
is never complete or final. Treatment does not resolve conflict completely, nor is it expected
to immunize the patient completely from future psychological difficulties.
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THE THERAPEUTIC RELATIONSHIP AND THE STANCE OF THE THERAPIST

The analyst’s stance is best described as one in which the primary aim is to maintain an
analytic attitude (Schafer, 1983) that will facilitate and maintain a positive working alliance
and make analytic work possible. A major component of the analytic attitude is the analyst’s
genuine interest in helping the patient, expressed, in part, through the creation of a safe,
caring, nonjudgmental therapeutic atmosphere.

Analytic Neutrality

Analytic neutrality is considered an essential feature of the proper analytic attitude. Neutral-
ity is here understood not in the sense of indifference to the patient but in the sense of not
taking sides in the patient’s conflicts. In other words, the analyst attempts to be objective
in the context of offering an empathetic understanding of the patient. This stance has also
been called benevolent neutrality or technical neutrality. As stated by Anna Freud (1954),
the analyst attempts to adopt a position equidistant among the id, ego, and superego.

In addition, the analyst respects the uniqueness and individuality of the patient and
does not attempt to remake the patient to fit any particular image or set of values. The
analyst does not exploit the patient to meet his or her own needs. The analyst does not try
to rescue the patient, to play guru, to become engaged in power struggles with the patient,
or to seek the patient’s adulation; nor does he or she feel critical or impatient toward the
patient. The analyst appreciates that patients both seek and are frightened by the prospect
of change, and that ambivalence is a ubiquitous feature of human experience.

This description may begin to sound like an impossible ideal. It should be kept in mind
thatitis an ideal to be aspired to, with the recognition that one can only approximate it and
should not be unduly self-critical when the approximation is inevitably less than one would
wish. It should, however, direct the analyst to reflect on factors that might be interfering
with the maintenance of neutrality.

Therapeutic neutrality does not prohibit the therapist from some ordinary human
interactions, such as saying “hello” and “good-bye” to a patient or wishing the patient well
on the eve of an important experience (childbirth, graduation, marriage, surgery, etc.). At
the same time, while not enjoined from engaging in such natural reactions, some analysts
would not say “I look forward to seeing you,” even if they genuinely meant it. Here there
is still the residual issue of the optimal balance between analyzing the patient’s needs and
wishes, and gratifying some of the patient’s needs and perhaps not going on to explore
the meanings of the patient’s behavior. Brenner’s (1979) objection to the emphasis on the
therapeutic alliance was based on this concern, but it appears to be less of a concern among
current analysts.

Because therapy entails the interaction of two personalities there cannot be a truly
“uncontaminated” transference. The analyst, of course, gives cues, witting and unwitting,
about his or her personality and values from the location and furnishing of the office, the
manner of dress, and so forth. However, there is still a large realm of nondisclosure that
allows many degrees of freedom for the patient to “construct” the analyst. The patient’s
appreciation of his or her own needs and motives for making particular attributions or
selective readings of the analyst will be more emotionally convincing to the extent to
which it is not based on obvious reality cues. This is also the rationale for the analyst’s
relative anonymity and abstinence (withholding of explicit transference gratifications; e.g.,
praise). Freudian analysts are concerned that the temporary satisfaction of transference
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wishes might reduce the patient’s motivation for treatment or for self-reflection, and make
analysis of the transference and the resistances all the more difficult. This is not to say
that there are no gratifying aspects to the patient’s experience of the analytic process.
On the contrary, several silent factors inherent in the situation can be powerful sources
of satisfaction and security. Foremost among these elements is the sense of steady support
that comes from the sustained, genuine interest of a benign listener over a long course of
regular and frequent contacts. This sense of support has been referred to as a holding envi-
ronment (Winnicott, 1965). This term is a metaphor derived from Winnicott’s view that the
analytic setting bears a similarity to features of the mother—child interaction, in which the
child is not only literally held as a means of soothing but is also cared for and loved more
generally, and comes to rely on the provision of this protection, which engenders a sense
of safety and security.

What enables the analyst to provide a good holding environment, one that includes a
shifting but optimal balance or abstinence and responsiveness with respect to the patient’s
transference wishes? To answer this question, I next discuss the concepts of empathy and
countertransference.

Empathy

Based on the amalgam of past clinical experience, knowledge of human development, gen-
eral models of human behavior, and particular psychoanalytic theories, the analyst tries to
listen, as Freud recommended, with “evenly hovering attention” (i.e., not with a preset bias
toward certain kinds of material) and will later organize the material in particular ways
to develop a working mental model of the patient. This crucial, nonjudgmental listening
process is guided by the analyst’s empathy. Empathy invovles a partial, transient identifica-
tion with the patient, in which the analyst attempts to apprehend in a cognitive—affective
manner what it is like for the patient to experience his or her outer and inner world in
a particular manner. In other words, the analyst tries to enter the patient’s experiential
world by imagining, both cognitively and affectively, what the patient’s subjective experi-
ence is like. The analyst oscillates between relating to patients in this way and stepping
back periodically as an observer and reflecting on why patients seem to be experiencing
their inner world in a particular manner. These reflections serve as the basis for the private
clinical inferences made by the analyst that then lead to the actual interpretations made to
the patient. Offered with proper timing, tact, and dosage, interpretations attempt to con-
vey both empathic understanding and explanation of patients’ difficulties. (For a detailed
analysis of the nature of empathy and its role in therapy, see Eagle & Wolitzky, 1997).

Countertransference

Countertransference can be thought of as empathy gone awry; that is, to the extent that
the analyst’s feelings or actions toward, and understanding of, the patient are influenced
by the analyst’s unconscious, unresolved conflicts and attitudes and/or conscious biases,
the analyst is not being objective and is thereby not functioning in the best interests of the
patient.

At first, countertransference was thought of as the direct counterpart to the patient’s
transference (i.e., as the analyst’s transference to the patient’s transference, or to the patient
more generally). By this definition, countertransference was regarded as an unconscious,
undesirable, potentially serious obstacle to effective treatment. Freud (1910/1957) held that
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the therapist’s countertransference limited the degree to which the patient could progress
in treatment. Some authors (e.g., Langs, 1982) go so far as to assert that all treatment fail-
ures are due to unrecognized and/or unmanaged countertransference reactions.

In more recent years, influenced in large part by work with more disturbed patients,
the concept of countertransference has been broadened to include all the analyst’s emo-
tional reactions to the patient, whether conscious or unconscious, and the analyst’s trans-
ference reactions to not only the patient’s transference but also the patient’s personality, as
well as reactions to being in the role of analyst. Some authors (e.g., Weiner & Bornstein,
2009) make a distinction between specific and generalized countertransference. The former
refers to an analyst’s reactions that are unique to a particular patient and triggered when
some aspect of the patient or what the patient says triggers unresolved issues in the ana-
lyst that lead to positive (e.g., overly nurturing) or negative (e.g., hostile) reactions to the
patient; the latter refers to reactions that tend to be present in all, or most, cases treated by
a particular analyst (e.g., a strong need to be idealized).

The broader definition of countertransference has been called “totalistic,” in contrast
to the earlier “classical” definition (Schlesinger & Wolitzky, 2002). The therapist’s emotional
reactions, whether based primarily on his or her own conflicts or due mainly to the fact that
the patient’s behavior would likely evoke the same reaction in virtually all analysts, came to
be regarded both as inevitable and as potentially quite useful, indeed vital to understand-
ing the patient. The therapist’s reactions, when subjected to self-reflection, can point to
feelings that the patient might be “pulling for” from the therapist and therefore can serve
as one important guide to the interpretations offered by the therapist. However, an analyst
needs to be careful and not assume automatically that just because one is feeling a certain
way, the patient is trying to evoke that particular reaction. To make such an automatic
assumption (as one unfortunately encounters in some recent psychoanalytic literature) is
to ignore the possibility that it is primarily one’s own conflict-based countertransference
that is responsible for what one thinks the patient is trying to make one feel.

As noted previously, even though the analyst has been analyzed, countertransference—
transference enactments are inevitable. What is considered crucial is to be able to recog-
nize the co-constructed nature of such enactments before they become too intense, disrup-
tive, or traumatic for the patient, and to step back, reflect on, and use one’s awareness in
the service of understanding and interpretation. Some countertransference reactions are
direct and blatant, but most are subtle and therefore potentially more insidious. Even some
blatant countertransference-based reactions that are not readily recognized by the analyst
might be brought to the analyst’s attention by the patient.

Transference—countertransference enactments are episodic or chronic patient-—
therapist interactions (e.g., victim—perpetrator) that express unresolved conflicts or unsat-
isfied needs. To the extent that the asymmetrical structure of the analytic situation allows
the therapist to be somewhat less emotionally vulnerable than the patient, the therapist’s
unresolved issues can be in relative abeyance during the sessions. And to the extent that
the therapistis alert to his or her countertransference, the frequency and intensity of enact-
ments will be induced more by the patient than by the therapist. At the same time, even
when initiated primarily by the patient, the therapist often will be drawn into an enact-
ment.

The prescription for dealing with countertransference reactions is self-analysis,
informed by the analyst’s own prior training analysis and clinical supervision, and, if nec-
essary, supplemented by consultations with colleagues and/or by the analyst’s resumption
of his or her own therapy. The presumption is that undetected (and therefore unman-
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aged) countertransference reactions always have a detrimental impact on the treatment.
The literature is replete with clinical vignettes demonstrating that a bogged-down analysis
resumed its forward thrust following the analyst’s awareness of a countertransference trend
and the new interpretation to which it gives rise. Although these accounts generally are
persuasive, it is not clear how much, and what kinds of, undetected countertransference the
average patient could in fact tolerate and still have a reasonably successful analysis.

Also unclear, and fairly controversial, is the issue of countertransference disclosure. In
other words, to what extent and under what circumstances should the analyst disclose to the
patient the fact of his or her countertransference and perhaps include the presumed basis
for it? Some analysts, more typically those with a relational orientation, regard it as essen-
tial for the egalitarian spirit of the analytic process and for affirming the patient’s sense of
reality, whereas others feel that it could unnecessarily burden the patient and should be
employed quite sparingly.

Virtually all therapists do agree that the analytic ideal requires that self-analysis be a
constant, silent, background accompaniment to the conduct of each analytic session (Schle-
singer & Wolitzky, 2002). Attention to one’s own experience can provide vital data concern-
ing fruitful lines of exploration.

CURATIVE FACTORS OR MECHANISMS OF CHANGE

Since the inception of psychoanalysis, there has been continual discussion and debate
concerning its curative ingredients. By now, it is clear that no single factor can be said to
be the major element in therapeutic change for all patients. Although there are few formal
statements of the necessary and sufficient conditions for therapeutic change, there is a
general consensus that the conditions conducive to positive outcomes include the follow-
ing: (1) a person who (a) is suffering emotionally, (b) is motivated to change, (c) shows
some degree of psychological mindedness, (d) has sufficient ego strength and frustration
tolerance to endure the rigors of the treatment, and (e) has a decent enough history of
gratifying, trusting interpersonal relationships to form and maintain a reasontable work-
ing alliance in the face of the inevitable difficulties involved in the treatment; and (2)
a therapist who (a) can provide a safe atmosphere and be an effective catalyst for the
patient’s self-exploration, (b) can facilitate and maintain the working alliance in the face
of its inevitable strains and ruptures, (c) is relatively free of unmanaged countertransfer-
ence reactions, and (d) provides accurate, empathically based interpretations of trans-
ference and extratransference behaviors with the timing, tact, and dosage necessary to
facilitate insight into the unconscious conflicts that influence the patient’s symptoms and
maladaptive patterns of behavior.

Broadly speaking, the curative factors created by the listed conditions have been
divided into two main categories—insight and the relationship. This is potentially a some-
what false distinction, because insight based on interpretation takes place in the context
of the patient—therapist relationship. Thus, an interpretation leading to an emotionally
meaningful insight can be, and often is, simultaneously experienced as a profound feel-
ing of being understood (perhaps the strongest expression of a solid “holding environ-
ment”). Nonetheless, the distinction between insight and relationship factors is retained in
an attempt to assign relative influence to the element of enhanced self-understanding ver-
sus the therapeutic benefits of the relationship per se. Among the benefits of the latter, one
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can include the support inherent in the therapeutic relationship; the experience of a new,
benign relationship with a significant person (i.e., one who does not re-create the traumatic
experiences the patient suffered in relation to the parents); and identification with the ana-
lyst and the analytic attitude, which includes a softening of superego self-punitiveness and
feeling understood, supported, and a sense that one’s emotional upheavals can be safely
“contained” by the analyst, even when the analyst’s interpretive efforts arouse some degree
of anxiety.

Among most contemporary Freudian analysts, especially those who maintain a more
or less traditional view, these relationship elements are mainly regarded as necessary but
secondary background factors that give interpretations their mutative power. Echoing the
views of Kohut’s (1971) self psychology, as well as those of object relations theorists, other
contemporary Freudian therapists regard the relationship as directly therapeutic in its
own right. These Freudian therapists are sympathetic to Kohut’s (1984) view that the main
impact and virtue of interpretations is that they strengthen the empathetic bond between
patient and therapist.

Some writers have suggested that a comprehensive theory of curative factors would
have to consider that the relative therapeutic efficacy of insight and relationship factors
might depend on the type of patient being treated (“anaclitic” [dependent] vs. an “introjec-
tive” [self-critical]; Blatt, 2008) and the stage of treatment. A generalization also found in
the literature is that, relatively speaking, patients whose early history was marked by seri-
ous disturbances in the mother—child relationship would benefit more, relatively speaking,
from the healing aspects of the relationship, whereas patients who struggle primarily with
Oedipal problems would find insight a more potent factor.

There are many examples in the literature of the relative emphasis on the patient—
therapist relationship and on insight as curative factors. A good contemporary example of
an emphasis on the healing power of often silent, unarticulated aspects of the relationship
is seen in the writings of the Boston Process Group (e.g., Lyons-Ruth, 1998). Basing their
work on studies of early infant-mother interaction and processes of attunement to therapist
and patient subjective states, these authors look for analogous processes in the psychoana-
Iytic situation. One of their key concepts is “implicit relational knowing” (Lyons-Ruth, 1998)
that derives from shared “moments of meeting.” These “moments” of attunement constitute
new ways of being together. An example might be the patient’s realization that the analyst
is genuinely interested in listening to and responding to what the patient is saying, and by
this interest the analyst is expressing the attitude that the patient is a person of worth. This
experience contrasts with the patient’s internalized way of relating to those perceived to be
in authority. For instance, a patient recalls that the clear, explicit rule, particularly at the
family dinner table, was that his parents expected silence from the children during dinner
unless specifically addressed and asked to speak. As an adult in treatment, this patient can
have the experience of the analyst as a new object and engage in new, experiential learn-
ing; that is, he or she can realize that it is permissible, even desirable, to speak freely to an
interested listener. This experience does not preclude interpretation (e.g., “I have the feel-
ing that you fell silent just now because you were not sure that I was really interested in what
you were starting to say, and that this feeling reminds you of how it felt at the family dinner
table when you felt you were getting the message that you should be seen but not heard”).
The implicit message in this interpretation is that the analyst is in fact interested in what
the patient has to say. Whether such messages generally are better conveyed implicitly and/
or noninterpretively is an interesting empirical question.
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A major example of the emphasis on insight rather than on the therapeutic relation-
ship is seen, for example, in the work of Gray (1994), who advocates “close process moni-
toring.” In this approach, the analyst is particularly alert to moments in the session when
the patient’s associations and behavior suggest that anxiety signals have become active and
defenses have been instigated to ward them off. The patient is encouraged to become an
observer of this process and (implicitly) to refrain from instituting defensive operations in
order to uncover the warded-off, anxiety-laden mental contents. Insight into unconscious
conflicts is still the goal, but the analyst is less active in interpreting these conflicts than was
the case in the past. Those, like Gray, who see themselves as facilitators of the patient’s self-
analysis, find it especially important to minimize the role of suggestion in the treatment.

TREATMENT APPLICABILITY AND ETHICAL CONSIDERATIONS

Patients typically seek psychoanalysis or psychoanalytic psychotherapy for reasons they seek
other forms of therapy (e.g., actual or anticipated changes in or loss of important personal
relationships, setbacks in one’s career or life transitions, disturbing anxiety and depressive
symptoms, the unavailability of usual social or emotional supports). When stressful life
changes occur in a context of chronic, unresolved conflicts, the resulting state of disequi-
librium can result in symptoms that prompt the person to seek treatment.

Social Class

Psychotherapy in general, and psychoanalysis in particular, has long been criticized as lim-
ited to a small segment of the population. The so-called YAVIS syndrome refers to the typi-
cal psychotherapy patient as Young, Affluent, Verbal, Intelligent, and Successful. Psychoan-
alytic patients have been depicted as those who are wealthy and without significant personal
problems (i.e., “the worried well”; Doidge, 1999; Kaley, Eagle, & Wolitzky, 1999). According
to this view, psychoanalysis is a personal journey of self-exploration for the narcissistically
self-indulgent rather than an experience of encounter with painful truths about oneself by
individuals who are troubled and dysfunctional in their relationships and work. This is not
an entirely accurate view (Doidge, 1999). While attempts were made early on to apply psy-
choanalytic understanding to work with underprivileged and disadvantaged populations
(e.g., Aichorn, 1935; Altman, 1995), by and large it is true that unmodified, intensive psy-
choanalytic treatment in this country is an expensive proposition, particularly in these days
of managed care, with its limited insurance coverage for long-term psychotherapy.

Types of Patients and Patient Pathology
Patient Populations

Freud never intended that psychoanalysis would have a broad range of application, and he
realized that to be employed more widely it would require significant modification. Over
the years, psychoanalytically oriented approaches have been developed for the treatment of
children, adolescents, couples, groups, and families. A separate chapter would be required
to begin to do justice to the range and complexity of the factors involved in these treatment
applications.
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Range of Pathology

Although originally geared to neurotics, psychoanalytic treatment, in one variation or
another, was tried in patients with schizophrenia (Federn, 1952; Searles, 1965). In more
recent years, however, the practice of dynamic psychotherapy, and particularly psychoana-
Iytic therapy, with patients with schizophrenia seems to have diminished substantially in
favor of drug therapy and other forms of intervention (e.g., supportive therapy, social skills
training, behavior therapy, family therapy, and community treatment programs). Never-
theless, there still are a few residential treatment centers in which psychoanalytic therapy
is practiced with seriously disturbed patients, some of whom have schizophrenia but most
of whom have severely borderline personalities. Blatt and Ford (1999) reported substan-
tial therapeutic gains with long-term, intensive, psychoanalytically oriented treatment of
seriously disturbed, treatment-resistant inpatients. The psychoanalytic treatment of severe
borderline and narcissistic conditions is more frequently carried out on an outpatient basis
(Kernberg et al., 1989).

Cultural Factors

Psychoanalytic psychotherapy has certain inherent features and values that set boundar-
ies on its range of application. For example, cultural factors can influence the degree to
which patients have a sense of comfort and legitimacy in self-disclosure, particularly when
there are cultural taboos against saying anything negative about one’s loved ones. Collec-
tivist cultures tend not to value an individual approach and might well find group, family,
or community approaches more compatible (Markus & Kitayama, 1998). Psychoanalytic
treatment encourages the free expression of emotions, so cultures that value restraint of
emotion would find this central feature incompatible. People from some cultures are less
inclined to take the initiative and expect the therapist to be more active and to provide
more structure than is typical in psychoanalytic treatment. Finally, sociocultural differ-
ences between patient and therapist also need to be considered, because a therapist who is
not sensitive to cultural differences will have a more difficult time understanding a patient
from a different culture.

In summary, it probably is fair to say that virtually all of psychoanalysis proper is applied
to fairly well-educated, upper-middle-class individuals in major urban centers who do not
rely primarily on third-party payments and can afford private fees, even if it means having
one to three sessions per week instead of the four or five that were more common in the
past. But for accounts of modified psychoanalytic treatment with disadvantaged popula-
tions, see Altman (1995).

Ethical Considerations

Although practitioners have a natural inclination to recommend to patients the kind of
treatment they have been trained to conduct, ethical considerations require caution. For
example, standard psychoanalysis is not the treatment of choice for patients whose reality
situation is so dire and overwhelming as to preclude prolonged, leisurely introspection, nor
should it be recommended to someone whose sole aim is to overcome a specific habit (e.g.,
smoking). In general, the ethical issues relevant to psychoanalysis are those germane to psy-
chotherapy in general (e.g., not exploiting the patient’s emotional vulnerability). Needless
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to say, the therapist should adhere to the highest professional and ethical standards, and
refrain from exploiting the patient in any way.

Matching Patients with Therapeutic Modalities and with Therapists

Matching patients with therapists and therapeutic modalities takes place on an informal
basis during the course of the initial consultations. For example, some therapists feel poorly
suited to work with certain kinds of patients, while some patients are likely to benefit more
from cognitive-behavioral treatment than from psychoanalytic treatment.

RESEARCH SUPPORT

For most of its history psychoanalysis has based its theories and assessments of treatment
outcome almost exclusively on the case study method. Few analysts were trained in research
methodology, yet conducting an analysis was seen as simultaneously doing research. Con-
ceptions of therapeutic action were based on accumulated “clinical experience” and an
amalgam of the received wisdom of supervisors and teachers, theoretical preferences, and
common sense.

It is only in recent years, with the popularity of psychiatric drugs, rival therapies, and
the influence of managed care, that analysts have begun to heed the call for accountability
and to supplement clinical insights and claims with more systematic, empirical, method-
ologically sophisticated inquiries focused on the process and outcome of treatment.

The first ambitious long-term treatment and long-term follow-up study (Wallerstein,
1986) was the Menninger Foundation Psychotherapy Research Project (PRP). In the PRP
study, patients were seen in either psychoanalysis (N = 22) or psychoanalytic psychotherapy
with supportive elements (N = 20). About 60% of patients in each group showed at least
moderate improvement that was durable over time. About half of the 42 patients showed
positive therapeutic changes even without evidence of having obtained insight into their
core conflicts.

In the last few years, there has been an impressive proliferation of more methodologi-
cally sophisticated empirical research on the process and outcome of psychoanalytic treat-
ment. Fonagy’s (2002) compendium of treatment research contains a review of some 80
different studies conducted all over the world, as far away as New South Wales. Most of
the studies cited by Fonagy are naturalistic, without control groups or randomized assign-
ment of patients (although this requirement is debatable), and other desiderata of an ideal
research design. However, some of the studies do include the important feature of evalu-
ation at various time points, including long-term follow-up, and many of them reported
favorable results. For example, Sandell and colleagues (2000) reported that (1) outcomes
for psychoanalysis were superior to those for analytically oriented psychotherapy; (2) clas-
sical analysts achieved better results with psychoanalysis than with psychotherapy; (3) psy-
choanalytic psychotherapy and psychoanalysis, compared with various kinds of short-term
treatments and a no-treatment control group, showed greater symptom reduction and social
adjustment at 1- and 2-year follow-up; (4) benefits of treatment over seven time periods of
evaluation, compared to a waiting-list control, increased over the period prior to treatment
to long-term follow-up, from roughly 30 to 55% for the psychotherapy group (with effect
sizes ranging from 0.4 to 0.6) and from 10 to 75% for the psychoanalysis group (with effect
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sizes ranging from 0.4 to 1.5, a very large effect size); and (5) better results were achieved
by more experienced psychoanalysts, especially females, and with greater session frequency
during treatment.

These data provide some encouragement for the claims made by analysts on the basis
of their clinical experience. Together with other studies summarized in the open door
review (Fonagy, 2002), it is reasonable to state overall that the majority of these studies
report positive results for psychoanalysis and psychoanalytic psychotherapy.

Since the last edition of this volume, additional methodological improvements have
permitted further significant research progress in more clearly demonstrating the ben-
efits of both long- and short-term psychoanalytic treatment (Leichsenring & Rabung, 2008;
Shedler, 2010). In the most recent review of research in psychodynamic therapy, Shedler
states that such treatment now has substantial empirical support. He notes that

effect sizes for psychodynamic therapy are as large as those reported for other therapies
that have been actively promoted as “empirically supported” and “evidence based.” In addi-
tion, patients who receive psychodynamic therapy maintain therapeutic gains and appear
to continue to improve after treatment ends. Finally, nonpsychodynamic therapies may be
effective in part because the more skilled practitioners utilize techniques that have long
been central to psychodynamic theory and practice. The perception that psychodynamic
approaches lack empirical support does not accord with available scientific evidence and
may reflect selective dissemination of research findings. (p. 98) (see also Mundo, 2006;
Yager, 2008).

Thus far, there is no evidence that superior therapy outcomes are more likely as a
function of the theoretical orientation of the analyst. This important question might be
explored in the next decade. In addition, we can expect to see a further burgeoning of
interest in tracking changes in regional brain activity in relation to changes in psycho-
therapy (e.g., Linden, 2006). Finally, there likely will be significant additional research on
the process of therapy, a research literature that I cannot review here (e.g., the nature and
frequency of transference interpretations, and alliance ruptures and repairs in relation to
treatment outcome).

Before concluding with a case illustration, it will be helpful to present a condensed,
overall statement of the contemporary Freudian theory of therapeutic action. The reader can con-
sider the summary below as a framework for reading the case illustration that follows. Based
on the theories and concepts presented, I can say that the optimal process and outcome of
psychoanalytic psychotherapy involves the following:

1. The patient is introspective and psychologically minded, with adequate reality test-
ing. He or she is suffering from symptoms and maladaptive character traits (i.e., pathologi-
cal compromise formations) based on currently repressed conflicts (and developmental
deficits) that are influenced by wishes and fantasies (e.g., Oedipal wishes) originating in
early childhood.

2. These conflicts become expressed in the context of the therapeutic relationship,
particularly in the form of transference and resistance.

3. The expressions of these conflicts is facilitated by (a) a relatively unstructured, safe,
situation that fosters free associations and open communication; (b) the analyst’s free float-
ing, evenly hovering attention; and (c) a “neutral” (i.e., unbiased) nonjudgmental, empa-
thetic attitude in the context of a good therapeutic alliance.
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4. The process proceeds on the principle of optimal frustration of transference wishes
on the grounds that this stance of abstinence, and the analyst’s relative anonymity, will
help the patient experience and gain insight into the intrapsychic basis of his or her inner
conflicts and interpersonal problems, helped along by the analyst’s well-timed, empathic,
interpretations, and the patient’s “working through” of previously unresolved conflicts.

5. The noninterpretive aspects of the patient—analyst relationship can have significant
therapeutic value in their own right. These include (a) the patient’s experience and inter-
nalization of a new, benign relationship with a nonjudgmental parental figure, which helps
reduce the harshness of the patient’s superego; (b) the steady, implicit support of someone
who listens empathically and understands the patient’s feelings and struggles in the context
of a safe atmosphere (or “holding environment”); and (c) the patient’s identification with
the analyst and the analytic attitude of delayed action in favor of respectful reflection on
one’s emotional experiences.

6. Noninterpretive verbal interventions are used sparingly in exploratory therapy.
These include suggestion, advice, praise, confrontation, and therapist self-disclosure.

7. The preceding conditions are facilitated to the extent that the ongoing transference—
countertransference enactments of the two participants are such that the analyst, by vir-
tue of awareness and management of the countertransference, is adept at learning about
the patient’s dynamics, serving as a catalyst for the patient’s insight, and recognizing and
repairing the inevitable ruptures in the therapeutic alliance, thereby building “analytic
trust” (Ellman, 2007). In this connection, it is said that the patient has to experience the
analyst as an “old object” for the transference to develop, and as a “new object” for it to be
analyzed and resolved.

8. Contemporary Freudian analysts are not a homogeneous group. They vary in
numerous ways, including the degree to which they (a) emphasize the “here and now” ver-
sus extratransference and so-called “genetic” transference interpretations; (b) incorporate
concepts from self psychology and object relations perspectives; (c) stress the therapeutic
alliance, and its ruptures and repairs, as an important curative element in treatment; (d)
intentionally disclose aspects of their countertransference; and (e) embrace the idea that
the analytic process involves an ongoing enactment of the core issues of both participants.

9. At this point, all Freudian analysts, as well as those of other psychoanalytic persua-
sions, probably would agree on the need for a multiple-factor model to explain therapeutic
action.

CASE ILLUSTRATION

At the request of the editors, I have not selected a case that proved to be an outstanding
success, but one that showed a moderate degree of improvement at termination. Obviously,
I can only present a highly condensed account of selected aspects of the case.

Mr. T started treatment at the age of 24, having been referred by his university counsel-
ing service. He was on the verge of being dropped from the university for an increasingly
long string of incompletes that began in his freshman year (age 18) and snowballed, such
that he was adding new incompletes at a faster rate than he was undoing the backlog of
those he had already accumulated. He showed marked procrastination in not only his aca-
demic work but also in every realm of his life (paying bills late, missing trains because he
arrived late, etc.).
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The patient grew up in an upper-middle-class family in a Midwestern suburb. He felt
clearly favored over his brother, 2 years his senior. His father, a person of seemingly indefati-
gable energy, was a successful attorney who also was actively involved in the life of his com-
munity. The boy was awed and envious when witnessing the respect and esteem accorded
his father. His admiration of and identification with his father was one important basis for
(1) his feeling that he wanted to be similarly recognized, as well as his serious doubts that he
would ever be held in such high regard, and (2) his belief that to devote his energies exclu-
sively to only one major goal or project was to forgo the possibility of successfully competing
with his father, who was competent in his multiple pursuits.

The patient’s mother led him to believe he was special, and that he had not only the
ability and the potential but also the obligation to achieve greatness as an adult. These mes-
sages contributed to the patient’s sense of having a special destiny that he ought to fulfill.
Together with the model of mastery provided by his father, the patient’s sense of a duty to
perform, combined with his perfectionistic strivings, motivated him to overextend himself
and contributed to his severe procrastinating behavior. His procrastination also expressed
his underlying resentment of and rebellion against the external and internalized pressure
to succeed. Thus, Mr. T never completed any project until faced with a truly unavoidable
and serious deadline. Not surprisingly, Mr. T felt himself to be the passive victim of an unre-
mitting barrage of environmental impingements and hassles (e.g., bills and taxes that he
was expected to pay on a timely basis) and interpersonal expectations that he experienced
as onerous obligations (e.g., being on time for therapy sessions and for dates with friends
or women).

Mr. T experienced his mother as an extremely demanding, controlling, manipulative,
opinionated, intolerant, and unempathic person who derived sadistic pleasure from taking
advantage of her power over him. For example, he complained that she often would be the
last mother to arrive when picking him up after school; he waited helplessly while all the
other students left.

Given the entrenched nature of Mr. T’s problems, his characterological difficulties,
and his vulnerability to feelings of depression and frustration, in a context of psycholog-
ical mindedness, intact reality testing, capacity for relatedness, and generally good ego
resources, I recommended, after three or four initial interviews, that we embark on psycho-
analysis at a frequency of four sessions per week. I reviewed with him the material and the
themes of the initial interviews and summarized the main presenting issues he seemed to
want to explore: his severe procrastination and his problems managing his time; his feel-
ings of anxiety, depression, and low self-esteem; his turbulent, sticky relationship with his
mother; and his difficulties with women (e.g., frequent power struggles), his problems in
concentration, his need to take on more than he could handle, and the problems generated
by this tendency (always feeling behind and having to play “catch-up,” resenting any and all
obligations, etc.).

We then turned to the contractual aspects of our working relationship; we agreed on
a fee and arranged a schedule. I informed him about my usual vacation times and told
him about my fee policy regarding missed sessions, namely, that I would charge him for
missed sessions but would try to arrange makeup sessions when I could. I then offered a
brief description of how I thought we could best work together. Because he had no prior
experience in treatment I invited Mr. T to feel free to say what came to mind. I told him
that it would help our work if, unlike what happens in ordinary conversation, he could
suspend the usual editing or withholding of any thoughts or feelings that he might regard
as tangential, irrelevant, or embarrassing. I added that my role would be to facilitate his
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self-exploration by making comments and observations from time to time. I explained the
rationale for the use of the couch, which he accepted readily. I asked whether he had any
questions for me, but he claimed not to have any at the moment.

The treatment began with his elaboration of the themes and issues that emerged in
the initial interviews. In the interest of brevity, I restrict my account almost exclusively to
his problems with time and with concentration. Fairly quickly, these issues began to be
expressed in his relationship with me. For instance, the patient had a great deal of difficulty
getting to the sessions on time. Not infrequently, he would arrive exactly at the midpoint
of the session, seemingly without conscious intent to do so. On a couple of occasions he
arrived with 2 or 3 minutes left, explaining that the idea of missing the session altogether
was more troubling than the frustration of traveling 40 minutes each way for 2 or 3 minutes
of his session with me. Once on the couch, he showed little awareness that the end of the
session was approaching, continuing to talk in a way that made my stopping the session feel
to both of us like an intrusive interruption rather than a somewhat natural ending.

Time was a bitter enemy in every aspect of Mr. T’s life. He would resist doing things until
he inevitably was coerced into action, even though he consciously hated being coerced. In
addition to his precarious academic standing based on his long list of incompletes, his
telephone and electrical service were regularly threatened with termination for delinquent
payment of bills; he was never on time to a date, a dance, a concert, or any other activity,
even those about which he was enthused.

Transitions from one activity to another were extremely difficult for Mr. T. He recalled
that, as a child, he had a strong resistance to going to sleep, exceeded by his even more
powerful resistance to getting up on time to go to school. For Mr. T, simply to be awake
and conscious was to feel automatically a profound sense of the impingement of reality
demands. He complained of an aversive sense of burden and responsibility in relation to
all his unfinished daily tasks, to say nothing of the grand accomplishments on his future
agenda. So profound were his yearnings to be free of these pressures that to stand up
straight and carry himself erect, as opposed to being in a slouched or supine position, often
felt extremely effortful and was experienced as a hardship to be endured and resented.

The patient experienced the passage of time, during which he managed to avoid
chores, school assignments, or other obligations, as a welcome, albeit temporary reprieve
from feeling coerced. He realized that his ability to resist the passage of time was an expres-
sion of his need for freedom. Because his procrastinating stance was an invitation to others
to pressure him, it was hard for him to relax. His sense of his mother constantly nagging
him was never far from his awareness.

Material relevant to the patient’s problems with time emerged over many months and
became one main focus of the treatment. These problems were intimately intertwined with
his problems in concentration. Stated succinctly, to pay attention, to concentrate, felt pain-
fully coercive to him. The patient did not have a basic deficit in attention, because he could
concentrate well, but only when he was doing what he wanted to do, although even then he
soon felt that concentrating was burdensome and his attention wandered.

I turn now to some of the technical precepts that guided my overall approach to this
patient and to a demonstration of the actual interventions derived from these precepts. By
my patient listening, my periodic, general requests for associations (e.g., “What comes to
mind?”), and by occasional specific but open-ended questions designed to elicit further
associations (“Any other thoughts or feelings about what you just said?”), I attempted to
understand and to collaborate with him in the interpretation of the probable meanings
of his behavior and experiences in relation to his chronic lateness and his difficulties in
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concentration as expressions of unconscious, core conflicts originating in childhood and
reenacted in his relationship with me.

For example, some months into the analysis, I pointed out to the patient that he had
been late a lot, something that, of course, he knew. He replied that it was difficult for him
to get anywhere on time, that I should therefore not take it personally, and that he did not
keep track of time enough to focus on when he would have to leave to show up on time for
the session. The tone of his remarks suggested to me that he took my observation as a criti-
cism. Rather than respond directly to the content of what he said, I focused on the affect
implied in his reply. The technical precept guiding this choice was the idea of emphasizing
the implicit, affective aspects of the “here and now” transference, in this instance, the issue
of how he experienced my comment.

From the perspective of technique, my reference to his lateness is what Greenson (1967)
would call a confrontation, albeit mild from my perspective. It conveys the message “Both the
fact of your repeated lateness and your affective—cognitive response to my calling attention
to it are matters of psychological import that we might profitably examine together.”

By inquiring whether he might have experienced my observation as a criticism I was
engaging in the technical intervention that Greenson calls clarification. As indicated ear-
lier, confrontation and clarification are preparatory to interpretation, which searches for the
meanings of behavior and experience. My confrontation and clarification already hint at
the possibility of a transference reaction. At the same time, I wanted to maintain a positive
working alliance by suggesting that we collaborate in examining our interchange. As the
therapist, I also needed to be aware of why and how I chose to intervene at that time and
with my particular choice of words and their tone. What countertransferential attitudes,
affects, and conflicts might have been activated in me, including the questions of how 7 felt
about his lateness (e.g., Was Iirritated and sounding critical in the content, tone, syntax, or
other aspects of my remarks? Did waiting for him trigger particular issues in my personal-
ity and experiences? In what ways might we be reenacting with one another the dynamics
of our earlier relationships? Could my feelings lead to a rupture in the therapeutic alli-
ance?).

Not surprisingly, the patient replied that he did feel somewhat chastised by my com-
ment and that it reminded him of a similar reaction to the female therapist he saw initially
and who referred him to me. He claimed that she actually chided him for lateness to his ses-
sions with her. At this point, I had to consider whether I, too, although I did not chide him
overtly (having taken his story about his prior therapist as a warning), was silently annoyed
at him. As best as I could tell, I had mixed feelings about his frequent lateness. On the one
hand, there were times I was mildly annoyed and imagined how his habitual lateness could
be irritating to others, which stimulated me to think that he might have wanted to give me
a taste of how he felt when his mother was late in picking him up from school. At the same
time, I realized that a part of me was sometimes glad he was late, so that I could check
my phone messages. My reaction, which stirred some feelings of guilt, made me question
whether I was encouraging his lateness in some subtle way.

Mr. T’s thoughts next turned to his mother and her almost invariable lateness in pick-
ing him up from elementary school in the afternoon. He felt angered at what he felt was the
power differential and double standard in their relationship; she constantly chided him for
being late in getting ready for school, yet she apparently had no compunction about keep-
ing him waiting in all sorts of situations (e.g., she would drag him to stores and would take
her time shopping, while he waited impatiently and with much frustration). After listening
to him elaborate these memories and feelings, I asked him to consider the possibility that
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one meaning of his lateness with me might be a desire to keep me waiting as his mother had
kept him waiting, to right the humiliating, infuriating wrong that he felt she had imposed
upon him. I suggested that his understandable desire for revenge was expressed by revers-
ing roles and being late with others (myself included) as she was with him. (There were
other layers of meaning to his lateness [e.g., his need to feel special, to remain in a passive
state and have all his needs fulfilled] that we explored later on in the treatment.) In making
these kinds of interpretations I also communicated the view that while he bitterly resented
his mother’s accusations and criticisms, he also felt that they had a certain degree of merit,
and that this contributed to his feeling that he was being a “bad boy.”

Variations and elaborations of this line of interpretation were offered repeatedly in con-
texts in which issues of control, autonomy, and a sense of obligation were prominent in
the patient’s associations and in a host of childhood memories, as well as in his current
behavior. For instance, he would graciously accept a dinner invitation, but as the hour of his
expected arrival approached, he increasingly felt the invitation to be a burden. What began
as a freely chosen, pleasant anticipation became transformed into an onerous obligation
that aroused resentment. He felt similarly about our sessions.

As indicated earlier, the patient’s problems with time were closely linked to his difficul-
ties in concentration. For example, it was evident that Mr. T had a great deal of difficulty
listening to my comments and interpretations. Not infrequently, he would remark, “Could
you say that again? I completely lost track of what you said.” Rather than simply repeat what
I had said, which I did at the beginning of treatment, I asked him what came to mind about
his not retaining it in the first place. He replied,

“As you know, I've always had trouble paying attention to what I'm doing. I can’t
concentrate and often don’t realize that I'm not concentrating until some time
later. If I'm reading an assigned chapter in a textbook, I find that after a few pages
I turn to some unassigned portion of the text and start to read without much
less problem in concentration or in remembering what I read. Of course [said
with a knowing chuckle] , if the unassigned portion became the assignment, I would
wander to some other part and forget what I had read. I engage in my ‘shutdown
procedure’ without realizing it at the time.”

I then said, “It seems that you often experience what I say in here as carrying the demand
that you pay attention and do your ‘homework’ here immediately. Perhaps that resonates
with your feelings about submitting to your mother’s demands.” The patient, struggling to
retain my comment, replied that he did feel that expecting him to pay attention to what
I had to say was coercive. In this context, as earlier in relation to the issue of time and
being kept waiting by his mother, he again recalled ignoring his mother’s entreaties that
he do his homework as well as struggles with his mother around keeping his room neat
and clean. The patient spontaneously acknowledged that there was something gratifying in
defying what he felt was required or expected. For example, he again recalled times when
his mother thought that he was in his room studying, while he was playing instead, feeling
good (but also guilty) about getting away with something.

We were able to see that not hearing what I said was not some meaningless, momentary
memory lapse but a significant here-and-now transference marker of his conflict between
obedience and defiance. When I spoke, his mind “wandered to the unassigned portion,”
and he engaged in his “shutdown procedure” with me. His emotional insights into the
nature, origins, and pervasiveness of this conflict were facilitated by so-called “genetic”
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transference interpretations, which linked his resistance to aspects of the analytic process
to struggles with his mother.

It should be emphasized that what I am describing here is a tiny fragment of a long, often
arduous process. It is not that patient and analyst suddenly arrive at one all-encompassing,
blinding insight in which everything heretofore cloudy and obscure gels, such that long-
standing conflicts suddenly become fully and forever resolved. This image, still a common
fantasy, is a holdover from the rapid, usually short-lived, dramatic “cures” in the early days
of psychoanalysis that followed immediately upon the retrieval of an unconscious, traumatic
memory. In fact, the analytic process is one in which insights are gained, lost, and regained.
There are strong resistances against translating insight into action. This is why analysts talk
about the importance of working through. At times, working through is written about as though
it were a special process or phase within the analysis. It is more accurate to say that working
through is the analysis, as analyses usually are characterized by variations on a few central
themes.

In summary, the diagnostic picture that emerged over the course of treatment was
that Mr. T had an obsessive—compulsive character structure, with narcissistic, depressive,
and passive—aggressive features. Dynamically, his core conflicts centered on (1) his passive
wishes in relation to his mother and his guilt over such wishes, as well as his autonomous
strivings to free himself from enmeshment with his mother; (2) his rage at, and desire to
defy, maternal authority on the one hand, and his feeling that he should obediently yield
to it in order to be a “good boy” and win her love and approval on the other; and (3) his
Oedipal rivalry with his father, contributing to his grandiose wishes to be mother’s favorite
through some great achievement, along with his identification with and love for his father
and his desire not to hurt him. Although these conflicts interacted with one another in
synergistic ways, his internalized struggle with his mother was the most significant conflict
and the one that contributed most to his impaired functioning. This is why I focus on this
aspect of his personality in this brief presentation.

The reenactment, eventual understanding, and working through of the conflicts in the
transference in a context of empathy, support, and a basically sound therapeutic alliance,
which went through cycles of rupture and repair, contributed to the patient’s much greater
sense of personal agency and to an increase in his self-esteem based on a diminution of
the superego pressures that he fulfill his alleged potential for greatness. The repairs of our
alliance ruptures increased his sense of trust in me and his ability to differentiate our rela-
tionship from his relationship with his mother. One could say that he had to perceive me as
an “old object” (i.e., as similar to his mother) for the transference to develop, and as a “new
object” (different than his mother) for the transference to be analyzed and for him to have
a “corrective emotional experience.”

Eventually, Mr. T’s battles with time diminished. He made considerable progress in
coming to terms with his rage against his mother, and his fear and guilt about relinquish-
ing her as a manipulative, persecutory internal presence. There was a reduction in his guilt
over his indirectly expressed resentments and a corresponding decrease in his passive—
aggressive defiance of external demands. He also came to uncouple the idea of his success
with the notion of his father’s demise. In these (and other) ways, he freed himself to take
more genuine control over his own life.

The treatment lasted for 8 years. The patient finished college, obtained an advanced
degree, and, after several turbulent relationships with women that were modeled on the
conflicts in his relationship with his mother, he became engaged to a woman who was
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refreshingly different from his mother. However, relative to others, he still had a lower
threshold for feeling coerced and still showed some inclination to procrastinate.

SUGGESTIONS FOR FURTHER STUDY

This chapter is intended as an introduction to the topic. There are many other complex concepts and
issues regarding theories and techniques of analytic therapy that I could not cover here. However, the
interested student is encouraged to read further, and would do well to start with the references cited
in the next section, as well as the next chapter in this book.
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HISTORICAL BACKGROUND

Relational approaches to psychoanalytic psychotherapy represent a paradigm shift consis-
tent with other developments in science and the humanities in the 20th century. One of the
benefits is that this approach allows a rapprochement with current mainstream cognitive
and social psychology. Itis difficult to describe relational approaches in a unitary way. What
is inherent in the concept is the view that each individual asked to describe it will present a
subjective perspective that differs somewhat from that of the next “expert.”

Freud developed the psychoanalytic method in a culture that increasingly looked to
science as a source of orientation in a world where technology and industrialization had led
to major changes in people’s lifestyles. The science of the 19th century was that of objective
observation. The observer of mental processes in psychoanalysis was to be this sort of neu-
tral, impartial scientist at work, like an archeologist looking for deeper and deeper layers of
unconscious facts in the patient’s mind. Essentialism and positivism are other terms character-
izing the natural science model that reflect much of psychoanalytic thinking for at least the
first half of the 20th century. Essentialism refers to the idea that organisms have a natural
biological essence, and positivism, to the idea that science can discover true propositions.

Images of the world were jolted in the 1920s and 1930s by Einstein’s relativity theory,
quantum physics, and Heisenberg’s uncertainty principle. Quantum physics emphasized
interconnections and mutual interactions, and Heisenberg demonstrated that phenomena
were always affected by being measured. The ideal of the totally objective observer in the
hard sciences was demonstrated to be impossible. If the observer were also a participant in
the world of particle physics, then the psychoanalyst was certainly a participant in interac-
tions with a patient, and his or her influence would have to be taken into account in that
situation as well. Nonetheless, this ethos did not filter down to psychoanalysis until the late
1940s, heralded then by Harry Stack Sullivan’s (1953) model of the therapist as both an
observer and an unwitting participant in the dyad.

72
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The ideas of the individual as embedded in relationships and the therapist as a
participant—observer were taken up in the United States by Sullivan in his development of
what was first called interpersonal psychiatry. Unlike many psychoanalysts who worked with
rather well-functioning patients, Sullivan developed many of his ideas from working with
males with schizophrenia. Sullivan joined forces with several prominent psychoanalysts who
were also interested in social and cultural influences on personality development—Horney
(1926), Fromm (1951, 1964), Fromm-Reichmann (1959a), and Thompson (1942) and even-
tually formed with the three latter therapists what became know as the interpersonal school
of psychoanalysis. Thompson (as well as Melanie Klein) had been analyzed by Freud’s col-
league Ferenczi. Ferenczi, known as an analyst’s analyst, was sent difficult patients other
analysts could not help. Whereas Freud was considered the “father” of psychoanalysis, Fer-
enczi was considered the “mother.” He was known for his focus upon early developmental
and often pre-Oedipal, nonverbal interactions between mother and child, prioritizing such
engagement over Freud’s emphasis on innate drive states as the building blocks of human
personality. Ferenczi also experimented with various new techniques, including conceptu-
alizing the psychoanalytic relationship as mutually constructed. Ferenczi and Sullivan both
had considerable influence on the development of relational psychoanalysis, the former
more indirectly, through his impact on analysands such as Thompson, Klein, and Balint.
Thompson became a consolidating figure within the interpersonal school, while Klein and
Balint were key to the development of different aspects of object relations theory. Although
there are important differences among these traditions, all basically share the view that
relationships with caretakers are the most central features in any effort to understand devel-
opment of personality. With respect to the therapeutic relationship, all three traditions
highlight various ways, beyond objective observation, that therapists both unwittingly and
purposefully interact with their patients (Hirsch, 1987). Perhaps partly because some of
these analysts were working with more disturbed patients than those of their classical coun-
terparts, they deviated early on from the standard Freudian technique of the time.

Around the same time that Sullivan was developing his interpersonal psychiatry in
the United States, Fairbairn (1952) in Great Britain was arguing that people are primarily
motivated to seek other people. This position, too, was in contrast to the classical Freudian
belief that people are motivated primarily by sexual and aggressive drives, and derivatives
of these drive states. He developed, simultaneously with but independent of Klein and Bal-
int, an “object relations theory of psychoanalysis,” drawing from the philosophical tradi-
tion of “subjects” (people) and the “objects” they observed. For Fairbairn, the term objects
referred to the internalization of experiences with other people—what cognitive psycholo-
gists might call internalized “representations” of others.

In 1983, Gill published a paper arguing for a “person” point of view, in contrast to
Freud’s energy discharge model of the mind. He proposed the term person because inter-
personal carried too heavily the weight of Sullivanian thinking, and object relations failed to
distinguish between the work of Klein, in which an instinct-oriented model was still present
toadegree, and the work of Balint and Fairbairn, in which the relations with early caretakers
were dominant. Also, in 1983, Greenberg and Mitchell published a volume titled Object Rela-
tions in Psychoanalytic Theory. They argued that a paradigm shift had taken place in psycho-
analysis, such that relations with others “constitute the fundamental building blocks of men-
tal life” (1983, p. 3), in contrast to Freud’s emphasis on the unfolding of biologically based,
prewired psychosexual stages of development. All of the approaches Greenberg and Mitch-
ell included under the “relational” umbrella have in common the focus upon relationships,
external and internalized, as the primary way of understanding human development and
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personality organization. Although the clearest expression of this paradigm initially came
in the work of Sullivan and Fairbairn, other key psychoanalytic theorists, such as Winnicott
(1964), are viewed as moving psychoanalysis toward this emphasis, some without breaking
completely with their Freudian framework. Levenson (1972), a major contributor to the
interpersonal tradition, had already described paradigm shifts from Freud’s work-machine
model, to the information/communication model, and from this to the organismic model
found in biology, where every element has connections with many other elements, so that
influence can flow in several directions. Levenson emphasized the interpersonal entangle-
ments into which the analyst could be drawn by the patient. Far from the objective scientist
or the “blank screen” of the Freudian analyst, the therapist in the interpersonal/relational
approach was a subjectivity of its own, interacting with the other subjectivity—the patient.

Greenberg and Mitchell (1983) suggested that the interpersonal approach of Sul-
livan and his colleagues (Horney, Fromm, Fromm-Reichman, and Thompson) lacked a
well-developed theory of intrapsychic processes, whereas the varieties of object relations
approaches (Winnicott, Fairbairn, and Klein) lacked sufficient focus on modes of describ-
ing actual interpersonal relations. These approaches complement each other, with the
interpersonal tradition originally focused more upon external relations (and realities) and
the object relations tradition focused more upon internalized relationships. By this time
in history, however, both traditions address and have integrated the fundamental notion
that unconscious processes or internalized worlds consist largely of internalized relational
configurations (Mitchell, 1988, 1993).

In the United States, Kohut (1971, 1984) also developed many ideas that were in con-
siderable harmony with Ferenczi’s original view of the analyst as an empathic observer, and
with theories of development that have much in common with object relations theorists
such as Balint and Winnicott. Stolorow and others (Orange, Atwood, & Stolorow, 2001)
have tried to extend Kohut’s self psychology and integrate it into the intersubjective ethos
long held by interpersonal psychoanalysts and their contemporary relational counterparts
(Benjamin, 1998).

In 1991, the new journal, Psychoanalytic Dialogues: A Journal of Relational Perspectives,
became a forum for comparing and contrasting the numerous traditions that lie within the
large relational umbrella: interpersonal, varieties of object relational (Fairbairn, Winni-
cott, and Klein), self psychological, intersubjective, and postmodern feminist thinking. The
relational approach continues to inspire excitement, with the International Association for
Relational Psychoanalysis and Psychotherapy founded by Stephen Mitchell, holding its first
meeting in 2002, with subsequent meetings in Italy, Greece, and Israel.

Relational approaches have been influenced by other intellectual trends in the 20th cen-
tury, particularly postmodernism, constructivism, relativism, and perspectivism. Recently,
views of self-organizing processes have been derived from theories about how order can
emerge out of chaos. Living systems change to fit in with the environment. Psychological
change involves fluctuations in response to differing external realities to the extent that
a “tipping point” is reached, resulting in a new psychological organization. The self as a
dynamic system has been discussed extensively by Piers, Muller, and Brent (2007).

CONCEPTS OF PERSONALITY

Because relational approaches draw from some very disparate theoretical frameworks, there
is not a unified concept of personality. Generally, it is thought that individuals develop rela-
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tively stable patterns of being in the world. Their ways of being are intimately connected to
the internalization of identifications with significant caretakers, much of which lies outside
the boundary of consciousness. Many relational therapists believe that people tend to con-
struct unconsciously their contemporary world to conform to the familiarity of past experi-
ence (cf. Cushman, 1995; Hoffman, 1998).

The particular approach of Sullivan centered around what he called the self-system
(whereas other theorists might discuss concepts such as psychic structure or “character”).
For Sullivan (1953), personality is the entire functioning of a person. The self refers to the
organization of experience within the personality and is largely a composite of internalized
experiences with others. Anxiety-free experiences as an infant with the caretaker, usually
the mother, lead to the experience of the good me, whereas anxiety-filled experiences lead
to the bad me. Some experiences, however, are so traumatic that they can not be integrated
at all. These experiences Sullivan refers to as the not me. They are experiences felt as dread
or as horror, such as in a nightmare. Concerns with the lack of integration of positive and
negative experiences in persons suffering from disorders of the self are a central theme in
many relational writings.

Although Winnicott had differentiated a static true selffrom a false self, most relational
analysts view the self as socially constructed; that is, people are seen as having different
thoughts, feelings, and ways of acting in the presence of different people and when alone in
different contexts. All of these multiple self-states are viewed as real, including one or more
that may be oriented toward pleasing others, instead of being considered “false” (Mitchell,
1993). The person is never conceived of as an isolated being in relational thought: “There
is no such thing as a baby,” Winnicott stated, “only a nursing couple” (1964, p. 88). Win-
nicott was trying to convey the idea that there are properties of a dyad that transcend the
attributes of each individual person. Similarly, relational analysts refer to their approach
as a two-person psychology, because these properties of the relationship between two people
must always be taken into account in efforts to understand the individual. Ogden (1994), a
contemporary Kleinian analyst, for example, has referred to the space between the analyst
and the patient as the “analytic third”; in other words, the reflective space of psychoanalysis
is another presence in the room. Other relational analysts, such as Altman (1995), have
suggested that the surrounding culture is always present as a third party in the relationship
between two people.

Sullivan’s theory of personality was very influenced by developments in the cognitive
science of his time. His model of the self'is not dominated by the repression of unacceptable
impulses, as in Freudian psychology. Instead, he posits a lack of connection, or dissociation
of experiences that would be so conflictual as to be overwhelming if held in consciousness
simultaneously. Such awareness may be disorganizing because it is incongruous with the
current and stable organization of experience.

Experiences that are out of awareness or unconscious are critically important to rela-
tional psychoanalysts, as they are to psychoanalysts of all traditions. Recently relational ana-
lysts have expanded their ways of thinking about unconscious processes to include many
experiences of which people are unaware, beyond dynamic unconscious experiences that
are unattended or forgotten because they are threatening (Curtis, 2009). These processes
are similar in some ways to what cognitive psychologists refer to as procedural memory,
and implicit perceptual and memory processes. Donnel Stern (1997) has also referred to
“unformulated experiences” that a person has never consciously articulated.

For Sullivan, the self-system developed out of a sense of anxiety. Anxiety may lead to
selective inattention regarding experiences that are inconsistent with a person’s dominant
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views or ways of being. To the extent that the person is anxious, his or her flexibility in
attending to incongruous information and responding becomes more rigidified. For Fair-
bairn as well, the representations of the self developed out of anxiety.

A dissociative view of the mind prevails in relational thinking (cf. Bromberg, 1998;
Curtis, 1996; Davies & Frawley, 1993). Fairbairn (1929/1994), in his medical thesis, argued
that repression is a specific type of dissociation. Dissociated states may manifest themselves
by physical symptoms, such as tics or somatic symptoms. Trauma may lead to a dissociation
of experiences, such that a person may seem numb or intellectualized when discussing a
traumatic event, all the while experiencing signs at other times that something is amiss.
People do not feel conflicted about dissociated experiences, because they are not aware of
them simultaneously with other states. Experiences that are “repressed” or pushed out of
awareness, on the other hand, are experienced as conflictual at the moment of repression.
Internal conflict, nonetheless, is an ever-present aspect of the human condition. The wish
to risk knowing oneself and to change as a person is in ubiquitous conflict with the wish to
remain ignorant of one’s self and maintain a stable, albeit restricted, equilibrium.

In place of Freud’s sexual and aggressive motivations as the central force that moves
people, Sullivan conceptualized the need to satisty tendencies toward security, tenderness
(intimacy), and lust. When these needs cannot be met, they may undergo what he called
a “malevolent transformation,” leading to aggression and perhaps cruelty. Overall, in rela-
tional theories, aggression is not seen as instinctual. It is viewed as learned, stemming from
either frustration or identification with a familiar aggressor. To the extent that the parent
is empathic and able to take the baby’s perspective or to reflect on the baby’s functioning
(Stern, 1985), the child is likely to feel soothed when anxious, and be more likely eventually
to satisfy its desires. Infant researchers, such as Beebe, Jaffe, and Lachmann (1992) have
observed that caretakers who can match the rhythm of their infants in a sort of dance-like
interaction are able to help the baby regulate her or his emotions.

Sexuality, though instinctually based, is viewed as an important medium in which rela-
tional struggles are played out. The form of one’s sexuality is developed through relational
interaction. Sexuality provides the imaginative elaboration of bodily functions. Itis a “pow-
erful medium in which emotional connection and intimacy is sought, established, lost, and
regained” (Mitchell, 1988, p. 107).

Relational analysts have been among the strongest critics of Freudian theories regard-
ing the development of sexuality since Freud expressed them. Horney (1926) and Thompson
(1942) both criticized his notions of female sexuality, arguing that penis envy was related
not to biological differences but to the cultural advantages given to men. Castration anxiety
in the literal sense has been seen as more related to the real, threatening statements given
to boys in Freud’s turn-of-the-century European culture, than as a universal phenomenon
per se. However, “castration” fears, in the sense of feelings of threat and/or helplessness,
are seen as universal. Stoller (1985) argued that castration anxiety was “existence anxiety”
(p- 20n), and that men “do not fear loss of genitals per se (castration anxiety) as much
as they fear to lose their masculinity and, more fundamentally, their sense of maleness”
(p- 85). “Masochistic” tendencies in women have been viewed as a consequence of a lack of
recognition of a girl’s subjectivity by the father, not as a consequence of an adjustment to a
sense of having been “castrated” (Benjamin, 1988).

Relational analysts think that the development of heterosexuality needs as much expla-
nation as the development of homosexuality or bisexuality; there are no universal causali-
ties for either. In addition, homosexuality and bisexuality are viewed as normal variants,
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not as pathological. This is also true for much of other sexual behavior, which historically
had been referred to as “perversions” (Dimen, 2001; Drescher, 1998).

Aggression comes from being aggressed upon and from frustration, not from an inborn
drive that must be discharged. People have the impulse to hurt when they are harmed,
but if empathy is learned through the experience with a loving caretaker, the impulse to
hurt another can be contained. Although all people have aggressive feelings, when loving
feelings outweigh aggressive ones, relationships are easier to maintain. The desire to hurt
others by people who have been neglected or harmed is not to be underestimated (Harris,
1998).

Relational theory has sometimes been criticized for reducing human motivation to
a single drive—that for relationships. Yet Greenberg (1991), for example, has posited two
broad categories of basic relational needs—one for security or safety, and the other for
effectance. This thinking is built on the work of Fromm (1964), who described a universal
human conflict between enmeshment in what is safe and familiar, and the wish to expand
oneself—to separate from what is known and familiar. Both Fromm’s and Greenberg’s
thinking is important to many relational therapists and reflects a dimension of experience
that transcends simply relationship seeking.

A theory of five motivational systems in the work of Lichtenberg, Lachmann, and Fos-
shage (1992) has been incorporated into much of relational thinking. These five systems
are the need for (1) physiological requirements, (2) attachment and affiliation, (3) explora-
tion and assertion, (4) responding aversively through withdrawal and antagonism, and (5)
sensual enjoyment and sexual excitement. Relational analysts are more likely to think about
desires than about drives (Benjamin, 1988). Desire is “experienced always in the context
of relatedness” (Mitchell, 1988, p. 3). Curtis (2009) has suggested two broad categories
of desire—physical and psychological—or physical survival and survival of the meaning-
making system.

Personality formation begins in the early stages of infancy, or even in the uterus. Rela-
tional analysts have embraced the work of attachment researchers, such as the psychoanalyst
Bowlby (1969), who posited that infants develop expectations that others will be available
to them emotionally to the same extent as the early caretaker. Infants and their caretakers
communicate nonverbally by “eye contact, proxemics, conversational rhythms, games and
signaling” (Beebe et al., 1992, p. 66). The infant develops expectancies of characteristic
interaction sequences that become generalized in the first year of life, at the time when the
ability to abstract information develops. Stern (1985) referred to the infant’s capacity to
internalize interactions and to generalize them, similar to what Bowlby had called internal-
ized working models. The unconscious organizing structures early in life are believed to play a
major role in the way other people are integrated into one’s life. The open communication
patterns of securely attached children and their parents provide a greater ability to revise
working models of self and others flexibly than do more closed patterns of communica-
tion.

These internalized interactional patterns provide a model of development that is largely
drawn from infant research, and it is quite different from much of Freudian developmental
theory. Still, it is acknowledged that there are often self-critical and self-punitive tendencies
among children reared by benign parents. Aggressive fantasies on the part of the child may
produce guilt when parents are benign. Some relational analysts have been drawn to Klein-
ian theories of development, theories that place a central emphasis on innate aggression
and its projection. Mitchell (1988) and others have noted that Klein’s theories were taken
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not from the observations of normal infants and children, but from interactions of older
and more disturbed children.

Although Oedipal dynamics, a central theme in the Freudian tradition, are examined
and may well be a significant source of conflict, problems in living arise for a larger variety
of reasons. For example, personality continues to develop during the elementary school
years, when the formation of a close friendship may mitigate or modify earlier troubled
engagements with caretakers. Relational theory assumes that conflicts within the person-
ality are inevitable. Symptoms are rooted not only in conflicts between wishes and fears,
or between people and society, but also in conflictual relational configurations that have
been internalized from a life history of self-other interaction. Detailed descriptions of the
dynamics of various personality disorders, such as obsessionalism, narcissism, paranoia,
and borderline personality, can from a relational perspective be found in the Handbook of
Interpersonal Psychoanalysis (Lionells, Fiscalini, Mann, & Stern, 1995).

Freudian psychoanalysis largely ignored the effects of traumas in the world at large,
and relational psychoanalysis from its inception, but especially in the last decade, has looked
at how life-threatening and out of the ordinary experiences affect personality (Boulanger,
2007; Davies & Frawley, 1993). Relational psychoanalysis, on the other hand, in moving
away from the Freudian emphasis on sexuality, has dedicated considerable attention in
the last decade to the body (Gentile, 2007; Knoblauch, 2005) and mind-body connections
(or the lack thereof). In response to the prevalence of eating disorders, factors leading
people to turn to food as opposed to others for comfort have become another focus (Gen-
tile, 2007; Petrucelli & Stuart, 2001). Similarly, issues of addiction, heretofore neglected by
psychoanalysts, have become a subject of attention (Burton, 2005; Director, 2005). In all of
these areas, newer understandings of how people dissociate (or disconnect) are prominent.
Experiences that are not held in consciousness simultaneously with others must be brought
into consciousness so that traditional views of conflict in psychoanalysis then come to the
fore.

It should be pointed out that relational psychoanalysis has moved away, in the past
decade especially, from thinking so much in terms of traditional personality styles to con-
sideration of new forms of relational organization (i.e., the ways people act and feel in
the presence of particular other people and in particular situations; Lyons-Ruth, 2006).
Relational analysts have been influenced to a large extent by infant research and the effects
of nonverbal processes on personality development (Stern, 2008). Such effects had been
ignored by Freudian psychoanalysis and were not known very well until recently. These pro-
cesses have been studied in particular by the Boston Change Process Study Group (Stern,
2008) and other infant researchers, such as Beebe et al. (1992). Also, supporting the role of
unconscious, implicit factors in personality change, a review of eight studies regarding the
relationship between insight and outcomes in psychotherapy demonstrated only marginal
support for the classical idea that insight is related to better therapeutic outcomes (Gib-
bons, Crits-Christoph, Barber, & Schamburger, 2007).

PSYCHOLOGICAL HEALTH AND PATHOLOGY

Sullivan (1953) preferred the term problems in living over other nomenclatures for psychi-
atric disorders. Fromm criticized the conformist personality he saw in American culture
and was scathing in his attack on the “marketing personality.” McDougall (1990, p. 156)
coined the term normopath, and Bollas (1987, p. 137) referred to the normatic personality;
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both terms refer to people who conform to the values of a society to the extent that their
individual vitality is stifled. Thus, the problems in living for relational psychoanalysts do
not correspond neatly with the criteria in the fourth edition of the Diagnostic and Statisti-
cal Manual of Mental Disorders (American Psychiatric Association, 2000). Nonetheless, rela-
tional analysts do make assessments regarding the level of functioning, and may prescribe
medication or refer patients for medication evaluations if they believe that psychotherapy
alone is insufficient. They are, however, quite critical of the “disease” model inherited from
medicine. They do not expect to uncover a pathogen—a single repressed wish, for example.
Instead, they view personality patterns as having been largely learned in social situations,
and as having been reasonable, adaptive ways of coping in those situations (e.g., attachment
styles learned largely in infancy and childhood). (Obviously, the temperaments with which
infants are born also play a role.) If troubled ways of being are learned, new ways of relating
also can be learned. There exists inherent optimism in a way of thinking that emphasizes
personality as a function of experiential learning, not as biologically driven.

Relational analysts make note of patients’ strengths and help them become more aware
of their strengths and how to appreciate them. At the same time, relational analysts look
at the gaps in patients’ resources and help them become aware of these deficits. A patient
with an obsessive style, who avoids feelings and provides endless details, might be asked, for
example, “What are you feeling?” or “Can you tell me what is the most important thing that
happened?” Problems in relating to others are obviously often a core focus, for much of what
can be called psychopathology is expressed in the broad arenas of love, work, and play.

Flexible ways of relating are signs of health, whereas rigid ways of being are signs of
inhibition and anxiety. Symptoms do not simply reflect illness or pathology but are always
viewed as communications (Phillips, 1988). According to Phillips, the healthy child has a
“flexible repertoire of symptoms” (p. 50).

A number of relational analysts have made important contributions to the understand-
ing of severe disturbances. In particular, Sullivan, Fromm-Reichmann, and Searles worked
successfully with patients with schizophrenia before the advances of psychotropic medi-
cations. Fromm-Reichmann’s patient Hannah Greenberg documented her treatment in a
popular novel (1964) and the film I Never Promised You a Rose Garden. For Sullivan, the self
in the patient with schizophrenia has lost control of awareness and has lost the sense of a
consensually validated self. For Searles (1965), treating patients with schizophrenia simply
as unformed or egoless people is profoundly condescending. Sullivan, Fromm-Reichmann,
and Searles all subscribed to an ethos characterized by Sullivan’s attitude that we are all
more simply human than otherwise. They argue that although patients with schizophrenia
are more difficult to work with, they are not essentially different from others.

The relational tradition has paid more attention to what has actually happened, and
fantasy based on that experience, than classical psychoanalysis. Whereas Freud once the-
orized that many of the stories he heard of incest and the sexual abuse of women, for
example, were wishes and fantasies, the interpersonalists and relational analysts believed
the stories could be based on something that really occurred. Traumas, especially those
stemming from betrayal by parents, relatives, and other people in positions of authority,
affect feelings and expectations in current situations in ways that fantasies not founded
upon experiences do not. Relational analysts, more so than their Freudian colleagues, are
mindful of the impact of what actually happens, that is, the social and cultural contribu-
tions to problems in living.

Health does not simply represent having better feelings about oneself (self-esteem)
and others. By allowing more experiences into awareness, a person may also notice more
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threatening experiences when they exist. Health means a greater tolerance for such anxiety-
provoking experiences, in addition to tolerance for desired, exciting experiences. Psychic
health, as much as anything, refers to the ability to assimilate new experience, to transcend
the identifications and the constraints of the past.

THE PROCESS OF CLINICAL ASSESSMENT

Relational therapists make informal assessments of patients in all interactions, even as they
are gathering a history of the patient. Assessments are made at both interpersonal and
intrapsychic levels, consistent with the origins of the approach. Of particular note are the
interactional styles, styles of coping and defense, the range of emotions, cognitive abilities,
feelings about oneself and others, and conflicts and inhibitions that may block the patient
from achieving his or her goals. Diagnostic categories are known to the therapist, but cat-
egories eliminate the unique qualities of the individual that are of interest to the relational
therapist. Such categories are used to the extent that they are required for records and are
useful in summarizing characteristics of the patient, but they are generally viewed as too
restrictive and stereotyping, especially in regard to personality disorders (Westen, 2002).

Assessments are made at individual, dyadic, and systemic levels. Although the individ-
ual is the primary focus of attention, the therapist is monitoring continually what transpires
in the therapeutic dyad, and is cognizant of the cultural context as well. If the therapist
thinks that couple or family therapy would be of benefit, such treatment (usually with a dif-
ferent therapist) is recommended, often in addition to individual treatment.

The events and feelings preceding a problem, the overall context in which it occurs, and
any secondary gains the problem may provide are given serious consideration. A detailed
inquiry is made into any problems that require specialized treatment, such as substance
abuse. In the case of potential danger to self and others, inquiry into matters related to the
likelihood of such events is conducted, and a judgment is made as to optimal treatment.
Relational therapists working in a hospital or clinic setting utilize any formal assessments
(e.g., psychological tests) usually conducted in that setting. Therapists in private practice
refer patients for psychological, neuropsychological, or medical assessments when appro-
priate.

THE PRACTICE OF THERAPY

In the practice of psychotherapy, relational analysts draw from the rich literature of case
studies and theory in psychoanalysis, although their practice may differ somewhat from
that of their classical forebears. The relational emphasis is distinct from that of some other
contemporary approaches, particularly psychotherapies that focus largely on symptom
reduction. For relationalists, the unique experiences and meanings of people’s existence
are of very special interest. This contrasts with an interest in the general characteristics of
all patients with a particular psychiatric diagnosis, and with the application of a standard
technique that is relevant to everyone. Every therapist, every patient, and every dyad is
unique. Indeed, most relational therapies prefer the term approach to the more technical
word technique. Still, a short-term psychotherapy derived from Sullivan’s interpersonal psy-
chotherapy (Klerman, Weissman, Rounsaville, & Chevron, 1984) has the general approach
of increasing interpersonal relations. This therapy, originally for depression, while not psy-
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choanalytic in its approach, is being used very widely for a number of disorders, including
bingeing, overeating, and borderline personality disorder.

Basic Structure of Therapy

Relational therapists usually prefer to meet with patients more than one time each week,
although often this is not possible. Rarely would a relational therapist set a time limit, unless
the therapist’s work is consistent with one of the models of brief therapy (see Hoyt, Chap-
ter 11, this volume). Most relational therapists would hope for frequent sessions with the
patient in order that the interpersonal interactions with others that the patient finds prob-
lematic emerge with the therapist (transference). These problematic interactions may take
some time to occur, or a meaningful level of intimacy may be slow to develop. Although the
treatment is most likely to be individual therapy, family or group therapy may be used in
conjunction with individual treatment. Despite sessions generally being unstructured, the
relational therapist becomes more active if life-threatening or treatment-threatening issues
occur.

Goal Setting

Traditionally, the goal of psychoanalytic treatment has been to increase awareness and
through this process to effect a broadening of the organization of experience, so thata per-
son is more flexible and less rigid. Enrichment of experience takes priority over symptom
reduction, and optimal functioning in the areas of love, work, and play are of interest to
relational therapists, as they are to all psychoanalytic therapists. In many ways, the precise
goals of the therapy are not known in advance, because the hope is that the patient will
open up to new experiences and, in this process, formulate new goals. Ultimately, however,
the patient sets the goals, and the patient is certainly free to choose less ambitious aims
than what most analytic therapists prefer.

If the therapist has reservations about a goal the patient expresses, he or she has an
obligation to express a dissenting opinion or attempt to arrive at a mutually compatible
goal. The relationally oriented therapist has a responsibility to explain in the first set of
meetings something about the way he or she works if the patient comes from a background
that is likely devoid of such knowledge. For example, if the patient comes to the therapist
saying that he would like to work more hours each week and is already working an 80-hour
week, the therapist might question this goal and suggest an alternative, such as exploring
what makes working that many hours so important.

Despite the ambitious aims of most analytic therapies, patients will often want help,
first and foremost, with symptom reduction. Increased awareness of when the symptom
occurs, what covaries with it, and what other problems the symptom might reduce or dis-
guise likely will help with symptom reduction. Addressing life-threatening and treatment-
threatening behaviors will take priority over other goals. Certain other behavioral problems
may also take priority, such as a substance abuse problem that will neutralize any benefit
that psychoanalytic therapy may offer. Relational analysts vary in the extent to which they
refer a patient for behavioral and other auxiliary treatments, or integrate such treatments
into their own approach.

Relational therapists consider what the symptoms may communicate, how they have
been adaptive, what they may symbolize, and with what they may coincide. A man who
presents with a problem of premature ejaculation may have impulse control problems in
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other areas; a man who has retarded ejaculation may procrastinate elsewhere. The partner
may be anxious and/or undermine the patient’s confidence. The man may prefer not to
be involved with this partner, or he may prefer a partner of another sex. To the extent that
therapists conceive of the presenting problem as embedded in a larger picture, they will
listen to the patient’s communications with an open mind, or inquire in a more structured
manner, so as to have a more nuanced picture of the whole person.

In helping the patient achieve whatever goals he or she has articulated, the therapist
also has ideas about how best to achieve these goals. As already noted, the therapist will
likely have in mind the traditional psychoanalytic goal of helping the patient work, love,
and play more freely. Sullivan stated that treatment is aimed at “increasing a patient’s skill
in living” (1953, p. 175). Relational analysts will have in mind a variety of desired outcomes,
such as tolerance of uncertainty and emotions, arousal of curiosity, greater awareness of
one’s impact upon others, increased capacity for self-reflection, mourning of losses and lost
possibilities, separation from embeddedness in the past, and finding richer meaning in life.
Self-actualization, a term developed by humanistic psychologists, is one way to characterize
the broadest aim of most psychoanalytic psychotherapists.

In many cases, the patient will prioritize the treatment goals. The therapist, however,
may think it likely that the patient’s goals are linked with other goals that the patient has not
considered important. For example, a woman who wishes to stop her bingeing and purging
may insist that she does not wish to have closer personal relationships. The therapist may
be wondering, however, how the patient can stop turning to food for comfort without an
alternative, and might suggest that the food is her most comfortable “relationship.” The
relational therapist is likely thinking about the overall possible adaptive purposes a symp-
tom may be serving, and that an attempt to remove the symptom without the patient devel-
oping an alternative way of fulfilling a longing or desire may not be effective. In this way
the relational therapist is not simply trying to remove the symptom, without understanding
its meaning.

Process Aspects of Treatment

Free association, interpretation, inquiry, empathy, observation, and analysis of defense and
transference are some of the major types of interventions used by relational therapists.
Therapists likely will be more active with more disturbed patients. Traditionally, psychoana-
lysts have tried to facilitate a patient in coming up with his or her own solutions to problems
through increased awareness, and less rigid and defensive ways of being. But psychotherapy
is inherently interactional. Psychoanalysts have attempted to avoid “transference cures,” or
having the patient simply adopt the therapist’s ways of being or belief system out of liking,
identification with, and/or respect for the therapist. Traditionally, techniques such as reas-
surance and particularly suggestion were to be avoided largely because of the danger of
influencing patients to conform to the values of the therapist. Because relational analysts
are very aware of the interactive nature of the therapeutic relationship, however, they rec-
ognize that some of these processes may inevitably seep into the interaction. Indeed, even
therapist questions may contain an element of suggestion. For example, the question “How
is it that you didn’t pay your taxes?” suggests that it might have been a good idea to pay
taxes. Reassurance is often given nonverbally with an “uh-huh,” and further commentary
on a topic that may be of interest to the therapist. Among the more insidious aspects of
therapy is the possibility that patients change in accordance with therapists’ desires alone.
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History Taking and Inquiry

Some relational analysts begin therapy by gathering a thorough developmental history,
including the background of the parents and grandparents, such as their place of birth,
ethnicity, race, and religion. Also noted are the way the parents met, birth order of sib-
lings, childbirth, preschool years, and relationships through childhood and adolescence.
Sullivan suggested that therapists conduct a “detailed inquiry” into all of the areas of the
patient’s life, though this need not occur in the beginning of treatment and may, indeed,
be quite gradual. For most, it is important to strike a balance between therapeutic reserve
and impassioned interest. Curiosity is a vital therapist quality. The relational therapist may
ask questions to examine not only what the patient says but also what he or she omits. The
therapist’s inferences about what may be taking place are also posed as questions. The
therapist may ask, “Could it be that . .. ?” or say, “I wonder if. . ..”

Silence and Free Association

Most relational therapists are concerned with giving the patient space, so that the patient’s
own experience and ways of interacting can emerge. This is accomplished largely through
the process of patients’ free association, unless the lack of structure leads to a detrimental
degree of anxiety. One of the strengths of a psychoanalytic approach is that the patient’s
unique and idiosyncratic way of perceiving the world is encouraged by a therapeutic atti-
tude that emphasizes reserve. By remaining in the background the therapist allows the
patient to emerge into the foreground.

Sullivan cautioned therapists that too much anxiety would impede treatment. The
therapist should not interfere too much with the patient’s security operations, lest the patient
become more rigid or paralyzed by overwhelming anxiety. For this reason, an atmosphere
of safety and predictability is created, with a clear frame of treatment in terms of the start-
ing and ending times of sessions and, if possible, a regular meeting time each week. The
therapist is often thinking of creating an environment in which the patient can feel Aeld or
contained, to use Winnicott’s terms. In this tradition, the therapist attempts to be neither
neglectful nor impingeing. Sullivan suggested, similar to findings by learning theorists,
that a moderate level of anxiety or arousal is also desired in the therapy situation. Too little
arousal does not lead to much new learning, and too much arousal leads to performance of
the already dominant response, in this case, the previously learned maladaptive response.
In this relatively nonstructured situation, the patient’s own unique experiences are most
likely to come into relief. The therapist notes the sequence of topics discussed, attempting
to help to provide concrete, vivid examples if the patient tends toward generalities and
abstractions.

Relational analysts acknowledge that they are often providing a corrective emotional expe-
rience, a term first used by Alexander and French (1946). Many types of experiences can
lead to change, and elements of the relationship may be curative in and of themselves
(Thompson, 1950). Those who speak of the relationship as mutative usually refer to a
sequence of unwittingly living through old and “bad” experience with the patient, exam-
ining this experience, and evolving something new. At best, this new experience becomes
internalized by the patient. Fromm-Reichmann (1959a) has been very clear, however, that
childhood deprivations cannot be remedied in treatment simply by giving the adult what
the child lacked. Mitchell (1988) also cautioned against what he called the “developmental
tilt” in psychoanalysis—the idea that simply providing an experience with the good type of
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parental figure the patient did not have as a child will repair the early deficiencies. Unfor-
tunately, meaningful change is not that easy. Epstein (1977) has suggested that therapists
often wish to be the good parent the patient did not have, but it is unwittingly in being the
“bad parent” that the patient is most helped. Salubrious new experience can only develop
in a context where old experience is first repeated, mourned, and let go.

Analysis of Defense and Resistance

Resistance to change, and therefore to the therapeutic process, is universal. Every patient
who comes to treatment wishes both to change and to remain embedded in her or his old
world. Remaining stationary requires limiting awareness of dissociated internal experience.
Anxiety is likely whenever what was dissociated in the first place is reactivated in the thera-
peutic process. The therapist’s task is to help the patient feel safe enough to experience
these dissociated aspects of self in a way that begins their integration into self-experience.
The extent to which relational therapists point out how the patient is avoiding experience
varies, yet Curtis, Field, Knaan-Kostman, and Mannix (2004) found that when interper-
sonal analysts rated which of 68 analyst behaviors they had found most helpful in their own
analysis, the item “helped me experience feelings I was avoiding” was rated the most help-
ful. Some therapists, in acknowledgment of the patient’s sense of vulnerability, simply wait
for the defenses to wither away.

Fosshage (1997) has differentiated what he calls “empathic-centered” and “other-
centered” listening. Therapists vacillate between these two perspectives at times—either
reflecting empathic immersion in the patients’ point of view (e.g., Kohut, 1971) or taking
the position of the other (being the observer of the patient; e.g., Wolstein, 1975). By empa-
thizing patients’ experiences and reflecting these experiences, however, the therapist actu-
ally may be joining the patient’s defenses or resistance. For example, the therapist, in the
“empathic-centered” mode might reflect the patient’s experience with parents and say: “Yes,
you should take care of your parents at your own expense. That is a moral thing to do.”

Another form of resistance is called “resistance to the awareness of transference” (Gill,
1982). Some patients resist the idea that patterns that have occurred with other people
outside the treatment are occurring with the therapist. For therapists hoping to use the
important leverage of the session’s here-and-now situation, this form of resistance neces-
sitates that the therapist persistently point out interactional phenomena, until patients are
able to see how a pattern is occurring in their relationship.

Analysis of Transference

The aim of transference analysis is an illumination of the patient’s subjective reality.
Although the patient brings into the relationship with the therapist expectations from pre-
vious relationships, it is not assumed that the patient is totally distorting reality and/or that
the therapist knows the objective “truth” about reality. The analyst is not believed to be a
“blank screen” onto which the patient simply projects his or her own views of reality, but is
instead another subjectivity, albeit a reserved one. The patient’s experiences are explored
not simply as distortions but as selective attention to real characteristics of the analyst.
Given the relative ambiguity of the therapist’s reserved stance, the patient may selectively
attend to various aspects of the therapist and have many different feelings.

As patterns of interaction and selective attention emerge that have worked to reduce
anxiety for the patient in the past, the patient may not only see the therapist in ways that he
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or she has viewed an important person in the past but also elicit responses from the thera-
pist that have been elicited from others. In this way, patients’ transferences often become
actualized, reflected in the core relational notion that people tend to construct their con-
temporary world to conform to the past. In the interpersonal tradition, when the therapist
is accused of being cold and uncaring, the therapist needs to inquire with true curiosity
how he might be cold. Lichtenberg, Lachmann, and Fosshage (1996) referred to this pro-
cess as “wearing the attribute,” implying that it is plausible that the therapist may indeed
be acting icily, thereby repeating jointly with the patient interactions from the latter’s past.
As treatment progresses, patients may become attuned to not only aspects of the therapist
that reflect their old relational processes but also interactions that reflect something new
(Levenson, 1983). Greenberg (1986) makes this point succinctly: “If the analyst cannot be
experienced as a new object, analysis never gets under way; if he cannot be experienced as
an old one, it never ends” (p. 98).

Mutual Enactment

Many contemporary analytic therapists no longer believe that therapists are able to be
neutral. Therapists also unconsciously enact their subjectivity in the context of an inter-
subjective relationship, and countertransferential enactments are inevitable, much as are
transferential enactments. The concept of participant—observer liberated many therapists
from the unrealistic expectancy of achieving a most literal therapeutic neutrality and
objectivity (e.g., Mitchell, 1997). From this newer point of view, analytic therapists should
attempt to be both neutral and objective, and to refrain from purposefully influencing
patients, while simultaneously recognizing that revealing aspects of their own personalities
is inevitable.

Countertransference, subjectivity, unwitting participation, and enactment all can refer
to more or less the same phenomenon—unconsciously based interaction thatis unintended
yet unavoidable. Once viewed as feelings that patients are unlikely to notice, therapist coun-
tertransference, for better or for worse, is now considered to be expressed in the form of
subtle nonverbal, tonal, and attitudinal actions that inevitably have impact on patients.
These countertransferential feelings may be consciously experienced affects or lie outside
the therapist’s awareness. In either case they inevitably register consciously or unconsciously
with patients.

The concept of mutual enactment follows logically from this intersubjective way of
thinking about analytic therapeutic process. One of the ways that therapists express the
unconscious aspects of their countertransference is in the context of what some have referred
to as actualization of patients’ transferences. This is not as complicated as it may sound ini-
tially. For example, I (IH) found myself often bored and disinterested with a very withdrawn
and reserved man. He entered therapy to address his chronic underachievement in work
and failure to develop enduring love relations. His life history was highlighted by increas-
ing disinterest in him on the part of his parents as each of three younger sisters was born.
His father in particular was inattentive and, when he was involved, tended to be impatient
and critical. This extremely intelligent man developed a pattern of emotional withdrawal,
in order to hibernate from disappointing interactions, and severe underachievement, both
to elicit attention and to pay back in a passive—aggressive manner his highly educated par-
ents for their insensitivities toward him. My patient brought these relational patterns into
his current world, and of course, into the transference—countertransference matrix. He
withdrew from me and sabotaged our efforts, and I unwittingly responded by reciprocal
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withdrawal and my own anger-based disinterest. In some fundamental ways my patient’s life
history was relived in therapy—relived through not only transference enactment but also an
unconscious, enactment with his therapist. At some point, I hope, either the patient or the
therapist becomes aware of such unwitting mutual interactions and addresses them in the
verbal realm of the therapy.

This rather simple, everyday example captures the essential aspects of what many rela-
tional therapists believe is an ongoing part of every therapeutic relationship. What is talked
about in the therapy actually begins to be relived between the two participants, and there
is always a significant element of unconscious process on both sides. The actualization of
the transference refers to patients’ living out their core internalized experience in a context
where the therapist, always unwittingly, lives out the reciprocal role of the significant oth-
ers in the patient’s life history. In other words, I became like the critical and disinterested
parents for him, expressing unwittingly a facsimile of his key life experience with significant
others. It should be no surprise that my patient developed relationships in his current life
outside of therapy that resembled both his life history and his relationship with me. This, of
course, is why he so egregiously sabotaged his own work and induced both his supervisors
and his lovers to become angry and impatient, and ultimately to withdraw and to fire or
leave him. The aim of therapy is to view this interaction in vivo, discuss it, and by so doing
arrive at a new configuration. If all works well in therapy, this new and explored interaction
becomes part of the patient’s internal experience, altering both his expectancies about life
and the way he constructs his life.

Every patient who enters psychotherapy is expressing a wish to change, although there
exists a part that wishes to repeat the past (i.e., stay loyal to the “internalized family”). Ther-
apists get drawn into reliving old and maladaptive interactions, that is, mutual enactments,
and this seemingly unfortunate occurrence may be turned into therapeutic gold when it is
recognized and examined. As Levenson (1983) has said, therapists must become part of the
problem before they can help patients separate from their internalized pasts.

Interpretation

Although a relational therapist may suggest a possible meaning to feelings, thoughts, or
events, such a communication is viewed as only a hypothesis rather than a truth about
the patient’s mental life. Interpretations may be provided in order to deconstruct or to
reframe the patient’s usual understanding. They are provided in a collaborative manner to
help patients make more sense of their lives and to expand consciousness. Interpretations
explain current life by examining historical antecedents. They reflect the fundamental
psychoanalytic value that self-awareness is preferable to mystification. To understand the
way that one is helps a person feel that he or she is controlled not by external forces but by
conflicts that currently lie within his or her psyche.

Analysis of Dreams

Dreams hold special significance for relational analysts (Blechner, 2001), just as they have
for other psychoanalysts, from Freud forward. The interpersonalist Fromm (1951) traced
the importance of dreams through history and described the lack of value given to them in
Western industrialized cultures. Lawrence (1998) has revived Fromm’s tradition of discuss-
ing dreams in groups, in a process he calls “social dreaming.” Freud, of course, believed
dreams to be the “royal road to the unconscious.” Relational analysts are especially curious
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about the connection of the dream to the patient’s life. The dream is viewed as an urgent
message to oneself to examine something that might lead to trouble if unexamined. In
the context of psychoanalytic therapy, often transferential implications to the dream may
reveal feelings that have arisen in the therapeutic interaction but have yet to be addressed.
Other relational analysts may investigate the different experiences of the self represented
in the dream using the Gestalt technique of asking the patient to “become” each object and
person in the dream.

Encouraging Experiences in the Moment

Relational therapists might ask patients to imagine being in a situation in the moment to
help them experience it fully. Comments such as “Imagine being there right now” are used.
Such interventions are especially likely when the patient is describing an event but having
difficulty recalling parts of it, or when the patient is avoiding the affect associated with the
event. Similarly, relational therapists may emphasize experiences going on in the moment
with the therapist, referred to as “now moments.”

Technical Errors

Since relational approaches can vary so much from one tradition to another, within each
tradition, and from one practitioner to another, it is often difficult to agree on what is
and is not a technical error. The term error suggests that there are right and wrong ways
of conducting therapy. This relational flexibility is quite liberating for therapists, yet there
is always the risk that such an attitude can be exploited by an “anything goes” approach.
Nonetheless, psychoanalytic therapists of most persuasions agree about basic boundary
issues, such as a set amount of time for each session; stability of fee among patients; no
social contact outside of therapy hours; and avoidance of advice giving or imposition of the
therapist’s values.

Aside from issues related to basic boundaries, some common possibilities for therapist
error are as follows: imposition of a preferred theory on the patient’s verbalizations, thereby
failing to understand the unique individuality of each patient; a rush to interpretation,
before the patient has the chance to express him- or herself fully; failure to inquire about
patient statements; withholding observations that may be illuminating; imposing so many
observations that the patient becomes the secondary party in the interaction; assuming or
insisting that a particular interaction is transferential despite the patient’s insistence that it
is not; failing to address transferential material when it may be vividly present in the inter-
action.

Another common error is the provision of an intellectual explanation or understand-
ing without an experience-near or emotional insight. In most instances, such activity avoids
the necessary emotional encounter required for meaningful change to occur. Still another
error is frequently pointing out problematic behaviors or defenses, to the extent that the
patient feels unduly criticized. It is important for all therapists to acknowledge how particu-
lar interactional patterns that have developed were adaptive—the only ones possible in a
past situation—or how they were indeed rewarded in previous situations.

By becoming highly active, a relational therapist may foreclose the space and ambiguity
for the patient’s idiosyncratic perceptions and experiences to emerge, including transferen-
tial ones. If the therapist is too inactive, then the patient may become repetitive or “stuck”
longer than if the therapist had intervened. It is difficult to determine in advance which
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approach will benefit the patient more, and there is no uniform prescription for how to
relate to all patients.

Wachtel (1993) has described a number of “errors” in the therapist’s wording of com-
munications and ways for therapists to express themselves in a more helpful fashion. It is
less blaming, for example, to point out how a defense was useful in the past than to say sim-
ply that a patient is being defensive in a particular way. Wachtel (1997) has also described
some ways to avoid what he considers “errors” from a relational perspective by using tech-
niques from nonpsychoanalytic approaches, as have Frank (1999) and Curtis (2009), in
using behavioral techniques when patients avoid approaching feared situations.

Termination

Termination depends upon achieving the patient’s goals, although the particular style of
termination is reflective of and coordinates with the interaction up to that point. Therapeu-
tic goals often change; at times, the goals initially set are achieved but new goals emerge.
Although a particular patient may still have goals to pursue with the help of a therapist,
patient and therapist at some point may realize that the patient is able to pursue these goals
largely on his or her own. In regard to psychoanalysis, Witenberg (1976) stated, “Analysis
never terminates. It is visits-to-the-analyst that terminate” (p. 336). In other words, a goal
of any analytic therapy is to help the patient become his or her own therapist. Certainly the
therapist can provide an opinion about the advisability of termination, but the decision
ultimately rests with the patient.

Termination brings up feelings of attachment, separation, and loss. Sometimes symp-
toms reappear when a termination date is set. Because intense feelings may arise, a termi-
nation date is set well in advance. Some relational therapists taper off sessions, in order for
patients to see how they manage on their own. Others may schedule a final appointment a
month or so after the second-to-last meeting. Therapists help patients focus upon what they
have done themselves in order to bring about change. At termination, the patient’s previous
stressors and dominant and new ways of responding may be reviewed (Curtis, 2002). Some
therapists inquire as to what was helpful and hurtful in the treatment.

THE THERAPEUTIC RELATIONSHIP AND STANCE OF THE THERAPIST

An intense therapeutic relationship is considered essential to change. Otherwise, the thera-
pist would not be able to help a patient face fears and wishes that have been too frightening
to face during a whole lifetime. By trial and error, the relational therapist must find a bal-
ance between the safety of the old and the danger of the new. An alliance is created between
patient and therapist through rapport, empathy, support, reflection, and the patient’s sense
of being known. A good example of a supportive comment is that of Fromm-Reichmann
(1952/1959b, p. 181) when working with a very disturbed woman, steeped in her own feces
in her room as an inpatient. The patient, apparently envious of Fromm-Reichmann, saw
the label inside Fromm-Reichmann’s coat from the best department store in Washington,
DC. The patient commented, “Best, best, best—you have the best of everything.” Fromm-
Reichmann supportively answered, “I hope you’ll be shopping again soon at Garfinkel’s”
(referring to a fancier store in Washington).

Different relational approaches have different basic stances; most conceive of the rela-
tionship as mutual but asymmetrical (Aron, 1996). Mutuality does not imply equality. The
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relationship is considered mutual because there is inevitably mutual influence, recogni-
tion, and empathy. The relationship remains asymmetrical, however, because the therapist
does not purposefully disclose personal information anywhere near to the extent that the
patient does. If the therapist were to take on a role similar to that of the patient, the rela-
tionship would blur into one similar to a friendship.

Countertransference

Conscious countertransferential feelings are often a therapist’s strongest source of data in
efforts to understand patients (Wolstein, 1975). As subjective as such data are, a therapist
is in a prime position to speculate about the way patients are with others, by experienc-
ing the feeling of otherness in the context of the therapeutic dyad. To give an example,
one lonely man entered therapy with the complaint that women seemed unresponsive to
him. It quickly became apparent to me (IH) that everything about this man’s demeanor
smacked of coldness, aloofness, and self-absorption. Although of the same gender as he, I
assumed that the women he pursued found him equally off-putting. Using my own feelings
of boredom, disinterest, and reciprocal withdrawal, I pointed out to him how I perceived
him, suggesting that prospective girlfriends might be feeling something similar. Had I not
been aware of my feelings and their import, I might have acted out my countertransferen-
tial disinterest, and essentially abandoned my patient emotionally. Countertransferential
awareness provided the dual reward of controlling the possibility of abandoning my patient
and making him aware of the way he related to others. Some relational therapists are more
cautious than others about sharing their countertransferential observations, believing that
such input might be experienced as too imposing.

Another type of countertransference is discussed by those therapists influenced by
Klein (1957/1975), referred to as either “Kleinians” or Kleinian object relationists. They
emphasize a type of countertransference termed projective identification (Bion, 1967), in
which the therapist has feelings “projected” into him or her by the patient, because they
are too frightening for the patient to tolerate. Once the therapist becomes aware of the
projected feeling with which the patient identifies, he or she can both reduce the patient’s
anxiety by experiencing the feeling with less anxiety and better know the patient firsthand
by experiencing the same feeling. When people simply “project,” the targeted person does
not change. Projective identification is differentiated from projection in that the targeted
person, in this case the therapist, actually feels what is “projected” onto him or her.

Here is an illustration of this process. For a number of years, I (IH) worked with a
highly articulate and intelligent college professor, who spent a portion of his session time
berating me for my inadequacies in not helping him, and attempting to humiliate me for
the many weaknesses he perceived me to have. His presenting complaint was an inability
to feel happy, regardless of his achievements and his sexual conquests. My patient’s way of
relating to me closely resembled the way his father had interacted with him. Throughout
his childhood, he was the butt of his father’s sadistic teasing and put-downs. This persecu-
tion was unceasing, lasting until the day his father died. I feared that my patient would
remain this way with me until one of us died. My patient could not be happy because he
internalized his father’s sadistic and competitive assaults, and no one could tolerate a close
relationship with him because he identified with his hateful father. My primary feeling
state when with this man resembled the way he felt with his father. My patient showed me
firsthand what it was like to be him, and to live with his hidden sense of abject humiliation.
This gave me a very clear sense of what it was like inside my patient’s skin, beneath his most
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defensive attacking ways. I was then able to convey to him what I imagined he felt and what
it was like to live with his father. My ability to conceptualize this enabled me both to refrain
somewhat from retaliation and to withstand his assaults. As one might imagine, this inter-
actional pattern did not cease with a single interpretation, although it helped give both of
us a framework to make more sense of my patient’s life, and it aided me in not drowning in
my patient’s attempted humiliations.

Countertransference tends to be less central in the tradition that represents the Win-
nicottian (Winnicott, 1964) stream under the relational umbrella (vs. the interpersonal
and Kleinian object relations theories just discussed), since the basic therapeutic model
is conceived of as a mother—child dyad, or a “holding environment.” With regard to coun-
tertransferential feelings, therapists are normally advised to serve as “containers” for their
patients’ difficult affects, until the patients prove ready to experience consciously and regu-
late such feelings.

The newer tradition of self psychology (Kohut, 1984) bears great similarity to the
Winnicottian object relationists in its basic view of the patient—therapist interaction. From
this perspective, the primary therapeutic intention is toward empathic immersion in the
patient’s experiences. Empathy is the food that the patient lacks, and by providing enough
consistency, the attuned therapist allows the patient to come closer to her or his potential.
Self psychologists are well aware that perfect empathic attunement is impossible, and lapses
in attunement are both inevitable and potentially beneficial in that they can be examined
therapeutically. As in the holding environment, patients are expected to be hurt and/or
angry when the therapist fails.

Every relational perspective holds that therapists are always “countertransferring,” and
that affective neutrality is impossible. Given this assumption, awareness of countertransfer-
ence is always preferable to absence of awareness, even when such feelings are not revealed
by the analyst directly.

Self-Disclosure

Relational analysts may disclose their feelings with a patient or provide other information,
usually after asking the patient the reasons for the question. Tauber and Green (1959)
made the controversial suggestion that an analyst might decide to tell a patient a dream the
analyst had about the patient. For example, one morning before a patient came in, the ther-
apist (RC) woke up dreaming that the patient brought a bag of golf clubs to the session. The
therapist did not mention the dream to the patient in that session, but continued to think
about it. Not getting anywhere that seemed to make any sense in that session, the therapist
decided to mention it to the patient at the following session. The patient responded imme-
diately, “I think of golf as what people do when they have nothing else to do. I've been tak-
ing it easy in here, lately. That is what your dream is about.”

Davies (2004) and Ehrenberg (1992) have addressed the potential value of judicious
affective countertransference disclosures. Davies gave the following example of such dis-
closure. A patient had been pushing to schedule a session earlier during the coming week.
Davies was getting annoyed. The patient stated, “You're cold and unfeeling and ungiving.
You've never been there for me, not ever. I mean, sometimes you pretend, but it’s just skin-
deep. Down deep inside you, where I can see, it’s just ice. The least you could do is admit it”
(p- 715). Davies responded, “Sometimes we hate each other, I think. Not always. Not even
usually. But sometimes we can get to this place together. I guess we're gonna have to see
where we can get from here. Neither of us likes it much. It justis” (p. 716). Among relational
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therapists, self-disclosure exists as one option, with some therapists self-disclosing fairly
liberally, whereas others rarely, if ever, do so.

CURATIVE FACTORS OR MECHANISMS OF CHANGE

New experiences and the development of new meanings of experiences are the major fac-
tors leading to change according to the relational approach (Curtis, 2009). Although new
experiences include an increase in awareness of that which was previously unconscious,
they often include a new relational configuration with the therapist as well. Some relational
theorists think that the relationship in and of itself may be curative. In order to examine
here-and-now interactions, certainly a fair degree of warmth and empathy is called for on
the part of the therapist. The therapist must not, however, act in a way that is so kind and
gratifying that it deprives the patient of the freedom to feel anger that will likely arise in the
context of a more ambiguous and reserved therapeutic situation.

Gill (1982) criticized his contemporaries for spending too much time on the past,
when the real leverage in psychoanalysis, he believed, came from discussions of the relation-
ship between the two therapy coparticipants. Since that time, there has been an increasing
focus upon the analysis of transference, with most relational analysts noting that the analyst
has transferences as well and can therefore never be simply an objective observer of the
patients’ transferences.

Early in the history of the interpersonal-relational tradition, many interpersonalists
emphasized the analysis of other relationships over analysis of the transference. Sullivan
had noted that it was too anxiety provoking, especially for disturbed patients, to discuss
the relationship in the “here and now.” Therefore, therapists could help patients deal with
experiences in other relationships in their lives and by so doing, at least in some cases,
patient and therapist might communicate implicitly about their own relationship. In con-
trast, Searles (1965) worked with patients with schizophrenia in a way that brought explana-
tion of the transference—countertransference matrix into the very center of the work. He is
among a group of analysts that helped shift the focus from extratransferential relationships
to the here and now of the therapeutic interaction. That said, relational therapists can be
quite different from one another and may have very different emphases in their work. For
instance, strengthening the “healthier components” of a patient’s personality by being sup-
portive of adaptive qualities is considered a major curative factor. For some, engaging in
this manner may enable the patient to cope better with his or her deficiencies and defects.

Analytic therapists have always relied on insight to bring about change. Insight may
be about the relationship with the therapist, about matters outside the relationship, and
especially about the impact of life history on current functioning. Such insights at best are
not simply cognitive realizations—they are profoundly emotional, especially when focused
on the here-and-now relationship between the two therapeutic participants. Most relational
therapists consider insight alone as a curative factor to belong to the classical Freudian
model. In the relational paradigm, change results not from a focus on insight into “the
truth” but from the expansion of awareness of a wider set of interactional patterns and
experiences. The patient has new experiences of self and others as hidden or disavowed
aspects are noticed and reclaimed. Incorporation of these experiences into the person’s
self-representation is also considered an expansion of awareness. Increased tolerance of
uncertainty and anxiety allows conflictual ways of being to be held in awareness simultane-
ously. Living with paradox may be seen as one sign of “health.” Consistent with dynamic
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systems theory, new self-organizing processes and meanings emerge from previously unfor-
mulated experiences.

Mourning lost possibilities is considered to be another curative factor by relational
psychotherapists. Many patients must grieve the loss of good relationships with parents,
or aspects of family relationships on which they missed out. Patients may also have missed
opportunities that must be mourned, or they may benefit from coming to grips with the real-
ity that all choices foreclose other possibilities. When impossible goals are fully mourned,
more energy is available for the possible ones.

Expansion of awareness, openness to new experiences, new meanings of experiences,
and new self-organization occur in a situation of safety. Some analysts have called such
a state “regression.” The word regression is misleading, however, in that a person does not
“regress” to an earlier level, but instead feels such a sense of safety with the therapist that he
or she feels held or contained (Balint, 1968). In this relaxed state, all may be experienced—
rational and irrational. Worst fears are experienced in a state of relative safety. Unfulfilled
desires are tolerated. Those who never will be satisfied are mourned. The anxiety regarding
the uncertainty of whether desires will be fulfilled is also tolerated. For some relational ana-
lysts, this experience is akin to that of love—not of romantic or brotherly love, but more that
of the Greek agape, which refers to the idea of a god’s love for his or her children. Reports
by relational analysts revealed that what was most helpful in their own treatments was the
therapist helping them to become aware of experiences they were avoiding, and to experi-
ence irrational thoughts and feelings (Curtis et al., 2004).

TREATMENT APPLICABILITY AND ETHICAL CONSIDERATIONS

Relational psychoanalytic therapy is applicable to a wide variety of patients, including very
disturbed patients. As with any verbal therapeutic endeavor, it is most likely to be effective
with patients who are self-reflective, verbal, and willing to examine their own contributions
to their problems in living. Psychoanalytic therapists, however, adjust their interventions
with patients who are not ideal candidates for analytic therapy, and engage in a form of
treatment that may lead up to psychoanalysis. For example, with patients who externalize
their problems or who are narcissistic, the therapist may need to emphasize reflective and
empathic modes of intervention. With children or patients who are less verbal, modifica-
tions in the technique are required (e.g., the therapist might decide to talk more with
a seriously disturbed patient who is mute). For patients who may come from a cultural
background in which it is inconceivable that a professional will not provide professional
direction or advice, the therapist may want to grant the patient’s wishes to some extent,
and attempt to examine the consequences of these interventions later. Wachtel, (1997),
Frank (1999), and Curtis (2009) have described using adjunctive therapies in relational
treatments. Relational therapists have adjusted their approach in working with inner-city
(Altman, 1995; Wachtel, 1999), bilingual or deaf patients, and those with addictions. The
concepts of dissociation and multiple self-states have been found to be useful in applying a
psychoanalytically informed approach to such patients.

If a patient comes for treatment exclusively for a specific behavioral problem, such as
substance abuse, a phobia, sexual misconduct, or smoking, the patient might be referred
for a behavioral treatment dealing specifically with this problem (see Antony & Roemer,
Chapter 4, this volume). A therapist might decline to treat a child alone, however, if the
child would benefit more with the whole family in treatment.
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Relational therapists must be clear with patients seeking symptom reduction about the
manner in which they work and the length of time treatment may take. Problems ensue
if the therapist overvalues fantasy and fails to inquire or be sufficiently concerned about
external realities (e.g., losing a job or physical health). Relational therapists face ethical
considerations, similar to other types of therapists, namely the lack of knowledge of tech-
niques from other theoretical orientations that may be more effective for particular prob-
lems, or the overuse of an approach they prefer even when they know that other approaches
have been shown to be more effective. A body of research suggests that symptoms domi-
nated by substance abuse may be best alleviated through treatments established by groups
such as Alcoholics Anonymous or by a period of residential treatment, and that phobias
caused by traumatic experiences are best treated with behavioral therapies. Even Freud
recommended behavioral exposure for phobias (1918/1953). In additional areas of dys-
function, where many research findings have suggested that a biological component plays
a large role (e.g., bipolar disorder, schizophrenia), most believe that medications must be
employed in addition to “talk therapy.” Some relational therapists, indeed, are disinclined
to employ psychoanalytic therapy in such situations where research literature indicates that
other approaches have been effective. Relational therapists view all symptoms in the whole
context of personality.

RESEARCH SUPPORT

Although there is considerable recent support for the effectiveness of psychoanalytic
treatments (Leichsenring & Rabung, 2008; Levy & Ablon, 2009; Shedler, 2010; Wolitzky,
Chapter 2, this volume), these studies tend not to include “relational” psychoanalytic psy-
chotherapy in particular. Randomized controlled trials have supported efficacy for psycho-
analytic treatments for depression, anxiety, panic, somatoform disorders, eating disorders,
substance-related disorders, and personality disorders (Leichsenring, 2009). Furthermore,
long-term psychoanalytic psychotherapy of at least 50 sessions was superior to various other
short-term treatments in 23 studies with comparison groups for patients who met criteria for
Axis I or Axis II disorders for overall outcome, target problems, and personality function-
ing (Leichsenring & Rabung, 2008). In Sweden, in a study not included in the Leichsenring
and Rabung meta-analysis, Sandell et al. (2000) followed over 400 patients in analytically
based psychotherapy over 3 years. Some of the analysts in this study likely held an object
relations orientation. This study showed progressive improvement in measures of symptoms
and morale the longer the patients were in treatment. It is interesting to note that the use
of a classical analytic stance, that is, the nongratifying style Freud advocated, was found
to be counterproductive. In another review of the efficacy of psychodynamic treatments
according to the standards of the Society of Clinical Psychology, Gibbons, Crits-Cristoph,
and Hearon (2008) concluded that psychodynamic treatments were efficacious for major
depressive disorder and opiate dependence with patients who were also on medication, and
likely efficacious as a monotherapy for both.

In the United States, most of the research on psychoanalytic therapies has been con-
ducted on brief treatment (Messer, 2001). Messer and Warren (1995) have categorized
a number of such short-term therapies as relational approaches. Interpretation of the
patient’s core conflictual relationship theme in Luborsky’s supportive—expressive therapy
has been found to be related to better outcomes (Crits-Christoph, Cooper, & Luborsky,
1988), including improvement in symptoms (Barber, Crits-Christoph, & Luborsky, 1996). A
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study of a briefinterpersonally oriented psychodynamic therapy derived from this approach
showed symptom remission in patients with general anxiety disorder (Crits-Christoph,
Safran, Samstag, & Winston, 2005). Although this research was not designed from within
the “relational” approach to psychoanalysis, the outcome data support it. Muran, Safran,
Samstag, and Winston (2005) reported evidence that brief relational therapy is as effec-
tive as cognitive-behavioral and ego-psychological (supportive) treatment for patients with
whom therapists find it difficult to establish a therapeutic alliance. And, of course, consider-
able research demonstrates the importance of the relationship itself (Norcross, 2002).

The interpersonal psychotherapy (Klerman et al., 1984) of 15-week duration has been
found to be effective in numerous studies of depression, including those with older adults
and adolescents. In a recent meta-analysis, it was found to be as effective as other therapies
for depression and eating disorders (Kotova, 2005), and there is also support for its use
with social phobias and posttraumatic stress disorder. In regard to personality disorders,
a randomized controlled trial found significant positive changes in people with a diagno-
sis of Cluster C personality disorders (anxious, avoidant) treated with short-term dynamic
therapy or cognitive therapy (Svartberg, Stiles, & Seltzer, 2004). It should be noted that the
applicability of the results of these very brief therapies for long-term relational therapy is
unknown.

Shedler (2010) has pointed out that there is additional support for links between psy-
choanalytic process and successful outcomes, whether or not investigators identified the
processes as derived from psychoanalysis. There is also considerable support for relational
models of the mind, personality, and change. Relational theory, to some extent, has devel-
oped as a consequence of this knowledge. In recent years, cognitive psychologists have pub-
lished many studies supporting the idea of implicit, or what they call “nonconscious,” factors
in attention and memory (Westen, 1998). Whereas there is support for psychoanalytic ideas
about defensive attention and memory, knowledge about the Freudian idea of repression per
seis inconclusive (Curtis, 2009). There is, however, much more support for the concept of
dissociation (Kihlstrom, Barnhardt, & Tataryn, 1992), a broader idea about disconnections
(explained earlier in this chapter). Relational ideas about the mental representations of
self, other, and relationships are similar to those found in a large body of research by social
and cognitive psychologists (Westen, 1998).

Although not specific to relational psychoanalytic approaches alone, there is also
research evidence for the existence of transferential processes (Glassman & Andersen,
1999). Whereas the evidence regarding the effectiveness of transference interpretations
is mixed, positive therapy outcome has been found to be related to accurate transference
interpretations in low dosages for high-functioning patients (Messer, 2001; Ogrodnicuk
& Piper, 1999). Progress in therapy was also found to be related to therapist adherence to
a psychodynamic focus formulated in object relations terms (Messer, Tishby, & Spillman,
1992). Transference-focused psychotherapy, although not derived from a relational per-
spective but central to it, has been found to be effective for borderline personality disorder
(Levy, Wasserman, Scott, & Yeomans, 2009). In a study of transference-focused dialectical
behavioral and supportive therapies, with 30 patients assigned to each treatment for 40 ses-
sions, only transference-focused and supportive therapies showed reductions in impulsiv-
ity, and only transference-focused therapy showed reductions in irritability and verbal and
direct assaults (Clarkin, Levy, Lenzenweger, & Kernberg, 2007).

Attachment research has been very influential in relational theories of development
(Mitchell, 2000). The study of attachment processes within the psychoanalytic tradition
began with the work of John Bowlby (1969, 1988). Bowlby, along with Sullivan and Fairbairn,
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was excluded from what was then mainstream psychoanalysis. Bowlby (1969) challenged
Freud’s view that hunger led infants to seek out their caretakers, describing instead an
autonomous instinctual attachment system relatively independent of the drives related to
hunger, sex, and aggression. For Bowlby, the need for attachment was primary, whereas for
Freud it was secondary.

Attachment patterns have been studied by Ainsworth (Ainsworth, Blehar, Waters, &
Wall, 1978) in infants, by Main (2001), and by a plethora of other researchers using a vari-
ety of measures of adult attachment styles (cf. Cassidy & Shaver, 2008). Various patterns of
insecure attachment styles have been linked with many forms of psychopathology (Parkes,
Stevenson-Hine, & Marris, 1991). Both attachment style (Fonagy, 2001; Levy, Meehan,
Kelly, Reynoso, Weber, Clarkin, et al., 2008) and representations of self and other (Blatt,
Auerbach, & Behrends, 2008) have been found to change during psychotherapy, which
is consistent with the relational psychoanalytic approach. Mentalization-based therapy, a
psychodynamic therapy rooted in attachment and cognitive theories and requiring limited
training, helps patients become more aware of their own and others’ mental states in order
to address their difficulties. Mentalization-based therapy showed a steeper decline in all
significant problems in an 18-month treatment, including suicide attempts and hospitaliza-
tions for patients with borderline personality disorder, than did structured clinical manage-
ment in a randomized controlled trial (Bateman & Fonagy, 2009).

CASE ILLUSTRATION

Scott, age 26 when he started treatment, presented a symptomatic history of poorly con-
trolled anger, initially in the form of adolescent brawling, and expressed more currently in
extreme impatience, intolerance, arrogance, and provocative argumentativeness. His physi-
cally violent, bullying behavior culminated in his suspension from high school for part of
his senior year, despite being near the top of his class in grade point average. Although he
gained admission to an Ivy League college, his suspension cost him acceptance to his most
coveted school. After he finished college, Scott accepted training positions at one, then
another top tier investment banking firm. In both instances his technical performance
was exemplary, yet he was fired for his surly and belligerent manner. He began therapy
depressed about his unemployed status, wishing to prevent further self-destructive aggres-
sion.

Scott was extremely ambitious, placing far greater import on his career than on his
love life. He acknowledged that his very short temper had interfered with romantic involve-
ments with women, and that he had not yet had a long-term love relationship. This did not
particularly disturb him, since he had a network of male buddies with whom he drank,
gambled, and competed in sports; he rarely felt lonely. His relations with his parents were
fractious. They were quite involved with one another, although this was punctuated by fre-
quent and ugly verbal brawls and periods of estrangement. It was his mother who urged him
to consider psychotherapy. Scott was a most reluctant patient, having little predisposition
toward self-reflection and cessation of destructive action. Despite his very high intelligence,
he lived in a universe of action and reaction. Thinking about highly personal things was
viewed as inefficient at best, or as soft and effeminate at worst.

Scott, an only child, was Central American by birth, abandoned in the street by his
mother, and adopted from an orphanage at about 1 year of age by upper-class European
American parents in California. He was short, squat, and browned-skinned, with distinct
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Native Indian features. He was raised with privilege in an affluent suburb by parents he
described as basically devoted and loving. He noted that his father, a successful business-
man, is a highly competitive person, loses his temper readily, argues frequently, and holds
fierce grudges. His mother, who is a housewife, has a rich social life that is focused around
country club activity and philanthropic causes. Scott described her as a beautiful and vain
woman who places strong emphasis on physical appearance. Both parents noticed early
their adopted son’s high intelligence and expected from the beginning that he would be a
high achiever.

Scott showed virtually no interest in his own personal or cultural heritage and never
traveled to Central America or researched his biological beginnings. He was rarely con-
scious of his racial characteristics except when rebuffed by the tall, light-skinned, blond
women he uniformly desired. Parenthetically, Scott’s mother is fair in complexion, and
taller by 3 inches than he. Scott’s early dreams in therapy were replete with imagery sug-
gesting both a strong sense of difference and the inclination toward hypervigilance based
on danger. In his first dream after entering therapy, he spoke of being in a room where it
was his task to kill scorpions that were continuously emerging from cracks in the walls of
his costly Manhattan apartment. Despite his lack of overt curiosity about his origins, the
scorpions in his dreams, more likely in Central America than in Manhattan, for example,
suggested that in his unconscious life, he lived between his two worlds.

My (IH) earliest contacts with Scott left me feeling shut out, intimidated, and angered.
It took many telephone messages finally to speak and make an initial appointment with
him. When we did meet, I found Scott cold, terse, and impatient with my initial question-
ing. He was business-like, neither reflective nor curious, rarely elaborated on answers to my
queries, and did not initiate dialogue. It looked as if he could not wait to leave the session,
and he appeared bored and restless. After asking what it was like to be with me and getting
anoncommittal answer, I observed that it seemed to me that he was generally angered and/
or bored by my presence—barely tolerant of my existence. He replied that he was neither,
but that this experience was simply uncomfortable and unfamiliar. When I pressed, refer-
ring to the evidence for my statement (e.g., his terseness, restlessness, disengagement, and
annoyed and bored facial expressions), he became angry, declaring that he had already
answered what I had asked, and asking why I was trying to provoke him.

My informal assessment of Scott after 1-2 months of twice weekly analytic psychother-
apy, was of a young man who dealt with his anxieties and vulnerabilities largely through
denial and aggressive activity. I assumed that Scott’s pervasive anger and competitiveness
reflected a partial identification with his father, feelings of being physically unappealing to
his mother, and an unconscious effort to avoid emotional recognition of feelings associated
with his having been abandoned, orphaned and adopted. Scott felt a sense of well-being to
the extent that he engaged successfully in the male world of sports, academic, or business
competition. Literally or figuratively beating another man helped him avoid recognition of
his internal sense of profound tenuousness and fragility, the legacy of early rejection fol-
lowed by the vulnerability of adoption. He felt that he was his parents’ biological child and
tried hard not to recognize that he looked different, denying the almost inevitable adop-
tee’s anxieties of once again being unloved or discarded.

Scott appeared throughout his life to engage in self-destructive actions, and by so
doing, to repeat his core experience of being abandoned. This occurred most dramatically
in his being kicked out of high school, in his recent firings, and, on a more everyday level,
through initiating parental rejection via argument and initiating sexual abandonments
through the choice of girls and women who would be unlikely to find him appealing. The
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absence of a viable career at the time of the initial consultation represented a great threat
to him. Minus external success and avenues for competitive achievement, Scott was having
difficulty avoiding the affective experience of depression, and fear of aloneness and abject
weakness and helplessness.

The absence of romantic love in his life was more salient to Scott when he lost his
work—the area of life that helped him maintain his psychological equilibrium. With both
deficient love and work relationships, Scott was beginning to feel depressed and anxious
that the world he built, which was based on denial and acting out, would come falling down
upon him. His key internal conflict revolved, on the one hand, around attachment to an
internalized past highlighted by abandonment and impoverished experience, and fear of
being orphaned by his adoptive parents, and, on the other, the wish to embrace securely
his new world of opportunity. Scott’s inability to address his extraordinary vulnerability, ter-
ror, and absence of caretaking guaranteed that he would unconsciously repeat or live out
these themes in his contemporary life. His extreme aggressiveness both protected him from
experiencing vulnerability, and guaranteed that the abandonments of the past would be
repeated. Scott unconsciously controlled his abandonments by bringing them on himself.

Although Scott was indeed quite emotionally distant, speaking with my recalcitrant
patient about his life in a way that was new to him nonetheless appeared to translate into
some quick, palpable results. I was very pleased that after only 2 months of therapy Scott
found a good job and seemed to be controlling his anger and brusqueness with colleagues.
However, it was not long after this development that his sense of urgency about therapy
diminished, and he began to become more overtly bored and disinterested in our venture.
In our sessions there was abundant silence. After a couple of months more of this trying
work, Scott failed to show up for a session without calling. I was convinced that he had quit.
When he arrived for his next session Scott said that he had had an emergency business
meeting. When I asked why he had not called, he stated that he knew he was going to see
me again in 2 days anyhow. The next time he canceled, he called in advance and asked for
an alternate time. I returned his message, asking him to confirm the time I offered and
his more than one-day-late return message was barely understandable: “Hi, that’s OK.”
He did not leave his name on the message or engage in any other social amenity. When
I questioned him about taking so long to call back, and then not leaving his name on my
answering machine, he was dismissive and said that I was wasting his time with such small
and petty interests. He was most likely simply busy at work, he said.

At about this time Scott began to yawn increasingly and more noisily during sessions.
My own feelings ranged from a sense of invisibility to identifying with the high school kids
he had beaten up; to the angry, retaliatory feeling that I was with someone uncivilized,
whom I would like to have disappear. I asked whether he was aware of his increasingly loud
and uncovered yawns, and he responded that he must be suffering the effects of long work
hours and early morning sessions. I then told Scott that his manner on the telephone, the
yawning, and his general absence of social decorum was striking and that, given his social
background, this might have psychic significance. I added that I thought he was trying to
get me to boot him out of treatment. To my surprise at the time, these observations were
not met with a totally slammed door. Though Scott was still combative, this series of interac-
tions proved to be a turning point in our 5-year psychotherapy.

Scott’s conflicts around attachment to his core identity as an abandoned child in an
impoverished and violent society, and his fear of fully recognizing these vulnerabilities
and terrors, continued to have an impact on his life even as we addressed these issues. We
spoke of his father’s intense temper, piecing together how such rage provoked fears that
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he had not before articulated, of being both abandoned and physically injured. He began
very tentatively to address his feeling that his mother found him physically unattractive. In
addition to identifying with Scott’s deepest fears and humiliations, I often felt the other
side of the equation—the wish that he would go away, or at times, even die. He provoked
enormous rage in me, and I continually struggled not to withdraw emotionally, not to ask
him to leave treatment during periods when he missed sessions or otherwise withdrew and/
or demeaned me. Addressing his evocation of such feelings, we gradually arrived at Scott’s
becoming aware of his own stimulus value (i.e., what it is like to engage with him). It helped
Scott see, for example, how he both intimidated and enraged his parents, and provoked
his bosses to fire him. Indeed, Scott did drop out of therapy for brief periods over the 5
years, and such interludes dovetailed with his feeling vulnerable to and sensing my wishes
to abandon him.

This sequence tended to run as follows: Scott appears involved with me and working
productively; I feel a reciprocal warmth and affection; Scott misses sessions and/or becomes
verbally sadistic with me; I interpret this sequence of vulnerability and attack to him; Scott
angrily walks out of a session, saying he’ll never return, or he just fails to show up for a num-
ber of sessions and does not return my calls. Sequences like this occurred six or seven times
over our b years together, though less frequently in our final year. I credited Scott’s feeling
reasonably understood by me, and my relative resilience in the face of his assaults, for his
returning to see me after each time he quit. Nonetheless, the durability of our therapy was
touch and go for the better part of it.

Scott’s life outside sessions, unsurprisingly, paralleled our relationship. He continued
to clash periodically with, and to behave arrogantly and nastily to, colleagues and bosses
alike, which resulted in his eventually losing the job he found shortly after he started ther-
apy. Indeed, he was fired from still another good job before he settled in and persisted with
his current one. In parallel, Scott’s relationship with his parents remained volatile until
near the end of psychotherapy. At one point his rage was so intense that his parents did not
speak with him for 4 months. This breach and others tended to coincide with Scott’s being
frightened by his growing awareness of feelings of dependence and weakness, and his rage-
ful and highly provocative response to such affects. Scott’s love life remained barren until
very near the end of therapy, when he began to date a young woman who appeared to be
a good match for him. Prior to this, Scott would inevitably engage with women in one of
two ways: He would pursue tall, blond, slender women who showed absolutely no interest in
him, or he would begin to date a woman who seemed to like him, but soon turn on her in
a nasty and abusive manner.

Scott and I agreed to terminate therapy at a time when his relational patterns had
improved. He was getting along better with others, a change, I thought, reflected in his
internal relational configurations. If his changes were judged to be only behavioral or
external, then there would be little optimism that there was potential for these changes
to endure meaningfully. But near termination, Scott seemed more inclined toward self-
reflection; less inclined toward action; and more open, vulnerable, and generous with me,
his parents, a girlfriend, and his coworkers. His rage and protective yet self-destructive prov-
ocations subsided considerably. He remained, however, a moody young man with whom it
was often difficult for others to be. As might be expected, some of Scott’s most abrasive ways
were manifest in the transference, as we began to discuss termination. Fortunately, we were
able to say goodbye on a note of relatively mutual warmth and affection. Scott is not a new
person. He is someone who has faced some of his dreaded vulnerabilities and is open to a
wider range of affective experiences with others, and within himself.
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Over the course of therapy, Scott became far more curious about his history and more
willing to face painful and theretofore unconscious experience. He traveled to his country
of origin, although, to my knowledge, has not yet tried to find his biological parents. He
stated that his father’s rages scared him as a child and provoked fears of once again being
placed for adoption. Scott spoke of a vague sense that his mother seemed affectionately
inhibited with him—that she did not seem to appreciate his male body as did the moms
of some of the kids with whom he grew up. He was able to discuss feeling pained by this,
though, as a child, he did everything possible to prevent his becoming aware of such affects.
More and more he recognized how defensive his anger was, and how it often served both
to compensate for weakness and vulnerability, and to provoke the very abandonment he
feared would occur. He was able to tell me that he now sometimes allows himself to own his
origin as a Central American peasant, and to speculate that some of his physically violent
behavior reflected his then unarticulated connection with how he imagined his biological
parents to be. Scott’s evolution as a person reflects the value of a therapy that emphasizes
examination of the here-and-now interaction between patient and therapist as central to
the development of new internalized experience.

CURRENT AND FUTURE TRENDS

There have been increasing concerns within relational psychoanalysis that the taboo against
spirituality, initiated by Freud in his rejection of the conventional religious beliefs of his
time, contributes to alienation and depression. Similarities between relational psychoanaly-
sis and meditation techniques, especially Buddhism, have been noted at least since the pub-
lication of Zen Buddhism and Psychoanalysis (Fromm, Suzuki, & De Martino, 1960). In recent
years the areas of similarity and difference in these processes of allowing whatever thoughts
and feelings to come into the mind have been examined with increasing frequency (e.g.,
Langan, 2006; Rubin, 2009; Safran, 2003). Both traditions deal with increasing awareness
and the realities of human suffering, and ways to endure and/or overcome it. They both
consider issues of desire and restraint, and the effects of unbridled passion. Winnicott’s idea
of the false self has been viewed as being akin to the problems of the excessive concerns of
the ego in Buddhism. Both see some form of aggression against and destruction of former
patterns of organization as a precursor of creativity (Epstein, 2005). The interpretive tradi-
tion of psychoanalysis is also similar in some respects to that of the Judeo-Christian legacy.
For example, the story of the Garden of Eden has been seen in psychoanalysis as symboliz-
ing a step forward of humankind in awareness of not only good and evil, and consciousness
of our own consciousness, but also knowledge of sexuality and its powerful forces, as well
as the entrance of human beings into a wider system of language and the norms that guide
society (Aron, 2005).

The experiences of people with gay, lesbian, and bisexual orientations, not previously
viewed in psychoanalytic literature as healthy sexual choices, are being integrated into the
understanding of “normal” development and of therapeutic practice. Considerable work
has also been done by relational analysts to understand that the psychological experience
of whiteness as similar to and distinguished from other racial and multiracial backgrounds
(cf. Altman, 2006; Leary, 1999; Muran, 2007).

The focus of Western culture on efficiency, productivity, and their measurement is
somewhat antithetical to the contemplative, reflective nature of psychoanalytic approaches,
and their valuing of the subtle examination of relationships and of inner life. As Aron stated
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in a recent interview with Safran (2009), “People still want to be listened to in depth and
always will” (p. 116). To the extent that human fulfillment remains important, patients will
likely turn to reflective approaches such as psychoanalytic psychotherapy in their attempts
to enjoy more fully their love relationships, work, and play.

SUGGESTIONS FOR FURTHER STUDY
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B ehavior therapy is not a unified approach to psychotherapy. In fact, in their Dictionary of

Behavior Therapy Techniques, Bellack and Hersen (1985) list more than 150 different behav-
ioral strategies for treating psychological problems. Behavior therapy includes a wide range
of techniques, including exposure-based therapies for anxiety disorders, relaxation train-
ing, biofeedback, reinforcement-based treatments, assertiveness training, sensate focus for
sexual dysfunction, “bell-and-pad conditioning” for bed-wetting, and many others. Mod-
ern behavioral treatments have also expanded to include cognitive strategies and, more
recently, mindfulness- and acceptance-based approaches.

In addition, the theoretical assumptions of modern behavior therapy are also quite
diverse. Behavior therapists differ with respect to the relative importance placed on factors
such as environmental contingencies and the role of cognitions in understanding behavior.
There is also disagreement regarding the importance of developing a unique, individual-
ized, evidence-based treatment plan for each client versus relying only on standardized,
session-by-session treatment protocols that have been subjected to randomized controlled
outcome studies (Addis, Cardemil, Duncan, & Miller, 2006; Wilson, 1998).

Despite the differences among behavioral treatments, there are also a number of
shared characteristics that distinguish behavioral treatments from other forms of psycho-
therapy. First, the emphasis in behavior therapy is on directly changing those relatively
immediate factors that are thought to predispose, trigger, strengthen, or maintain prob-
lematic behaviors. Unlike some other forms of psychotherapy, in which the goal may be to
help an individual to develop insight into the early developmental factors that may have ini-
tially contributed to a problem, behavior therapists work directly on problematic patterns
of behavior by helping their clients to make changes, such as decreasing avoidance of feared

107



108 BEHAVIORAL AND COGNITIVE APPROACHES

situations (e.g., in phobias), eliminating compulsive rituals (e.g., in obsessive—compulsive
disorder [OCD]), improving social skills (e.g., in schizophrenia), changing unhealthy eat-
ing patterns (e.g., in anorexia nervosa or obesity), or improving the quality of relationships
(e.g., in distressed marriages). Behavioral treatments may also involve changing aspects
of the environment that reinforce a particular problem. For example, if a child’s behavioral
problems appear to be reinforced by the parents’ giving in to their son’s or daughter’s
unreasonable demands whenever he or she has a tantrum, the parents may be taught alter-
native ways of responding to the child’s screaming and crying. Similarly, someone who has
withdrawn from almost all activities as a result of severe depression might be encouraged
to begin to reintroduce various activities into his or her daily routine as a way of increasing
the rewards that occur when a person is actively engaged in life.

Second, whereas therapists in traditional psychodynamic psychotherapy and person-
centered psychotherapy tend to be relatively nondirective, behavior therapists tend to be
quite directive, modeling or demonstrating alternative behaviors, encouraging the client
to try particular exercises, and assigning between-session tasks at the end of each session.
Behavioral treatments tend to emphasize the importance of learning new skills and chang-
ing behaviors that contribute to the individual’s problems. In fact, clients sometimes point
out the similarities between being in behavior therapy and being in school. Like formal
education, behavior therapy tends to be focused on achieving particular goals, may include
instruction and education, involves the completion of assignments between sessions, and is
associated with repeated assessments to measure the extent to which goals are met.

The duration and setting of treatment can sometimes be quite different in behavior
therapy than in other forms of therapy. First, behavior therapy is often brief, particularly
when standard evidence-based protocols are followed. For example, in typical research
studies on behavior therapy, treatment for anxiety disorders is often completed in as little
as one session for a specific phobia (Zlomke & Davis, 2008) or 10-15 sessions for other anxi-
ety disorders, such as panic disorder (Craske & Barlow, 2008) and social anxiety disorder
(Antony & Rowa, 2008). The length of treatment may be longer in routine clinical practice,
especially for cases in which the presenting problems are complex, or when the client wants
to work on multiple problems. In addition, whereas most psychotherapies take place in the
therapist’s office during a 50-minute hour, behavior therapy sessions may last longer and
may occur outside the therapist’s office.

Finally, behavioral treatments are more strongly rooted in empirical research relative
to other psychotherapies. As a result, the techniques used by behavior therapists change
over time, as new information is learned about which techniques are most helpful, and
which are unnecessary.

This chapter provides the reader with an understanding of the theory and practice of
behavior therapy. Although modern behavior therapy is usually delivered as part of a com-
prehensive treatment package that also includes cognitive strategies, this chapter does not
describe in detail the cognitive aspects of treatment, which can be learned in Dienes et al.
(Chapter 5, this volume).

HISTORICAL BACKGROUND

Despite a few early papers describing exposure-based treatments for fear (e.g., Jones,
1924; Terhune, 1948), it was not until the 1950s and 1960s that interest in behavior ther-
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apy started to blossom, thanks to several researchers (e.g., Hans Eysenck, Cyril Franks,
Arnold Lazarus, Isaac Marks, S. Rachman, Joseph Wolpe) working in South Africa, Eng-
land, and the United States. Two conditions set the stage for the early popularity of behav-
ior therapy. First, in the 1950s, basic research on learning theory-based explanations for
clinical phenomena was becoming popular. For example, researchers with an interest in
phobias were influenced by Mowrer’s (1939) two-factor model, which explained phobias
as being initially triggered by a traumatic classical conditioning experience (e.g., develop-
ing a fear of dogs after being bitten by a dog) and later maintained by operant condition-
ing or reinforcement for avoiding the feared stimulus (e.g., experiencing relief by avoid-
ing dogs). Second, a number of clinical researchers (e.g., Eysenck, 1952) were becoming
increasingly disenchanted with psychoanalysis, the dominant form of psychotherapy at
the time. Eysenck and others criticized psychoanalysis for lacking research support and
for being an ineffective treatment in many cases. The growing dissatisfaction with psycho-
analysis, combined with the increasing interest in learning theory, set the stage for the
birth of behavior therapy.

In the first professional publication to include behavior therapy (Lindsley, Skinner, &
Solomon, 1953), the term described the application of an operant conditioning model to
change problem behaviors in psychotic patients. Lazarus (1958) subsequently used the term
to refer to Wolpe’s procedures for treating neurotic clients by reciprocal inhibition (Wolpe,
1958), and shortly thereafter, other influential writers (e.g., Eysenck, 1960) used the term
more broadly to refer to any treatments based on learning theory, and especially the prin-
ciples of classical and operant conditioning. Beginning in the 1960s, the term behavior modi-
fication began to be used as well, particularly in the United States (e.g., Bandura, 1969;
Ullmann & Krasner, 1965). Although the terms behavior modification and behavior therapy
are sometimes used interchangeably, the term behavior modification has also been called on
to describe treatment procedures that are specifically based on operant conditioning (e.g.,
token economy and aversive conditioning; O’Donohue & Krasner, 1995), and the term
behavior therapy is more often used in discussions of the outpatient, clinic-based practice of
behavioral approaches.

By the 1960s, behavior therapy was quickly being established as a bona fide approach
to treating psychopathology. In 1963, the first major journal devoted to behavior therapy,
Behaviour Research and Therapy, was founded by Eysenck, and 3 years later, the Association for
Advancement of Behavior Therapy (AABT) was formed, with Cyril Franks as the founding
president. Today, a large number of journals are devoted to behavior therapy, and AABT
(now the Association for Behavioral and Cognitive Therapies) is the largest professional
association in North America devoted to the study and practice of behavioral and cognitive
therapy.

The domain of behavior therapy is no longer limited to treatments based on tradi-
tional learning theory and, increasingly, it is difficult to articulate the boundaries of this
approach, because it is defined by those who practice it. Many behaviorally oriented clini-
cians now include a wide range of evidence-based techniques in their practices, including
cognitive therapy, relaxation training, biofeedback, social skills training, and mindfulness-
based strategies. In addition, almost all the journals that specialize in behavior therapy pub-
lish papers on a broad range of empirically supported psychological treatments. Although
the variety of behavioral treatments has expanded over the years, the importance of using
treatments that are supported by rigorous scientific study remains a hallmark of behavior
therapy.
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THE CONCEPT OF PERSONALITY

The notion of personality is based on the idea that individuals have characteristic patterns
of feeling, thinking, and acting. Trait theories of personality suggest that, given a partic-
ular situation, different individuals respond in different ways, depending on the unique
combination of personality traits we each possess. For example, some people (i.e., those
with greater trait anxiety) are more likely than others to react with anxiety in a potentially
threatening situation. In its most extreme form, trait theory places the cause of an individ-
ual’s behavior in the person; that is, it is presumed that the individual’s personality causes
his or her behavior.

In contrast, behavioral theorists have tended to emphasize the role of context or situ-
ational factors in determining a particular individual’s behavior. Walter Mischel (1984) is
perhaps best known for demonstrating that people do not act consistently across situations,
and thatitis, in fact, difficult to predict accurately behavior based on measures of personal-
ity. For example, most people who report high levels of trait anger on personality measures
are not angry in all situations. A person may be angry in one situation (e.g., being cut off
while driving) and calm in other challenging situations (e.g., when a child spills his or her
soup). From a behavioral perspective, as described here, it is the situation that determines
behavior—not the presence or absence of particular personality traits.

On the surface, behavioral theory may seem to be at odds with a trait-based approach
to understanding personality. However, the apparent differences probably have more to do
with common misunderstandings about both approaches rather than actual differences. In
fact, the two approaches are quite compatible. Most trait theorists acknowledge the role of
context and situational factors in determining behavior. However, all other factors being
equal, a trait approach would predict two different individuals to behave in characteristi-
cally different ways given the same situation. For example, an individual who is extraverted
would be expected to be more social at a party than would an individual who is relatively
introverted, assuming that all other factors (the person’s mood, life stresses, the number of
familiar people at the party, etc.) are equal for both individuals.

Similarly, most behaviorists would acknowledge that predisposing factors affect how
an individual responds to particular situations, and that in some cases individuals respond
similarly to a broad range of situations. However, behaviorists differ from other theorists in
the way they define and explain these stable tendencies to respond to a wide range of situa-
tions in similar ways (i.e., personality). From a behavioral perspective, personality is defined
in terms of an individual’s behaviors, and behaviors are assumed to occur primarily as a
result of an individual’s learning history. So, to a behaviorist, an individual who is particu-
larly introverted across a wide range of social situations might be introverted because he
or she never learned any alternative ways to behave in these situations, or because being in
social situations is not reinforcing for the individual.

Most behaviorists also acknowledge the role of biological constraints on learning. In
other words, one’s unique genetic composition, temperament, and other biologically deter-
mined factors are thought to influence the ways in which one learns, thereby influencing
one’s personality. When behavior therapists refer to an individual’s learning history, they
are typically including a broad range of experiences. For example, a number of repeated
assaults in various public places could lead a person to fear being alone in public through a
process of classical conditioning (i.e., the pairing of a neutral stimulus, such as being outside,
with an event that naturally triggers a characteristic response, such as an assault). Through
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stimulus generalization (i.e., the spreading of the conditioned association to new situations
that are similar to the situation where the trauma occurred), the individual might begin to
feel unsafe in a wider range of situations, developing what one might consider an “anxious
personality.”

Although classical conditioning may contribute to the development of personality,
operant conditioning is often thought to play an even larger role. B. F. Skinner (1974) sug-
gested that behaviors, including those behaviors that make up a person’s personality, are
determined by patterns of reinforcement and punishment from the environment. Accord-
ing to this perspective (often referred to as radical behaviorism), someone who is generally
dishonest, manipulative, and antisocial might have been reinforced for these behaviors in
the past (e.g., spending time with friends who also engaged in these behaviors and rein-
forced the individual for engaging in these behaviors with praise, attention, and social
connection), whereas someone who does not display these traits would likely not have been
reinforced for these behaviors, and might even have been punished for behaving dishon-
estly.

From a behavioral perspective, other forms of learning are also thought to contrib-
ute to personality. For example, social learning theorists such as Albert Bandura discuss
the role of modeling (observing others who exhibit a particular type of behavior) and its
influence on behavior. Cognitive-behavioral theorists emphasize the causative role of an
individual’s beliefs and assumptions in determining behavior, as do social learning theo-
rists. Our beliefs are thought to arise from various types of learning experiences, including
classical conditioning events, operant conditioning, watching others behave in particular
ways, or being exposed to various forms of information or misinformation from things that
we hear, see, or read. According to cognitive-behavioral theory, one’s cognitions mediate
the relationship between one’s learning history and one’s behavior. In contrast, radical
behaviorists see cognitions as a form of behavior influenced by one’s learning history, just
like any other behavior.

PSYCHOLOGICAL HEALTH AND PATHOLOGY

A behavioral approach to psychopathology does not judge behaviors as “healthy” or
“unhealthy,” separate from their context and their consequences. Instead, behaviors,
whether deficient or excessive, are usually discussed with respect to whether they are adap-
tive or maladaptive in a particular cultural or social context. In this way, the definition of
mental disorder from a behavioral perspective is consistent with the definition published
in the text revision of the fourth edition of the Diagnostic and Statistical Manual of Men-
tal Disorders (DSM-IV-TR; American Psychiatric Association, 2000). DSM-IV-TR defines a
mental disorder as “a clinically significant behavioral or psychological syndrome or pattern
that occurs in the individual and that is associated with present distress (e.g., a painful
symptom), disability (impairment in one or more important areas of functioning) or with a
significantly increased risk of suffering death, pain, disability, or an important loss of free-
dom” (p. xxxi). In other words, whether a pattern of behavior is considered pathological
depends on the consequences of the behavior and not on the content or form of the behav-
ior. This definition allows for appreciating differences between cultures and other groups.
For example, a behavior that is considered normal in one culture or social group may be
considered deviant in another culture or group.
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Also, according to behavioral theory, adaptive and maladaptive behaviors are caused
by the same basic learning processes. Differences between nonclinical manifestations of
a problem and clinically relevant symptoms (e.g., normal sad moods vs. depression; occa-
sional worry vs. generalized anxiety disorder) are typically thought to be quantitative, not
qualitative, differences. In other words, the most important differences between an indi-
vidual with clinical depression and a healthy individual who occasionally experiences sad
mood are in the frequency, intensity, and consequences of the depression, notin the quality
of the mood state.

THE PROCESS OF CLINICAL ASSESSMENT
Conceptual Issues in Behavioral Assessment

There are three general purposes of assessment in the context of behavior therapy—to
understand an individual’s problem, to plan treatment, and to measure change. In tra-
ditional behavior therapy, understanding a problem typically includes a comprehensive
Junctional analysis. The process of functional analysis involves considering four different
areas that can be summarized by the acronym SORC (stimulus—organism-response—
consequence; Nelson & Hayes, 1986). The term stimulus refers to the antecedents of a prob-
lem behavior, including the controlling variables that trigger the behavior. For example,
antecedents of problem drinking for a particular person may include factors such as being
around drinking cues (e.g., friends who drink, places that serve alcohol, and smoking),
life stresses (e.g., a hard day at the office), and having extra money to spend (e.g., payday).
Variables having to do with the organism are those that are unique to the individual, includ-
ing things such as physiological factors, temperament, learning history, expectancies, and
other cognitive factors.

Describing the person’s responses involves conducting a detailed analysis of the individ-
ual’s behavior. For example, in the case of the individual who drinks excessively, the behav-
ior therapist would likely want to know how frequently the person is drinking, how much
the person drinks, and what the person is drinking. The assessment should identify prob-
lem target behaviors (e.g., behavioral excesses and deficits that will be the focus of change) as
well as alternative behaviors (i.e., behaviors that can replace the problem behaviors). Finally,
functional analysis involves examining the consequences of the behavior in order to under-
stand the patterns of reinforcement and punishment from the environment that may be
influencing the problem. For example, consequences of problem drinking may include
positive effects, such as intoxication, reduced anxiety (an example of negative reinforce-
ment through the reduction of an aversive internal state), and social support from one’s
drinking buddies, and negative effects, such as being late for work, relationship problems,
and withdrawal symptoms the next morning. The results of a functional analysis may be
used to develop an individualized treatment plan that will involve changing the triggers
and reinforcing consequences for the problem behavior.

Behavior therapists differ in the extent to which to which they rely on idiographic or
individualized assessments, such as functional analysis, versus using standardized assess-
ment tools, such as symptom questionnaires or structured diagnostic interviews. In recent
years, many behavior therapists have shifted away from traditional functional analysis
toward a more symptom-focused assessment, with the goal of measuring the presence,
absence, and severity of particular symptoms (panic attacks, depressed mood, drinking,
binge eating, etc.), understanding the triggers for these symptoms, and establishing a diag-
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nosis based on DSM-IV-TR criteria. Over the past few decades, effective behavioral treat-
ments have been developed for a number of psychological disorders, and many of these
have been empirically validated in the context of particular DSM-IV-TR diagnoses. Thus,
knowing whether a particular person suffers from panic disorder or social anxiety disorder
can inform decisions regarding the best treatment for the problem. In addition, insurance
companies typically require a diagnosis in order to reimburse clients for psychological
treatments—a practical reason why behavior therapists (and others) may have become
more interested in diagnosis in recent years. Ideally, a comprehensive behavioral assess-
ment should include aspects of both approaches, obtaining information about the types
of symptoms a person is experiencing, and learning about any individual characteristics
(patterns of reinforcement in the client’s environment, cultural factors, etc.) that may have
an impact on treatment.

From a behavioral perspective, a thorough assessment is thought to be essential for
treatment planning. For example, the information obtained during the assessment is often
used to establish the treatment goals. A client with OCD who reports washing her hands
several hundred times per day might have a goal of reducing her hand washing to no more
than 10 times daily. The assessment is also used to select appropriate treatment strategies.
In this example, the assessment would involve making a list of situations that trigger a feel-
ing of contamination and subsequent hand washing, and this list of situations would then
be used to generate possible exposure practices (e.g., having the client touch various “con-
taminated” objects).

Omne way in which behavior therapy is different from most other forms of therapy is
the importance placed on measuring outcome. A hallmark of behavior therapy is the use
of empirically supported treatments and the measurement of treatment outcome for each
client, using empirically supported assessment tools. Before treatment begins, measures
are taken during a baseline period to establish the pretreatment level of symptoms. Ideally,
measurement of the problem behaviors continues throughout treatment, followed by a thor-
ough posttreatment assessment and occasional repeated assessments during follow-up.

Assessment Strategies Used in Behavior Therapy

Behavior therapists recognize that information obtained during an assessment is often
inconsistent, depending on the way the information is collected. Therefore, a multimodal
approach to assessment is typically recommended, in which a number of different sources of
information (e.g., clients, family members, and teachers) and methods of collecting infor-
mation are used in combination. Assessment tools used by behavior therapists may include
methods such as behavioral observation, diaries, clinical interviews, self-report scales, and
psychophysiological measures. Each of these approaches is discussed in this section.

Direct Behavioral Observation

Behavior therapists often use observation to assess their clients’ symptoms directly. For
example, a therapist who is interested in measuring the frequency of a young boy’s disrup-
tive classroom behaviors might ask the child’s teachers to observe him and record each time
he engages in particular target behaviors. Similarly, therapists who treat phobias behavior-
ally often use behavioral approach tests (BATs). A BAT involves instructing a client to enter a
feared situation and measuring his or her responses, including subjective fear ratings (e.g.,
based on a scale ranging from 0 to 100, called a subjective units of discomfort scale, or SUDS),
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physical symptoms, overt behaviors, and anxious thoughts. Videotaping can also be a use-
ful way of assessing behavior. For example, during social skills training, behavior therapists
often use videotapes to record a client’s performance and may play the tapes for the client
as a tool for facilitating change in particular social behaviors.

Unobtrusive observation (i.e., observation in which the client is unaware that he or she
is being observed) is most likely to provide a more typical sample of the client’s behavior,
because people tend to behave differently when they know they are being observed. Often,
however, unobtrusive observation is either impractical or unethical. The effect on behavior
of knowing that one is being observed can be minimized by observing the client for long
periods (allowing time for the client to habituate to the presence of the observer), or by
ensuring that the client is unaware of which specific behaviors are being measured during
the observation period. In session, the therapist has an opportunity to observe a sample
of the client’s interpersonal behavior, although behavior observed during therapy may not
generalize to other situations.

Monitoring Forms and Behavioral Diaries

Almost all behavioral treatments involve the monitoring of symptoms using a variety of dia-
ries and other monitoring forms. For example, behavioral diaries are used to measure food
intake in clients with eating disorders, panic attack frequency and symptoms in clients with
panic disorder, and depressed mood in clients with depression. Diaries are also a helpful
tool for facilitating compliance with homework during behavior therapy. For example, an
individual being treated for a driving phobia might be asked to complete a diary each time
he or she practices driving. The diary can provide information about the location and dura-
tion of the practice, the fear level experienced (based on the SUDS), any anxious behaviors
or thoughts that were experienced, and the outcome of the practice.

Perhaps the biggest advantage of behavioral diaries is that they circumvent the prob-
lem of clients not recalling the details of their symptoms and experiences from the previ-
ous week. Having individuals record their experiences as they occur increases the likeli-
hood that the information will be accurate. However, from a measurement standpoint,
one disadvantage of behavioral diaries is the problem of reactivity. There is a considerable
literature demonstrating that monitoring one’s own behavior can lead to changes in behav-
ior, particularly when the client first starts completing the diaries. For example, counting
cigarettes smoked can lead to a reduction in smoking (McFall, 1970), and monitoring food
intake in obese individuals can lead to a reduction in eating (Green, 1978), even before the
actual treatment begins. Therefore, therapists should be aware that baseline symptoms and
behaviors measured by diaries may not reflect the true baseline levels of these symptoms
and behaviors.

Although reactivity limits the accuracy of baseline assessments of self-monitoring, it
illustrates the usefulness of monitoring as part of an intervention. When clients begin sys-
tematically to notice their symptoms and the circumstances that precede and follow them,
this process helps them to change problematic patterns of responding. This likely hap-
pens because monitoring (1) increases and expands awareness, so that clients are able to
recognize patterns as they begin and see the consequences of their responses and the full
context that surrounds their occurrence; (2) leads clients to approach their symptoms with
curiosity and some amount of distance, rather than the judgment and criticism that is likely
more typical; and (3) makes it easier to initiate behavior change, because early cues are
detected.
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Clinical Interviews

Like professionals who practice other forms of psychotherapy, behavior therapists use clini-
cal interviews to collect important information about their clients, including the types of
problems individuals are experiencing, relevant symptoms, behavioral manifestations of
the problem (e.g., avoidance behaviors and binge eating), cognitive manifestations of the
problem (e.g., dysfunctional beliefs), contributing factors and triggers, consequences of the
problem, and treatment history. For much of the information collected, therapists must rely
on unstructured clinical interviews, in which the clinician determines what questions to ask
and how the resulting information will be used. The specific questions asked are, of course,
determined by the types of information that the client provides.

Although they provide maximum flexibility, unstructured interviews are generally
thought to be unreliable, leading different interviewers to obtain considerably different
information. Therefore, behavior therapists prefer to use structured or semistructured inter-
views to supplement the information obtained during their unstructured clinical interviews.
Structured and semistructured interviews address the issue of unreliability by standardizing
the content, format, and order of questions, and the psychometric properties of these instru-
ments are often well established. Generally, for the purpose of establishing a diagnosis in a
clinical setting, semistructured interviews (e.g., the Structured Clinical Interview for DSM-IV
[SCID-IV]; First, Spitzer, Gibbon, & Williams, 1996) are preferable to fully structured inter-
views, because they permit the interviewer to ask follow-up questions for clarification (after
the standard question has been asked) (Summerfeldt, Kloosterman, & Antony, 2010).

Self-Report Scales

Literally thousands of self-report questionnaires and tests exist for measuring a wide range
of problems. For example, Antony, Orsillo, and Roemer (2001) reviewed more than 200 evi-
dence-based measures related to anxiety disorders alone. Ideally, a comprehensive behav-
ioral assessment should include some client-administered measures to balance information
obtained from clinician-administered scales, which can be influenced to a greater extent
by interviewer biases. In addition, self-report scales have the advantage of being relatively
cost-effective in that they are typically easy to score and do not require any clinician time
to administer. An example of a popular self-report scale is the second edition of the Beck
Depression Inventory (BDI-II; Beck, Steer, & Brown, 1996). This scale contains 21 items,
takes a few minutes to complete, and provides a reliable and valid measure of depression
severity. In addition, it includes questions that assess most of the official DSM-IV symptoms
of depression (changes in appetite, loss of interest, suicidal thoughts, etc.); thus, it can be
a useful way to confirm the results of a thorough diagnostic interview. In the behavioral
treatment of depression, the BDI-II is often completed at each session, so the severity of
depression can be tracked over the course of treatment.

Psychophysiological Assessment

Psychophysiological assessment involves measuring aspects of an individual’s physiological
functioning. This form of assessment is typically not used in routine clinical practice, but
there are a number of situations in which it can be useful. For example, therapists and
researchers who work with anxious clients sometimes measure the individual’s heartrate asa
physiological indication of fear. Changes in heart rate can be used to measure improvements
over the course of treatment, along with more subjective measures such as self-report scales,
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BATs, and clinical interview data. Similarly, individuals suffering from sleep disorders (e.g.,
insomnia) often undergo all-night electrophysiological monitoring of sleep, as measured by
electroencephalography (EEG; measurement of brain activity), electro-oculography (EOG;
measurement of eye movements), and electromyography (EMG; measurement of muscle
activity) (Savard, Savard, & Morin, 2010). These measures are useful for the purpose of
diagnosis in that they may help to distinguish among different sleep-related disorders.

THE PRACTICE OF THERAPY

Traditional behavior therapy emphasizes an idiographic approach to changing behavior. In
other words, each client receives an individually tailored treatment, depending on the spe-
cific symptoms he or she reports and the particular variables that appear to be maintaining
those symptoms. Increasingly, there has been a move toward the development of standard-
ized treatment protocols that are designed to treat particular diagnostic categories, that
contain particular behavioral and cognitive techniques, and that have been validated in
controlled clinical trials. Although the movement toward using standardized treatments in
clinical practice has been controversial (Addis et al., 2006; Wilson, 1998), this development
has arisen for several reasons.

First, the emphasis placed on the identification and validation of empirically based
treatments has helped to distinguish behavioral treatments from other forms of psycho-
therapy. In addition, the development of treatment manuals has facilitated the dissemina-
tion of effective psychological treatments, despite competition from psychotherapies with
less empirical support, and pharmacological treatments, which are also marketed for par-
ticular diagnostic syndromes. Finally, managed care in the United States has demanded
that clinicians deliver short-term treatments that work, and evidence-based psychological
treatments have met those demands fairly well. There are a number of sources for informa-
tion on empirically supported treatment manuals, including a website run by the Society of
Clinical Psychology (2010) and books by Barlow (2008), Nathan and Gorman (2007), and
O’Dononue and Fisher (2009).

In practice, differences between traditional ideographic approaches to treatment and
more protocol-driven, symptom-focused approaches are often relatively small, especially
when used by experienced behavior therapists. Most individualized treatment plans rely
on strategies that are similar to those described in standard protocols. In addition, many
standard protocols allow therapists to be flexible with respect to the strategies selected for
particular clients.

In the rest of this section, we describe strategies commonly used in behavior therapy,
including psychoeducation, exposure-based strategies, response prevention, operant strat-
egies, behavioral activation, social and communication skills training, modeling, problem-
solving training, relaxation-based strategies, mindfulness- and acceptance-based strategies,
and emotion regulation skills training.

Psychoeducation

Most behavioral treatments include some form of psychoeducation, particularly during
early sessions. Some of what is covered during the initial psychoeducation sessions includes
discussion of a behavioral model for the problem being treated, a description of the treat-
ment process, and an overview of the ways the treatment procedures are likely to have an
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impact on the problem. Psychoeducation should not involve lecturing to the client. Instead,
it should involve a two-way discussion, in which the client is presented with new information
and is also asked to provide feedback about the ways his or her symptoms are consistent (or
inconsistent) with the model. Psychoeducation may also involve correcting misinformation
that the client has picked up along the way and suggesting recommended readings about
the target problem, or about effective methods for treating it.

For example, the initial session for a client being treated for a phobia of heights might
include a general discussion of the nature of fear and phobias (e.g., that fear is a normal
and healthy emotion that everyone experiences from time to time). The function of fear (to
protect the individual from perceived danger) would also be discussed. The client would be
reminded that the goal of treatment is not to remove all fear of heights (e.g., “It is helpful
to be apprehensive in situations that are truly dangerous, such as standing on the edge of a
cliff”) but, rather, to bring the fear to a realistic level that no longer creates significant dis-
tress or impairment. The initial session might also include discussion of the role of anxious
beliefs (e.g., “I will fall, be pushed, or jump from the high place”) and avoidance of feared
situations in maintaining the client’s phobia, and would likely include an overview of the
treatment strategies that will be used in therapy (Antony & Rowa, 2007). Although psycho-
education is an especially important feature during the initial phases of treatment, its use
continued throughout treatment as well. For example, whenever a new therapy technique
or assessment tool is introduced, it is important to discuss with the client how it is to be
used and why it is being introduced. In addition, toward the end of treatment, therapist and
client typically review strategies for maintaining improvements after therapy has ended.
Psychoeducation makes the process of therapy transparent, so that the client is informed as
to reasons for each intervention.

Exposure-Based Strategies

Some of the earliest behavioral treatments to be studied were based on the notion that
exposure to feared objects and situations leads to a reduction in fear. Today, exposure is
usually considered to be a necessary component of treatment for phobias, OCD, and other
fear-based problems. In fact, in the case of certain specific phobias (e.g., spiders, needles),
a single session of in vivo exposure is enough for the majority of sufferers to overcome
their fear (Antony, McCabe, Leeuw, Sano, & Swinson, 2001; Zlomke & Davis, 2008). For
other anxiety disorders, such as panic disorder and social anxiety disorder, exposure is an
important component of a treatment protocol that typically includes a number of different
strategies and occurs over a period of months.

Exposure Modalities

Exposure can be delivered in a number of different ways. In most cases, the method of
choice is in vivo exposure, which involves exposing a person to his or her feared object or
situation in real life. For example, an individual who fears driving is encouraged to drive;
an individual who fears dogs is encouraged to be near and eventually handle dogs; and an
individual with OCD who fears contamination is encouraged to touch things that he or she
perceives as contaminated. In the case of social anxiety disorder, exposure practices may
include role plays or simulated exposures as part of the treatment and are often combined
with cognitive restructuring (i.e., challenging anxiety-provoking thoughts by examining
the evidence for and against them) and sometimes social skills training.
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A second manner by which exposure can be administered is in imagination. Imagi-
nal exposure involves having a client imagine being in a feared situation. Although imagi-
nal exposure can lead to a reduction in fear, it is typically not used for treating phobias,
because it is not considered to be as powerful a method as in vivo exposure. There are two
situations, however, in which imaginal exposure is considered appropriate: (1) for clients
who are afraid of their own thoughts, images, or memories; and (2) for clients who are
unable or unwilling to do in vivo exposure (e.g., a client with a specific phobia of storms who
practices imaginal exposure between real thunderstorms).

A number of anxiety disorders are associated with a fear of thoughts, images, or memo-
ries. For example, individuals with OCD who have violent, religious, or sexual obsessions
are often terrified of having thoughts they perceive as inappropriate or dangerous, and in
these cases, the suppression of such thoughts is often thought to help maintain the OCD
symptoms over time (Purdon, Rowa, & Antony, 2007). In such cases, teaching clients to
bring on the frightening thoughts and images purposely, until they are no longer distress-
ing, can be a useful way of decreasing OCD symptoms and may add to the effectiveness of in
vivo exposure alone (Abramowitz, 1996). In addition, systematic imaginal exposure to the
memories of a trauma can lead to a reduction in symptoms among people suffering from
posttraumatic stress disorder (Riggs, Cahill, & Foa, 2006).

A third form of exposure, interoceptive exposure, essentially involves exposure to feared
sensations. This method of exposure is used particularly when treating panic disorder, a
problem in which individuals are usually frightened of the sensations associated with phys-
ical arousal and panic attacks (e.g., racing heart, dizziness, and breathlessness). Intero-
ceptive exposure involves repeatedly exposing oneself to feared sensations using a series
of exercises, such as hyperventilation (to induced lightheadedness and other symptoms),
aerobic exercise (to induce racing heart and breathlessness), and spinning around (to
induce dizziness) (Antony, Ledley, Liss, & Swinson, 2006). Over time, exposure to these
and other exercises decreases the fear of panic symptoms that contributes to the occur-
rence of panic attacks and related symptoms by the process of extinction (Forsyth, Fusé, &
Acheson, 2009).

A fourth modality by which exposure can be delivered is through virtual reality. Vir-
tual reality exposure involves using three-dimensional, computer-generated images projected
on the inside of a head-mounted display worn in front of the eyes. Several controlled stud-
ies have used virtual reality exposure to treat specific phobias (e.g., fears of heights, flying,
driving, spiders), public speaking fears, and posttraumatic stress disorder. Recent meta-
analyses (e.g., Powers & Emmelkamp, 2008) support the use of virtual reality exposure for
anxiety disorders, and effect sizes for virtual reality exposure appear to be comparable to
those for in vivo exposure. Head-to-head comparisons (e.g., Rothbaum et al., 2006) have
also found virtual reality to be as effective as in vivo exposure for certain phobias.

Guidelines for Effective Exposure

How exposure is conducted appears to have a significant impact on the outcome of treat-
ment (Abramowitz, Deacon, & Whiteside, 2011; Moscovitch, Antony, & Swinson, 2009). The
following general principles should be considered.

e Exposure works best when it is predictable (i.e., the client knows what the exposure
will involve and when it will occur) and under the client’s control (i.e., the client is able to
control the intensity and duration of the exposure) (see Moscovitch et al., 2009).
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e Longer exposures lead to greater reduction in fear than do shorter exposures (e.g.,
Stern & Marks, 1973), and it is generally recommended that exposure practices should last
long enough (sometimes up to 2 hours) for the client’s fear to decrease, or until the client
has learned that the feared consequence is unlikely to occur.

e Exposure should be intense enough to trigger a fear response, but it is not necessary
(or probably even helpful) for the fear to be overwhelming (Foa, Blau, Prout, & Latimer,
1977).

e Exposure works best when practices are spaced close together, and daily, if possible
(e.g., Foa, Jameson, Turner, & Payne, 1980). Because therapists typically cannot see their cli-
ents every day, completion of exposure practices between sessions is particularly important.

e Varying the stimulus across exposure practices appears to improve long-term out-
come following exposure-based treatment (Rowe & Craske, 1998). For example, an indi-
vidual being treated for a bridge phobia should drive over a number of different bridges to
facilitate generalization of the fear reduction.

e Conducting practices in multiple contexts appears to protect clients better against
experiencing a return of fear than conducting exposure in only one context (Gunther,
Denniston, & Miller, 1998). For example, a client who fears spiders should practice expo-
sure to harmless spiders in various places (therapist’s office, basement, garden).

e Because distraction during exposure practices can sometimes interfere with a suc-
cessful treatment outcome, particularly over the long term (e.g., Craske, Street, & Barlow,
1989), it is generally recommended that clients focus on the feared stimulus during expo-
sure practices rather than distracting themselves, and thus avoiding the stimulus. In addi-
tion, it is typically recommended that other forms of subtle avoidance, such as relying on
safety behaviors (e.g., driving well below the speed limit to decrease the impact of a possible
accident), be reduced during exposure, although these behaviors may be useful during
early exposure sessions (Rachman, Radomsky, & Shafran, 2008).

Exposure Hierarchies

To facilitate exposure, therapists and clients often generate an exposure hierarchy, which is
a list of situations (usually 10-15) that an individual fears and avoids, rank-ordered from
most difficult to least difficult. The hierarchy can then be used as a road map to guide the
content of future exposure practices. The client starts with items near the bottom of the
hierarchy and, as these are dealt with successfully, progresses to more and more difficult
items until he or she is able to address the items near the top of the hierarchy with little fear.
The hierarchy can also be used as an outcome measure by having the client rate his or her
fear and avoidance levels for each item and repeating the ratings at each session (Katerelos,
Hawley, Antony, & McCabe, 2008).

Response Prevention

Response prevention involves preventing behaviors that are designed to decrease anxiety,
fear, or tension (e.g., compulsive hand washing), until the urge to perform these overpro-
tective behaviors subsides. Conceptually, response prevention is a means of providing expo-
sure experiences, and in practice, these two strategies are often used together. Although
response prevention is used for a number of different problems, perhaps the most common
use is in the treatment of OCD, where this method is also referred to as ritual prevention
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(Franklin & Foa, 2007). In fact, the best supported psychological treatment for OCD is the
combination of exposure to OCD triggers (e.g., contamination and frightening thoughts)
and prevention of OCD rituals (e.g., checking, washing, and counting). Clients are encour-
aged to do whatever they can to prevent their rituals, until the urge to perform the ritual
decreases. If a person feels unable to completely prevent a ritual, he or she might be asked
to delay the ritual for progressively longer periods. Over the course of treatment, the urge
to perform rituals usually decreases considerably and may be eliminated completely in
some cases. Exposure and response prevention are supported by numerous studies for the
treatment of OCD, and response prevention seems to contribute to successful treatment
outcome over and above the effects of exposure alone (Foa, Steketee, Grayson, Turner, &
Latimer, 1984; Franklin & Foa, 2007).

Operant Strategies

A basic tenet of behavioral theory is that consequences for behaviors either increase (rein-
Jorce) or decrease (punish) the likelihood that behaviors will recur. Reinforcement can be
either positive (i.e., receiving a reward, such as a promotion at work or a gift, in response to
a particular behavior) or negative (i.e., removing an aversive consequence in response to a
particular behavior). An example of negative reinforcement is the reduction in distress that
people experience after escaping from a feared situation. Similarly, positive punishment
involves receiving an aversive consequence (e.g., electrical shock) following a particular
behavior, whereas negative punishment involves the removal of something desirable (e.g.,
permission to borrow the family car) following a particular behavior.

Behavior is thus determined by environmental cues (signals technically known as dis-
criminative stimuli) thatindicate whether a behavior is likely to be rewarded or punished, and
by previous history of reward or punishment for a given behavior in a given context. This
model helps clients and therapists understand seemingly incomprehensible behavior (e.g.,
a heroin addict is responding to the strong negatively reinforcing contingency of removal
of distress that follows heroin use, not purposely creating havoc in his or her family life).
In addition, this model provides clear targets for clinical intervention through contingency
management (i.e., arranging for different consequences to follow a given response). Applied
behavior analysis incorporates these principles into comprehensive, individually focused
treatment plans that typically emphasize reinforcing desired alternative behaviors, while
reducing reinforcement of problematic behaviors (see Spiegler & Guevremont, 2010, for a
review). These interventions have demonstrated efficacy across a wide range of presenting
problems and settings (see Wallace & Najdowski, 2009, for a review).

Space permits only a brief overview of operantinterventions here. An essential first step
is a detailed assessment of the stimuli and consequences associated with target behaviors
(including behaviors for which reduced frequency is desired, and those for which increased
frequency is desired). Particular attention is paid to identifying the contingencies that are
maintaining problematic behaviors. Efforts can then be made to eliminate reinforcement of
problematic behavior and to introduce reinforcement of less frequent, desired behavior.
For instance, a parent might be encouraged to ignore a child when he or she is yelling, then
attend to the child when he or she begins speaking more quietly. When a desired behavior
does not occur at all, shaping can be used to reinforce successive approximations of the
desired behavior. Reinforcers should be identified for the specific individual, because not all
consequences have the same effect for all individuals. A consequence is “reinforcing” (posi-
tively or negatively) only if it increases the likelihood of an individual’s previous response.
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Extinction (withdrawal of reinforcers) often helps to reduce the frequency of problem-
atic behaviors, but in some cases punishment may also be used. Most commonly, negative
punishment (or response cost procedures) is used. These procedures involve removal of avail-
able rewards contingent upon an undesired behavior; the most widely recognized examples
are time-out procedures. In extreme cases (e.g., self-injurious behavior), positive punishment
or response-contingent aversive stimulation (e.g., applying an unpleasant consequence, such as
electrical shock, after a behavior is performed) may be used. However, numerous problems
associated with these procedures (e.g., modeling of aggression, eliciting fear of the situa-
tion, failure to promote alternative responses, and lack of long-term efficacy) have led them
to be used only infrequently. Pairing strategies for reducing behaviors with procedures
aimed at increasing desirable behaviors provides clients with a sense of how to get what they
want out of life and other people, rather than just teaching them how to avoid what they do
not want (Nemeroff & Karoly, 1991).

In addition to altering consequences for clinically relevant behaviors, cues (i.e., discrimi-
native stimuli) for behaviors can also be the targets of intervention. Individuals learn that
responses in a specific context, with a specific stimulus present, yield certain consequences.
These procedures involve bringing a target behavior under stimulus control. For instance,
a client who is trying to lose weight (target behavior) might be encouraged to eat only in
the kitchen (a discriminative stimulus), or only in response to hunger cues, thus reduc-
ing the stimuli that signal a response of eating. Similarly, individuals with insomnia might
be instructed to engage in nonsleep behaviors (e.g., watching television, reading, eating)
only in rooms other than the bedroom, in order to increase the strength of the association
between bedroom cues and sleeping.

Although contingency management procedures are often applied in controlled envi-
ronments, such as institutions or schools, these same principles can in fact be applied quite
flexibly in many contexts. Natural reinforcers (those that occur in people’s everyday environ-
ment), rather than artificial reinforcers, are more likely to lead to maintenance and gen-
eralization of behavior change. For example, responding with empathy and caring when a
client shares a painful emotion is likely be more effective than a statement such as “Thank
you for sharing that feeling with me.” Even traditional “talk therapy” likely involves thera-
pists unwittingly reinforcing certain classes of client behavior (e.g., emotional communica-
tion) and extinguishing other classes of behaviors (e.g., superficial conversation). Clients
can also use self-management or self-control procedures to provide contingencies themselves.
For instance, clients might put aside money not spent on cigarettes each day, then use that
money to buy a reward for smoking abstinence. The stimulus control procedures described
previously may also be considered self-management procedures—clients choose to engage
in behaviors in certain contexts in order to strengthen certain habits (e.g., sleeping in the
bedroom) and weaken others (e.g., by eating only in the kitchen).

Behavioral Activation

Behavioral activation (BA) therapy for depression (aimed at helping depressed individu-
als increase their contact with positive reinforcers and decrease patterns of avoidance and
inactivity) was developed by Neil Jacobson and colleagues (e.g., Martell, Addis, & Jacobson,
2001; Martell, Dimidjian, Herman-Dunn, & Lewinsohn, 2010), though other BA protocols
have also been developed (e.g., Lejuez, Hopko, & Hopko, 2001). An early dismantling study
revealed that BA alone had comparable efficacy to cognitive therapy, which included both
BA techniques and cognitive restructuring (Jacobson et al., 1996). Building on these find-
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ings, Jacobson and colleagues developed BA as a treatment in its own right. A recent ran-
domized controlled trial found that BA is comparable to medication and cognitive therapy
in the treatment of all levels of depression, with evidence for enhanced efficacy compared
to cognitive therapy in the treatment of severe depression (Dimidjian et al., 2006).

BA focuses on factors external to the individuals as potential causal and maintaining
factors for depression, and focuses its intervention on these factors. The emphasis in BA is
on the inactivity characteristic of depressed individuals, leading to decreased contact with
potential positive reinforcers, thus reducing opportunities for action to be reinforced. The
inertia and withdrawal that are typical of depressed individuals serve a negatively reinforc-
ing function, similar to the avoidance behaviors characteristic of anxiety disorders. Despite
the short-term relief that likely results from inactivity (by reducing experiences with non-
reinforcing environments), these avoidance behaviors can lead to secondary problems (e.g.,
occupational or relational difficulties) and also limit opportunities for contact with positive
reinforcers. Furthermore, these avoidance patterns likely lead to disruptions in routines.
Such disruptions are thought to play an etiological and maintaining role in depression
(Ehlers, Frank, & Kupfer, 1988).

BA directly targets avoidance behavior and disruptions of routines. After establishing a
therapeutic relationship and presenting the model of depression, the therapist emphasizes
the goal of changing behavior rather than altering mood. Clients’ tendency to believe they
cannot engage in an action until they feel better is gently challenged by therapists request-
ing that clients try to engage in planned behaviors regardless of how they feel. Time is spent
developing collaborative treatment goals.

A critical element of BA is its focus on functional analysis. Therapist and client explore
the triggers for depressive episodes, the nature of depressive symptoms, how the client
responds to depressive symptoms, and avoidant behaviors and disruptions of routines. Cli-
ents are taught to conduct their own functional analyses and encouraged to do so particu-
larly after therapy ends in order to prevent relapse. Based on this functional analysis, the
client and therapist develop targets for focused activation. Rather than encouraging activ-
ity generally, as many behavioral approaches do, BA focuses on idiographic identification
of activities that the client believes will be beneficial. Monitoring forms are used to track
actions, triggers, and consequences, and assignments are modified accordingly.

Avoidance behaviors are modified by helping clients identify the function of these
behaviors (both the immediate relief and the longer-term problems) and choose alterna-
tive coping responses. The acronym TRAP is used to help identify triggers, responses, and
avoidance patterns, whereas the acronym TRAC is used to help generate alternative coping
responses to the same triggers and responses. Often alternative coping responses involve
approach rather than avoidance behaviors. Attention is also paid to regulating routines
and to integrating activation strategies into regular routines, in order to fully evaluate their
impact. To maximize the impact of activation strategies, clients are encouraged to attend to
their experience, particularly in their immediate environment, as they engage in activities.
This is thought to increase the impact of present-moment contingencies and also to help
circumvent ruminative thinking, which is thought to interfere with engagement in life.

Social and Communication Skills Training

Social skills and communication training involves teaching individuals or groups to com-
municate more effectively. This process may include learning basic skills, such as making
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eye contact, ordering food in a restaurant, standing an appropriate distance from oth-
ers, and allowing others to speak without interrupting. Or it may involve learning more
complex skills (e.g., being more assertive), becoming a more effective lecturer, developing
improved dating skills, or performing more effectively in job interviews. Typically, social
skills training includes strategies such as psychoeducation, modeling (e.g., having a teacher,
therapist, or other individual demonstrate the behavior), behavioral rehearsal or role plays,
and feedback. Clients may also be videotaped while role-playing a particular social interac-
tion so they can later observe their performance.

Social skills training has been used across a large number of psychological and inter-
personal problems. It is a standard psychological treatment for schizophrenia (e.g., Kurtz &
Mueser, 2008) and is often included in the treatment of social anxiety (e.g., Herbert et al.,
2005), and emotional and behavioral problems in children (e.g, Antshel & Remer, 2003).
Adults with depression may also benefit from social skills training (Becker, Heimberg, &
Bellack, 1987), and communication training is often included as a component of behavioral
treatment for couples (e.g., Epstein & Baucom, 2002).

Modeling

Modeling was first described early in the history of behavior therapy by social learning
theorists such as Albert Bandura (1969). Essentially, this procedure involves demonstrating
a particular behavior in the presence of a client, usually before asking the client to per-
form the same behavior. Modeling may also be combined with reinforcing an appropriate
response by the client. This procedure is often used in social skills training (e.g., demon-
strating for a client appropriate responses during a job interview) and in teaching clients
basic skills of living (cooking, dressing, etc.). Modeling is also often used in the treatment
of phobias and other fear-based problems. For example, therapists often demonstrate by
exposing themselves to a feared situation before asking the client to try the exposure prac-
tice.

Problem-Solving Training

Problem-solving training aims to teach clients to solve problems effectively, with the goal
of reducing psychopathology and enhancing psychological and behavioral functioning
(D’Zurilla & Nezu, 2010). Problem-solving training was first introduced in the early 1970s
by by D’Zurilla and Goldfried (1971). According to the model, problem solving involves two
components: (1) problem orientation and (2) problem-solving skills (also referred to as
“problem-solving proper”). Problem orientation refers to an individual’s appraisal of his or her
awareness of problems that arise, as well as the appraisal of his or her ability to solve prob-
lems. This component of treatment includes strategies for overcoming obstacles in problem
solving, fostering self-efficacy, recognizing problems when they arise, viewing problems as
challenges, learning to understand the role of emotions, and learning to “stop and think”
rather than react impulsively (D’Zurilla & Nezu, 2010). Problem-solving skills are the specific
steps needed to solve problems effectively. This component of treatment teaches clients to
solve problems using five steps: (1) problem definition and formulation, (2) generation of
possible solutions, (3) selection of the best solutions, and (4) implemention of selected solu-
tions and evaluation outcome (D’Zurilla & Nezu, 2010). Problem-solving training has been
used successfully (either alone or as part of a multicomponent treatment package) in the
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treatment of a variety of conditions, including depression, stress, social anxiety, schizophre-
nia, and certain physical complaints, such as menstrual pain (Nezu, 2004).

Relaxation-Based Strategies

Relaxation training is often used in behavior therapy as either a stand-alone intervention
or it is integrated into a multicomponent treatment package. The most extensively studied
form of this intervention is progressive muscle relaxation (PMR; Bernstein, Borkovec, &
Hazlett-Stevens, 2000; Jacobson, 1938), particularly within the context of applied relax-
ation, in which PMR is taught, and clients then learn how to use the relaxation response
effectively in their daily lives (Bernstein et al., 2000). These interventions have demon-
strated efficacy for generalized anxiety disorder and for certain health-related problems
(e.g., hypertension, headache, chronic pain, insomnia, irritable bowel syndrome, and
cancer chemotherapy side effects; Bernstein et al., 2000). Some studies also support the
use of applied relaxation (typically combined with exposure-based strategies) for social
anxiety disorder, agoraphobia, and certain specific phobias (Magee, Erwin, & Heimberg,
2009; Taylor, 2000). For some conditions (e.g., panic disorder), exposure-based approaches
seem to contribute more to outcome than do relaxation-based strategies, whereas for other
problems (e.g., generalized anxiety disorder), applied relaxation and cognitive-behavioral
therapy yield comparable outcomes (Siev & Chambless, 2007).

Therapists commonly misapply relaxation-based strategies by focusing only on leading
clients in a relaxation exercise and telling them to practice at home. Applied relaxation for
anxiety (its most common use) involves three components, all of which are important. The
first component is early cue detection. Using monitoring and both verbal and imaginal review
of anxiety-provoking episodes from the previous week, therapist and client work together
to identify early environmental, cognitive, physiological, and emotional cues for anxiety.
By catching spirals of anxious responding at earlier and earlier points, when the anxiety is
less pronounced, the client can eventually apply relaxation in a less aroused state, when it
is most likely to be successful.

The second component of applied relaxation is intensive relaxation practice, beginning with
PMR, in order to develop clients’ ability to relax. Clients are taught that relaxation is a skill, just
like any other skill, and therefore requires repeated practice in order to develop. Relaxation
is presented as a process rather than an outcome, so that any increase in relaxing sensations
is seen as progress. PMR (as described by Bernstein et al., 2000) involves instructing clients to
attend progressively to 16 muscle groups, first briefly tensing them (5-7 seconds), then releas-
ing them or “letting go” (30- to 60-second cycles). The tension cycles are provided to increase
awareness of tense sensations in each muscle group and to provide momentum that enables
a deeper level of relaxation. After completing the full cycle with the therapist (tensing each
muscle group twice), clients practice twice a day between sessions. The process of relaxation is
gradually shortened once a client has developed the ability to relax using a given strategy, until
relaxation can be achieved rapidly through recalling the experience.

In the third component of applied relaxation (as described by Bernstein et al., 2000),
the skills developed in the first two components are combined, so that the client can apply
relaxation to his or her life. The client begins to practice applying relaxation (in its more
condensed form) when he or she first detects an anxious cue, both in session and in daily
life. The therapist first assists with in-session application by responding to apparent non-
verbal cues of anxiety; over time, the client begins to detect cues him- or herself in session
and apply relaxation.
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Mindfulness- and Acceptance-Based Strategies

Several recently developed behavioral approaches to treating clinical problems explicitly
emphasize cultivating acceptance of internal experiences, as opposed to efforts to change
these experiences (Roemer & Orsillo, 2009). Acceptance involves “allowing, tolerating,
embracing, experiencing, or making contact with a source of stimulation that previously
provoked escape, avoidance, or aggression” (Cordova, 2001, p. 215). Acceptance-based
strategies stem from theories and empirical findings that suggest clinical problems are
often characterized by reactivity toward one’s own internal experience (thoughts, feelings,
images, sensations) and efforts to escape or avoid these experiences, which, although some-
times effective in the short term, often backfire (Hayes, Strosahl, & Wilson, 1999; Roemer
& Orsillo, 2009). As such, the development of an alternative way of responding to internal
experience (i.e., acceptance versus judgment, criticism, and avoidance) may promote more
adaptive functioning.

Acceptance is, in a sense, an implicit aspect of traditional exposure-based treatments
that encourage increased contact with, rather than avoidance of, internal and external
stimuli (e.g., accepting rather than avoiding panic-related sensations in panic control treat-
ment; Craske & Barlow, 2008). However, proponents of these acceptance-based behavioral
therapies note that behavior therapy’s traditional explicit focus on change may inadver-
tently overlook the importance of clients learning to give up some of their futile efforts
of control (e.g., over their internal experiences [Hayes et al., 1999] or over their partner’s
behavior [Christensen, Wheeler, & Jacobson, 2008]) and learning to accept and validate
their own experience (Linehan, 1993a). These clinical scientists have borrowed from East-
ern and humanistic/experiential traditions in incorporating acceptance into their behav-
ioral approaches to clinical problems. Acceptance should not be confused with resignation;
these therapies all emphasize that an acceptance of things as they are does not preclude
efforts to make changes in one’s life—it may in fact facilitate making such changes.

Mindfulness-based strategies have been adapted for use in acceptance-based behav-
ioral therapies to help clients to cultivate acceptance as opposed to avoidance (Linehan,
1993b; Segal, Williams, & Teasdale, 2002). Mindfulness, a concept drawn from Buddhist
traditions and recently incorporated in psychological theory and therapy, has been defined
as “an openhearted, moment-to-moment, nonjudgmental awareness” (Kabat-Zinn, 2005,
p- 24). Rather than being seen as some kind of idealistic end state, mindfulness is a process
that involves continually bringing one’s attention to the present moment, again and again,
while distractions continue to arise, taking one out of the present moment. As such, the
practice of mindfulness involves continually developing the skill of noticing where attention
is, responding with gentleness and compassion, and drawing attention back to the moment.
Development of this skill has been proposed to facilitate regulation of emotions (Hayes &
Feldman, 2004); to reduce depressive relapse by interrupting depressive ruminative spirals
(Segal et al., 2002); to enhance cognitive, emotional, and behavioral flexibility (Shapiro,
Carlson, Astin, & Freedman, 2006), and to facilitate adaptive responding to environmental
contingencies (Roemer & Orsillo, 2009).

Treatments incorporate mindfulness practices that vary in length and content. In all
approaches, mindfulness is practiced in session, using formal exercises to develop the abil-
ity to attend with compassion or kindly awareness. Clients are then encouraged to do formal
practices (i.e., setting aside time to practice mindfulness, such as sitting meditation, yoga,
or other, briefer practices) at home as well. Often clients are also encouraged to practice
mindfulness informally, which involves bringing mindfulness to daily activities. Clients can
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first do this with neutral situations, such as washing dishes or walking to the bus stop, and
gradually apply mindfulness in more emotionally charged situations, such as an argument
with a partner. In this way, similar to applied relaxation, the skill of mindfulness practiced
and strengthened in specific exercises is then applied more generally to living life.

Often mindfulness exercises begin with a focus on the breath, with clients noticing
their breath as they inhale and exhale, without trying to change the way they are breath-
ing. Other sensory exercises can then be added, such as eating a single raisin mindfully or
listening to sounds mindfully. More challenging exercises involve mindfulness of emotions
and thoughts, such as to imagine putting one’s thoughts on a cloud as a way of cultivating
a more decentered relationship to thoughts. A host of exercises is available from which
clinicians may draw (e.g., Hayes et al., 1999; Roemer & Orsillo, 2009; Segal et al., 2002).
Exercises should be carefully selected in order to facilitate development of the specific skills
that are important for a particular client, stemming from the functional analysis of her or
his presenting problem.

Acceptance and commitment therapy (ACT; Hayes et al., 1999) is an acceptance-based
behavioral therapy developed from a radical behavioral model in which avoidance of inter-
nal experiences is seen as underlying many psychological disorders. A host of experiential
exercises and metaphors are used to help clients to defuse from their internal experiences
and see their thoughts and emotions as not defining them. Clients are also encouraged to
begin to describe their experience differently, for instance, “I'm having the thought that
I'm going to fail at this,” rather than “I'm going to fail at this,” in order to learn to be less
fused with thoughts and reactions.

Acceptance (of internal responses) is cultivated in these treatment approaches with
an explicit goal of promoting more flexible and optimal responding to situations. As such,
ACT, and other acceptance-based behavioral approaches that draw from it, includes an
explicit focus on behavioral change. Through exploring what is personally meaningful to
clients (values clarification), therapists help clients identify valued actions that they have
been avoiding in order not to experience distress, and clients begin to take action in these
domains (Wilson & Murrell, 2004). This process is very similar to exposure, except that tar-
get actions are chosen because they are meaningful to the individual rather than anxiety-
provoking (although there is certainly an overlap between the two). This focus on what
is meaningful to clients may help to motivate them to approach contexts that they have
habitually avoided. Continued mindfulness practice (or other acceptance-based strategies)
helps clients to approach valued contexts even though distressing feelings and thoughts
may arise.

Randomized controlled trials have revealed that treatments incorporating mindfulness
and other acceptance-based strategies (along with other behavioral strategies) show prom-
ise in the treatment of depressive relapse, borderline personality disorder, substance use
disorders, generalized anxiety disorder, psychotic disorders, and couple distress, although
considerably more research is needed to determine active ingredients and mechanisms of
action (see Roemer & Orsillo, 2009, for a review).

Emotion Regulation Skills Training

Many behavioral therapies either implicitly or explicitly help clients develop skills to more
effectively recognize, understand, and respond to their own emotions (Mennin & Farach,
2007). Although regulation is sometimes thought of as involving only reduction in emo-
tion responding, many theorists highlight the ways that enhancing or clarifying emotional



Behavior Therapy: Traditional Approaches 127

responding, and promoting flexible behavioral responding in the presence of emotions,
are also important aspects of emotion regulation (e.g., Gratz & Roemer, 2004; Mennin
& Farach, 2007). The self-monitoring included in all behavior therapies helps clients to
become more aware of their emotional responses, and the triggers and consequences to
their emotions, and may also help them to be more aware of the complexity of their emo-
tional responses. Exposure-based strategies can also be thought of as facilitating regulation
of fearful and anxious responding. Also, the acceptance- and mindfulness-based strate-
gies described earlier enhance emotion regulation skills (Hayes & Feldman, 2004) and are
often included in treatments that explicitly target emotion regulation skills (e.g., Gratz &
Gunderson, 2006; Mennin & Fresco, 2010).

Several clinical researchers have developed specific strategies to enhance emotion
regulation skills as part of treatments for specific clinical presentations. The skills training
component of dialectical behavior therapy (DBT; Linehan, 1993b) includes a module that
focuses on emotion regulation skills that have been adapted for use across a number of clin-
ical presentations, such as eating disorders, substance use disorders, and anxiety disorders.
Emotion regulation therapy for generalized anxiety disorder includes emotion regulation
skills training as part of its integrative approach to promoting effective, flexible emotional
responding (Mennin & Fresco, 2010). Emotion regulation skills training has been incor-
porated into behavioral treatments for deliberate self-harm (Gratz & Gunderson, 2006),
adult survivors of child sexual assault (Cloitre, Koenen, Cohen, & Han, 2002), and mood
and anxiety disorders (Allen, McHugh, & Barlow; 2008; Ehrenreich, Goldstein, Wright, &
Barlow, 2009); the first two approaches have received preliminary support in randomized
controlled trials.

Interventions explicitly intended to enhance emotion regulation skills typically include
an emphasis on helping clients to identify and clarify their emotional responses as they
occur. Clients learn through monitoring, review, and imaginal rehearsal to differentiate
among emotional responses, and to distinguish between primary emotional responses that
are direct responses to environmental events and provide important information, and sec-
ondary emotional responses that may result from reactions to initial responses, or efforts to
avoid emotions. Clients are also taught to identify and apply strategies that can help them
to respond adaptively in the presence of intense emotional responding.

THE THERAPEUTIC RELATIONSHIP AND THE STANCE OF THE THERAPIST

In 1970, Lang, Melamed, and Hart published an article on an automated procedure for
administering behavioral treatments for fear, concluding that “an apparatus designed to
administer systematic desensitization automatically was as effective as a live therapist in
reducing phobic behavior, suggesting that desensitization is not dependent on a concurrent
interpersonal interaction” (p. 220). More recently, researchers have developed computer-
based procedures for changing attentional biases that characterize many anxiety disorders
(e.g., Amir, Beard, Burns, & Bomyea, 2009), suggesting that the therapeutic relationship
may not be a necessary ingredient in behavioral interventions. Even self-help treatments
based on behavioral principles often lead to improvement (den Boer, Wiersma, & van den
Bosch, 2004).

Do these findings mean that the therapeutic relationship is unimportant in behavior
therapy? Probably not. In most of the studies on self-help treatments, there is a confound:
Clients are required to have regular contact with a clinician for the study assessments.
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Self-help treatments for panic disorder may be less effective when they are used on their
own, without occasional professional contact to monitor the client’s progress and treatment
compliance (Febbraro, Clum, Roodman, & Wright, 1999). In other words, the therapeutic
relationship may be important even for self-help treatments.

There is now emerging evidence that therapist behaviors and the therapeutic rela-
tionship are relevant in behavioral treatments (Follette, Naugle, & Callaghan, 1996; Gil-
bert & Leahy, 2007; Keijsers, Schaap, & Hoogduin, 2000). For example, Keijsers, Schaap,
Hoogduin, and Lammers (1995) concluded that therapist empathy, warmth, positive
regard, and genuineness assessed early in treatment were predictive of a positive outcome
following behavioral treatment for panic disorder and agoraphobia, as was the tendency
for clients to rate their therapists as more understanding and respectful. Williams and
Chambless (1990) found that individuals with agoraphobia who described their therapists
as more confident, caring, and involved, improved more than those who did not describe
their therapists in these ways. In addition, there is evidence that therapist style can affect
a client’s motivation during treatment for problem drinking, and that therapist styles that
enhance motivation are particularly useful for alcoholics who are very angry and hostile
(Miller, Benefield, & Tonigan, 1993).

For a long time, the therapeutic relationship has been underemphasized in behavioral
writings and in the training of behavior therapists compared to many other forms of psy-
chotherapy. Instead, researchers have tended to focus more on examining the efficacy of
particular behavioral techniques, with little discussion of the context in which behavior
therapy occurs. However, in recent years, therapists working within a behavioral framework
have become increasingly interested in the role of the therapeutic relationship and in the
effects of therapist behavior on the outcome of treatment (e.g., Gilbert & Leahy, 2007;
Kohlenberg & Tsai, 2007). The therapist is potentially a powerful source of social reinforce-
ment; thus, it makes sense from a behavioral perspective that the therapeutic relationship
and therapist behavior play a role in the process and outcome of treatment.

CURATIVE FACTORS OR MECHANISMS OF CHANGE
Changes in Environmental Contingencies

A central factor thought to underlie change in behavior therapy involves the relationship
between behavior and the environment. Given that behavior is thought to be functional
(i.e., maintained by contingencies in the environment), behavior change is thought to
result from alterations in environmental contingencies. This may take several forms. Most
obviously, the individual’s context may be altered to reduce reinforcement for problematic
behavior and to increase reinforcement for desired behavior. This may be the case in parent
training interventions in which the child’s environment is directly altered, or in couple or
family therapy in which the individuals’ responses to one another are a target of interven-
tion. Similarly, in self~-management approaches, the client him- or herself may alter the
contingencies in his or her environment.

Often the environment is not directly altered, but the client learns to engage in
new behaviors that in turn are reinforced by existing environmental contingencies. For
instance, in social skills training, it is expected that the individual will receive meaningful,
natural social reinforcement for new skills, which increases the frequency of these newly
learned behaviors. Similarly, in vivo exposure is likely to result in the client exhibiting
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new, nonavoidant behaviors (e.g., attending parties) that are then maintained by natural
reinforcement from the environment. To maximize adaptive responding to new environ-
ments, behavior therapy focuses on helping clients to develop flexible behavioral reper-
toires (Goldiamond, 1974) rather than rigid behavioral patterns based on past learning.
These flexible repertoires, along with a decreased emphasis on arbitrary verbal rules (i.e.,
rule-governed behavior; Hayes, Kohlenberg, & Melancon, 1989), are expected to promote
continued adaptation after therapy has ended.

Emotional Processing and Inhibitory Learning

Exposure-based interventions were initially developed to extinguish fearful responses to
classically conditioned stimuli. However, research has demonstrated that fearful associa-
tions are never unlearned (e.g., individuals can spontaneously recover “extinguished” fear-
ful responses when they are reexposed to the unconditioned stimulus). Based on these
findings, newer models suggest that exposure results in learning new, nonfearful asso-
ciations to previously feared stimuli. According to Foa and Kozak’s (1986) classic emo-
tional processing model, fearful responses are altered when an individual fully accesses the
associative fear network (including stimulus, response, and meaning elements of the fear)
and incorporates new, nonthreatening information. Foa and Kozak reviewed research that
supports the proposed importance of initial activation of the fear structure (indicated
by physiological responding to the feared stimulus), as well as fear reduction within and
across sessions for efficacious exposure therapy. However, a recent update of the theory
noted that reductions in fearful responding within sessions may not in fact be necessary
for new information to be incorporated (Foa, Huppert, & Cahill, 2006). Craske and col-
leagues (2008) reviewed inconsistencies in the data supporting these proposed indicators
of successful exposure and suggested that exposure-based treatments are instead effective
because they provide an opportunity for inhibitory learning (through the development of
competing, non-threatrelated associations) and the development of tolerance for fear and
anxiety.

Cognitive Models

Many researchers have noted that exposure-based treatments may in fact lead to cognitive
change for individuals, and this may be the mechanism of change. For instance, Mineka
and Thomas (1999) suggest that exposure disconfirms clients’ beliefs that they do not have
control over anxiety-provoking situations. Similarly, both Zinbarg (1993) and Rachman
(1996) note that exposure techniques may alter emotionally relevant cognitive representa-
tions. In other words, clients’ experiences when engaging in previously avoided activities
may challenge their beliefs that such behaviors are dangerous or impossible, leading them
to be more likely to continue engaging in such behaviors. Behavioral experiments have
long been an integral part of cognitive therapy, suggesting that a client’s own experiences
may provide particularly salient disconfirming data for clinically relevant cognitions. To
date, no research has adequately addressed whether behavioral techniques are efficacious
due to their facilitation of cognitive change. Although some data suggest that cognitive
techniques do not significantly add to the efficacy of behavioral techniques for depression
(e.g., Jacobson et al., 1996), this does not mean that the behavioral techniques do not have
their effect due to cognitive change.
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Changes in Clients’ Relationship with Internal Experiences

The mindfulness- and acceptance-based behavioral approaches described earlier are based
in models suggesting that, rather than internal experiences themselves being the problem,
clients’ critical, reactive, or “fused” (i.e., as though thoughts and feelings are permanent
and self-defining) responses to these experiences and efforts to avoid them need to be the
target of interventions (e.g., Hayes et al., 1999; Roemer & Orsillo, 2009; Segal et al., 2002).
Many aspects of behavioral therapy, such as self-monitoring; early cue detection; and ima-
ginal, interoceptive, and in vivo exposure; as well as aspects of cognitive therapy, such as
identification of thoughts and generation of alternatives, may be effective because they
reduce the degree to which thoughts, emotions, sensations, and memories are associated
with threat, judgments, reactivity, and criticism. Behavioral and cognitive therapies may
help clients to decenter (recognize thoughts as mental events rather than indicators of truth
or the nature of the self) from their thoughts, and this may be a common mechanism of
change across disparate strategies (e.g., Teasdale et al., 2002). This reduction in reactivity
and avoidance may also be understood as an increase in tolerance of internal experiences
(e.g., Craske et al., 2008) and is likely to be associated with enhanced emotion regulation
skills (Mennin & Farach, 2007).

Biological Changes

Although it is commonly assumed that psychosocial interventions are efficacious through
psychological mechanisms, recent research has indicated that psychosocial interventions
can lead to biological changes. Most striking have been treatment findings in the OCD lit-
erature, in which successful behavior therapy has been associated with changes in glucose
metabolic rates in the brain, comparable to changes found following pharmacotherapy
(e.g., Saxena et al., 2009). Although this may mean that such biological changes are the
mechanisms of change for behavior therapy, they may instead be correlates rather than
causes of change.

TREATMENT APPLICABILITY AND ETHICAL CONSIDERATIONS
Applicability of Behavioral Treatments

Behavioral interventions have been applied to a wide range of presenting problems, includ-
ing anxiety disorders, mood disorders, substance use disorders, serious mental illness
(typically in combination with pharmacotherapy), eating disorders, personality disorders,
childhood disorders (e.g., anxiety, conduct problems, and autism), and health problem:s.
Behavioral interventions tend to be more effective when clients present with focal target
problems (and these types of presentations have been the most commonly studied); how-
ever, functional analysis and behavioral principles can be adapted to address a wide range
of more complex clinical presentations as well. Recent research has also begun to investigate
the impact of behavioral interventions targeting a single disorder on comorbid disorders
that are not necessarily the focus of treatment. In a number of cases, comorbid disorders
tend to improve when a target problem (e.g., panic disorder) is treated, suggesting that the
learning that takes place in these interventions may generalize to other, related problems
(Craske et al., 2007).
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Although the idiographic principles underlying behavior therapy make it particularly
responsive to variability in client characteristics (e.g., gender, ethnicity, age, class, sexual
orientation, and other individual-difference variables that may play an important role in
understanding the function of specific behaviors and in expectations for therapy), the ten-
dency to investigate efficacy of interventions using standardized protocols, with predomi-
nantly white samples, has provided only limited empirical knowledge of the applicability of
these intervention techniques in clients from diverse backgrounds (as is true of all modes of
therapy). Studies have nonetheless demonstrated the efficacy of these interventions across
gender and a range of age groups (from children to older adults). And the few randomized
controlled trials conducted on behavioral or cognitive behavioral therapies with clients
from ethnic or racial minority backgrounds provide preliminary support for the efficacy of
this approach. For instance, cognitive-behavioral therapies may be efficacious in the treat-
ment of depression among Latino/a adults and youth, although improvements are often
smaller in magnitude than those in trials with predominantly white clients (see Organista,
2006, for a review). A randomized controlled trial of group panic control treatment with
African American women revealed significant symptomatic improvements among individu-
als who received the treatment (Carter, Sbrocco, Gore, Marin, & Lewis, 2003). A cultur-
ally adapted cognitive-behavioral therapy for Cambodian refugees with treatment-resistant
posttraumatic stress disorder and panic attacks led to significant improvements in a broad
range of symptoms in a randomized controlled trial (Hinton et al., 2005).

Despite these initially promising findings, as with all therapeutic approaches, clini-
cians need to consider cultural and sociological factors when providing behavior therapy
to clients from diverse backgrounds. Fortunately, increasing attention to the need for atten-
tion to cultural factors in therapy has led to several useful resources to guide clinicians
in providing behavioral or cognitive-behavioral therapies with clients from diverse back-
grounds (e.g., Hays & Iwamasa, 2006; Martell, Safren, & Prince, 2004; Tanaka-Matsumi,
Seiden, & Lam, 1996).

Ethical Issues

In addition to the ethical considerations associated with any form of psychotherapy, behav-
ioral approaches raise some specific concerns that should be kept in mind. Given the focus
on behavioral change, and the use of strategies that have an intentional impact on the
likelihood of certain behaviors, people often express concern that behavior therapy can be
coercive and impose change chosen by the therapist rather than the client. In fact, this is
a consideration in all forms of therapy; contingencies are always present that are likely to
affect clients’ behavior. In behavior therapy, the goal of behavioral change is made explicit,
and therapists collaborate with clients to ensure consensus on treatment goals. Progress
and goals are continually assessed to provide repeated opportunities for clients to influence
the course and direction of their therapy. Nonetheless, as in all therapies, therapists should
attend to the power differential inherent in therapy and be sure that mutually agreed upon
goals are in place.

Behavior therapy often involves activities that take place outside the clinic, such as
riding the subway or elevators with clients. This change in context challenges traditional
conceptualizations of the boundaries that surround therapy. For instance, a therapist might
eatat a restaurant with a client or visit his or her home, activities that typically are forbidden
in the context of a therapeutic relationship. It is important to be aware of the potential for
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these activities to be misconstrued by clients as evidence of a different sort of relationship.
The clear rationale for the therapeutic utility of these activities assists in clarifying how they
fall within the therapeutic rather than the social domain. Therapists must also be sensitive
to any potential danger for clients during exposures, being sure at all times to maintain the
safety of clients.

RESEARCH SUPPORT AND EVIDENCE-BASED PRACTICE

Without question, behavioral interventions (broadly defined) are the most studied, and
therefore the best supported, psychological treatments for most psychological disorders
(though there is evidence supporting other psychotherapies for particular disorders as
well). The Society of Clinical Psychology (Division 12 of the American Psychological Asso-
ciation) maintains a website describing evidence-based treatments for a wide range of prob-
lems, and indicates whether each treatment is strongly supported by research, modestly
supported by research, or controversial. At the time that this chapter was written, the site
described a total of 60 treatments for specific psychological disorders. Thirty-eight of the 40
treatments listed as having strong support were behavioral interventions, and 11 of the 16
treatments listed as having modest support were behavioral (Society of Clinical Psychology,
2010). In other words, most evidence-based treatments endorsed on this list are behavioral
and include strategies such as exposure-based approaches, cognitive interventions, behav-
ioral family therapies, skills training, and other strategies for changing behavior.

Since behavior therapy was first developed in the 1950s, hundreds (if not thousands) of
studies have evaluated its effectiveness and efficacy. For example, behavioral activation for
depression (a treatment that involves increasing activity levels in people who are depressed)
has been evaluated in at least 34 randomized controlled studies, and a recent meta-analysis
found that behavioral activation is a well-established treatment for depression that works
as well as other established approaches, such as cognitive therapy (Mazzuchelli, Kane, &
Rees, 2009).

Another article reviewed 16 well-conducted meta-analyses of treatment studies on
cognitive-behavioral therapy (Butler, Chapman, Forman, & Beck, 2006). This article only
reviewed studies that included cognitive and cognitive-behavioral interventions, and did not
include studies based only on traditional behavioral treatments. As noted earlier, behavioral
strategies are typically combined with cognitive approaches for most problems. This review
included 16 meta-analyses that included 9,995 participants across 332 studies. These studies
included 562 comparisons covering 16 disorders or populations, including depression, anxiety
disorders, schizophrenia, marital distress, anger, eating disorders, sexual offending, chronic
pain, and internalizing disorders (e.g., anxiety, depression) in children. The review provided
strong support for cognitive-behavioral treatment across a wide range of problems.

To assess the cost-effectiveness of cognitive-behavioral therapy, Myhr and Payne (2006)
reviewed 22 health economic studies on cognitive-behavioral therapies for mood, anxiety,
psychotic, and somatoform disorders. Evidence from studies conducted in the United States,
United Kingdom, Australia, Canada, and Germany have generally found that cognitive-
behavioral therapy, provided alone or in combination with pharmacotherapy, leads to
improved outcomes and cost savings by reducing health care use.

With so many studies demonstrating the positive effects of behavioral treatments, a full
review is beyond the scope of this chapter. A more thorough review is available elsewhere
(e.g., Nathan & Gorman, 2007).
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CASE ILLUSTRATION
Background Information and Pretreatment Assessment

Deborah was a 43-year-old woman who worked as a teacher. She was married and had two
children. She reported having difficulties with social anxiety for as long as she could recall.
The problem had been particularly bad since college, when she had to drop several courses
due to anxiety over giving presentations. Although she could not recall how the problem
began, she remembered a number of life events that seemed to lead to exacerbation of her
anxiety. For example, during one particularly difficult year in high school, she remembered
being teased on a regular basis and pretending to be ill on several occasions so she could
stay home from school to avoid being around her classmates. She described her home life
while growing up as relatively happy, although she also reported that her parents were criti-
cal at times, and that she often felt pressure from her parents to meet high standards in
school and in other areas of her life.

As part of her initial assessment, Deborah received the SCID-IV (First et al., 1996).
DSM-1V criteria were met for a principal diagnosis of social anxiety disorder (generalized),
and a past diagnosis of major depressive disorder, triggered by the loss of a job 10 years
earlier. She reported significant fear and avoidance of a wide range of social situations,
including parties, public speaking (except when teaching her students), writing in public,
speaking to people in authority, meeting new people, being assertive, and having conver-
sations with others. She reported that her social anxiety had prevented her from making
friends and returning to school to complete her master’s degree. She finally decided to seek
treatment after reluctantly agreeing to be the maid of honor at her sister’s wedding, which
was only 3 months away.

Deborah reported several characteristic thoughts that seemed to contribute to her
social anxiety. Her primary concern in social situations was that she would appear stupid
or incompetent in front of others, despite the fact that she almost always received positive
feedback about her performance. Her anxious thoughts were particularly problematic at
work and around people whom she did not know well. She became upset if she perceived
even the slightest bit of rejection in these situations. However, she was quite comfortable
around her family and her closest friends, and was rarely upset if they criticized her behav-
ior. Deborah also reported a fear that she would seem boring, and that other people would
not want to spend time with her if they had the opportunity to get to know her. When asked
what types of factors affected her fear, Deborah mentioned that she was more anxious
around others whom she perceived as better in some way (e.g., more competent, successful,
or educated), whom she did not know well, or who appeared self-assured. She also reported
being particularly anxious in brightly lit places (because others might notice her blushing
or shaky hands) and in more formal situations.

At her initial assessment, Deborah completed a series of self-report scales, including
the Social Interaction Anxiety Scale (SIAS; Mattick & Clarke, 1998) and the Social Phobia
Scale (SPS; Mattick & Clarke, 1998) to measure her social anxiety, the Depression Anxiety
Stress Scales (DASS; Lovibond & Lovibond, 1995) to measure depression and generalized
anxiety, and several others. She also rated her fear and avoidance for each of 12 items from
her exposure hierarchy, using scales ranging from 0 (no fear; no avoidance) to 100 (maximum
Jear; complete avoidance), and completed a BAT that involved trying to return a sweater to a
department store. Deborah was able to wait in line at the store, but when she reached the
front of the line, she was too anxious to approach the cashier to ask about returning the
sweater.
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Behavioral Conceptualization

Deborah’s social anxiety seemed to be initially exacerbated by some negative events she had
experienced in social situations. More recently, the anxiety appeared to be maintained by
her avoidance of social situations and her exaggerated beliefs about the potential dangers of
being around other people. A number of situations appeared to trigger Deborah’s anxiety.

Treatment

Deborah received cognitive-behavioral group treatment, similar to that described by Heim-
berg and Becker (2002). Her group, which included six other clients, all with a principal
diagnosis of social anxiety disorder, met for 12 weekly 2-hour sessions. The first two ses-
sions included psychoeducation regarding the nature of social anxiety and its treatment.
These sessions began with a discussion of the notion that anxiety and fear are normal
emotions, and that attempts to avoid experiencing them can actually increase their fre-
quency and intensity. In addition, the survival value of social anxiety and its associated
symptoms was reviewed. Clients in the group were encouraged to recognize that not all
social anxiety is problematic. At times, social anxiety can protect us from making mistakes
that might otherwise be associated with severe negative social consequences. Clients were
also encouraged to conceptualize their social anxiety in terms of three components: a physi-
cal component (e.g., blushing, shaking, and sweating), a cognitive component (e.g., unrealistic
assumptions about social situations), and a behavioral component (e.g., avoidance and safety
behaviors). The treatment strategies (see below) were reviewed, with an emphasis on how
each technique can be used to target particular components of the problem. Assignments
during these initial sessions involved monitoring anxiety symptoms in diaries and complet-
ing assigned readings, including introductory chapters from the Shyness and Social Anxi-
ety Workbook (Antony & Swinson, 2008). Relevant readings from this book were assigned
throughout the remaining sessions of treatment as well.

Subsequent sessions included primarily instruction in cognitive restructuring and
exposure to feared situations (both during in-session simulated exposures and between-
session in vivo exposures practiced for homework). Cognitive restructuring involved teach-
ing the group to identify anxiety-provoking beliefs (e.g., “It is important for everyone to like
me” and “If my hands shake during a presentation, people will think I am incompetent”)
and to consider more balanced or realistic interpretations regarding social situations, after
evaluating the evidence for them. For her exposure practices, Deborah was encouraged to
expose herself to situations in which she might, in fact, draw attention to herself or look
incompetent in front of others. For example, she practiced purposely losing her train of
thought during presentations, shopping and then returning items to stores, spilling water
on herself in a restaurant, asking for directions, dropping her keys in public, and wearing
her dress inside-out at the mall. Each client in the group, including Deborah, developed an
individualized hierarchy used to guide his or her exposure practices. In addition to cogni-
tive- and exposure-based strategies, one session of the group was spent discussing strategies
for improving communication skills.

Outcome

Relative to the other members of the group, Deborah’s progress was more gradual. How-
ever, she was particularly motivated and completed almost all of her between-session assign-
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ments. By the end of treatment, she was much less concerned about being judged by others,
and she reported a reduction in the sensations of blushing and shaking. She had begun an
evening course in pottery and reported having socialized a few times with her classmates.

Deborah was able to attend her sister’s wedding and experienced only moderate levels
of anxiety while carrying out her responsibilities as maid of honor. In addition, at the end of
treatment she repeated the BAT. This time, she was able to return the sweater at the depart-
ment store, with only minimal anxiety.

CURRENT AND FUTURE TRENDS

Because behavior therapy is grounded in a commitment to scientific inquiry, its practice is
constantly evolving and changing. An integration of behavioral and cognitive techniques
is more common than a separation of these two elements, so this is certainly a current (as
well as a past) trend. In addition, researchers are investigating the potential utility of inte-
grating other intervention strategies (both psychological and pharmacological) in order
to maximize efficacy of interventions. For certain conditions, such as depression (Cuijpers,
van Straten, Warmerdam, & Andersson, 2009), bipolar disorder (Miklowitz, 2009), and
schizophrenia (Addington et al., 2005), combining psychological and pharmacological
treatments appears to lead to improved outcomes over either approach alone. In contrast,
for treating anxiety disorders, combined interventions do not appear to be more efficacious
than either approach alone (Otto, Behar, Smits, & Hofmann, 2009). A potentially promis-
ing new area of pharmacological study involves the use of D-cycloserine (DCS), which been
found to lead to enhanced extinction in animals, to facilitate exposure therapies for anxiety
disorders; preliminary investigations in clinical samples appear promising (Norberg, Krys-
tal, & Tolin, 2008). Researchers are examining the efficacy of integrating mindfulness- and
acceptance-based techniques into behavioral treatments for a range of disorders (Roemer
& Orsillo, 2009), as well as whether the addition of interpersonal and/or experiential ele-
ments to cognitive-behavioral therapies increases efficacy (e.g., Cloitre et al., 2002; Mennin
& Fresco, 2010; Newman, Castonguay, Borkovec, & Molnar, 2004). We expect to learn more
about the utility of psychotherapy integration in the coming years.

A recent trend concerns studying the effectiveness of behavioral interventions in clin-
ical practice as opposed to research settings, which historically used narrow, nonrepre-
sentative samples of clients with a given disorder. Recent studies typically use many fewer
exclusion criteria and include more representative samples. In addition, behaviorists are
conducting research in clinical settings to investigate the utility of treatments in the context
where they will be applied. Initial findings on effectiveness are promising; a meta-analysis
of effectiveness studies of cognitive-behavioral therapies for anxiety disorders found large
effect sizes that were generally comparable to those from representative efficacy studies
(Stewart & Chambless, 2009).

Finally, behaviorists are focused on developing interventions that target disorders not
previously treated effectively, more diverse client samples, and comorbid clinical presen-
tations. As described previously, researchers and clinicians are exploring how behavioral
interventions can be used in a culturally sensitive manner, and whether these adapted inter-
ventions are efficacious. In addition, several protocols that have been developed specifi-
cally target comorbid and more complex clinical cases. DBT (Linehan, 1993a) specifically
focuses on treating clients with multiple problems, as do ACT and other acceptance-based
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behavioral therapies, by targeting mechanisms thought to underlie a wide range of present-
ing problems. Protocols have also been developed to treat groups of clients with a range of
anxiety disorders (Norton, Hayes, & Springer, 2008), anxiety and mood disorders (Allen et
al., 2008) or eating disorders with comorbid mood and interpersonal problems (Fairburn
et al., 2009). These efforts, combined with the focus on effectiveness, will help behavior
therapists continue to develop interventions that can optimally treat the clients presenting
for services.

SUGGESTIONS FOR FURTHER STUDY
Recommended Reading

Antony, M. M., & Roemer, L. (2011). Behavior therapy. Washington, DC: American Psychological
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behavioral therapy: A review of meta-analyses. Clinical Psychology Review, 26, 17-31.—An excel-
lent overview of the evidence supporting behavioral treatments.
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overview of behavioral assessment.
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Cognitive therapy has attracted substantial interest from mental health professionals
during the 50 years since it was first ushered in by a 1956 symposium on information pro-
cessing at MIT (Mahoney, 1977). Cognitive therapy came to prominence during the “cog-
nitive revolution” and has progressed to a point where cognitively based therapies have
moved to the forefront of professional interest. Cognitive therapy has become a meeting
ground for therapists from diverse theoretical and philosophical positions, ranging from
the psychoanalytic to the behavioral. Psychodynamic therapists find in cognitive therapy a
dynamic core that involves working to alter tacit beliefs and interpersonal schemas. Behav-
ioral therapists find a brief, active, directive, collaborative, psychoeducational model of
psychotherapy that is empirically based and has as its goal direct behavioral change.

The merging of cognitive therapy and behavior therapy has become more the rule than
the exception. Despite the link between cognitive and behavioral therapies, it is important
to note some distinguishing factors. Behavior therapy focuses on learned behavior that
arises from responses to an individual’s environment. The target of these therapies is the
“unlearning” of problematic behavior. Cognitive therapies, in contrast, focus on an individ-
ual’s beliefs about the self, the world, and the future. The sources of pathology, and therefore
the targets of therapy, are thoughts—maladaptive cognitions—that are frequently auto-
matic and ingrained. Cognitive-behavioral therapies link these two approaches by targeting
both problematic behaviors and maladaptive cognitions. Thus, the term cognitive-behavioral
therapy, or CBT, subsumes cognitive approaches and has at times been used interchange-
ably with the term cognitive therapy. Empirical support in the form of randomized controlled
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outcome studies has led cognitive-behavioral therapies to be identified as empirically sup-
ported treatments for a range of conditions including depression, eating disorders, panic
disorder, generalized anxiety disorder, obsessive—compulsive disorder, posttraumatic stress
disorder, psychosis, and self-mutilation.

Contemporary cognitive therapy has become a broad-spectrum model of therapy and
psychopathology, and has been applied to a wide range of problems, patient groups, and
therapeutic contexts. CBT approaches have been described as particularly useful frame-
works in work with individuals from diverse racial, ethnic, and cultural backgrounds. The
emphasis on understanding environmental influences on behaviors and the individualized
meaning of client symptoms allow for the integration of culturally specific beliefs, norms,
behavioral expectations, and cultural supports in clinical conceptualizations of cognitions
and behaviors (Hays, 2009). CBT approaches are useful when working with traditionally
marginalized groups, such as people of color or individuals from lower socioeconomic
backgrounds, because they minimize existing power differentials and facilitate empower-
ment through collaborative goal setting, psychoeducational components, agenda setting,
and promotion of self-efficacy (Organista & Munoz, 1996). While the literature is limited,
there is increasing support for the efficacy of CBT with ethnic/minority clients for diverse
problems such as depression, generalized anxiety disorder, substance abuse, and posttrau-
matic stress disorder (Voss Horrell, 2008).

As cognitive models have developed they have become more specific, integrated, and
differentiated. This has led to the development of alternative cognitive-behavioral “schools”
or approaches, and to attempts to develop standards of clinical training in cognitive-
behavioral psychotherapy. Cognitive models are essential components of comparatively
more recent forms of therapy, such as acceptance and commitment therapy (ACT; Hayes,
2004) and mindfulness-based cognitive therapy (MBCT; Segal, Teasdale, & Williams,
2004).

Cognitive-behavioral strategies and techniques have “diffused” into wider practice.
They have been integrated into therapeutic work by clinicians trained in other approaches.
It is not uncommon to encounter clinicians who state that they conceptualize clients psy-
chodynamically but selectively use cognitive techniques, reflecting increased acceptance of
the usefulness of cognitive-behavioral models, or at least particular interventions. The more
traditional understanding of cognitive therapy has changed as well to include an emphasis
on the importance of the therapeutic relationship. Clinical warmth, empathy, and positive
regard, core characteristics of client-centered psychotherapy, are now seen as forming a
foundation for all effective psychotherapy (Bergin & Garfield, 2003). In a similar manner,
cognitive strategies and techniques are becoming part of a general standard of care.

HISTORICAL BACKGROUND

Cognitive theory is founded on intellectual traditions dating to Stoic philosophers, such as
Epictetus (1983), who in the first century commented, “What upsets people is not things
themselves but their judgments about the things” (p. 13). Contemporary cognitive psycho-
therapy is founded upon the concept of psychological constructivism, which proposes that
individuals are proactive and develop systems of personal meaning to organize their inter-
actions with the world. Such knowledge (both personal and scientific) is relative insofar as
it is based on personal and cultural epistemologies and may not be based on a knowable
“objective” reality.
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Contemporary cognitive psychotherapy reflects the confluence of several schools of
thought and is an extension of the earlier work of Adler (1968), Bowlby (1985), Freud
(1923), and Tolman (1949). The influence of psychodynamic theory on the evolution of
cognitive psychotherapy is perhaps most apparent in the topographic model of personal-
ity and psychopathology that they share. Whereas Freud partitioned the psyche into the
conscious, preconscious, and unconscious domains, with an individual’s behavior primarily
motivated by unconscious drives (the id), cognitive theorists partition cognitive processes
into “automatic thoughts,”“assumptions” and “schemas.” More modern psychodynamic
theories emphasize object relationships, or internal models of relationships, that closely
resemble the cognitive concept of a relationship schema. Modern psychodynamic theories
and cognitive models share a focus on individuals’ basic assumptions that guide how they
interact and operate.

Therapists such as Beck (1972), Ellis (1962), and Goldfried (Goldfried & Merbaum,
1973), were among the first to incorporate cognitive mediational constructs with behav-
ioral theory. They focused on the role of social learning processes in the development of
emotional problems and on the use of cognitive restructuring, the development of social
problem-solving capacities, and the acquisition of behavioral skills in resolving them. The
development of cognitive therapy accelerated during the 1970s. Early proponents argued
for the incorporation of the findings of cognitive psychology into the behavioral model,
expanding it from an S-R (stimulus—-response) model for classical conditioning and an
S-R-C (stimulus—response—consequence) model for operant conditioning to an S-O-R-C
(stimulus—organism-response—consequence) model, into which cognitive control and cog-
nitive constructs were incorporated. Over time, the focus on self-statements and “inter-
nal dialogue” shifted toward an examination of implicit meaning structures, because it
appeared that clients perhaps were not able to report their internal dialogue, but were acting
as if certain assumptions were true. Clients appeared to be using a cognitive information-
processing model incorporating encoding, storage, and retrieval processes, some of which
were not always within a person’s awareness. Selective attentional processes and idiosyn-
cratic encoding and retrieval processes appeared to underlie what was observed in therapy.
In addition, the schema construct, developed within experimental developmental psychology
and defined as cognitive representations of people, past experiences, and themselves, was
incorporated into therapy (Goldfried, 2003).

Cognitive therapy is typically most closely identified with Aaron Beck (Beck, 1972;
Scott & Freeman, 2010). He offered a continuity hypothesis, in which clinically significant
difficulties represented extreme forms of normal emotional and behavioral functioning.
He also utilized an information-processing paradigm, drawn from the cognitive research,
which incorporated two critical elements: cognitive structures (schemas and automatic
thoughts) and cognitive mechanisms (cognitive distortions). Regarding cognitive struc-
tures, Beck, Rush, Shaw, and Emery (1979) elaborated a model of automatic thoughts,
intermediate assumptions, and core self-schemas in explaining the development and course
of “depressogenic” thinking. Regarding cognitive mechanisms, they emphasized the influ-
ence of faulty schemas about self (self-schemas), the world, and others, which gave rise to
and sustained faulty information processing, whereby clients distorted and filtered exter-
nal environmental stimuli. This distorted processing of environmental information served
to confirm the initial faulty schemas and general worldview of the client. The therapy,
which incorporated both behavioral techniques (e.g., activity scheduling) and cognitive
techniques (e.g., Socratic questioning), had as its goal changing the dysfunctional thought
patterns and their underlying schemas.
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Similarly, the now familiar ABC model of the relationships between “antecedent
events,” “beliefs,” “behavior,” and “consequences” for the individual, proposed by Ellis
(1962; Ellis & Harper, 1961), suggested that neurotic or maladaptive behaviors are learned
and directly related to irrational beliefs that people hold about events in their lives. Ellis
developed a typology of common cognitive distortions, as well as a number of directive
therapeutic techniques for changing them. Ellis’s model assumes that by identitfying and
changing unrealistic or irrational beliefs, it is possible to alter one’s behavioral or emo-
tional reactions to events. Irrational beliefs are often tightly held and long-standing in
nature, highly focused and, at times, confrontationally expressed interventions are neces-
sary to dispute them. Ellis’s therapeutic approach is active and pragmatic. Although the
basic tenets of rational-emotive behavior therapy (REBT) have not, as yet, been subjected
to extensive empirical scrutiny, Ellis’s clinical techniques for challenging irrational beliefs
are widely used.

Other theories elaborated on the role of cognitive mechanisms that contributed to
the development of psychopathology. Meichenbaum (1977) described the role of inter-
nalized speech in the development of emotional disorders. Meichenbaum’s techniques
for “self-instructional training” via the rehearsal of “self-statements,” modeling, and self-
reinforcement have proven particularly useful in treating depressed or impulsive children.
Similarly, Seligman (1975) proposed that individuals become depressed when they come
to believe that they are unable to control important outcomes in their life (including both
positive or reinforcing events and negative events or punishments). This “learned helpless-
ness” model of depression was subsequently refined by Abramson, Seligman, and Teasdale
(1978) in an “attributional reformulation” of the theory. Abramson, Metalsky, and Alloy
(1989) went on to explore specific cognitive vulnerabilities to depression and especially
pernicious “hopeless” reactions to negative events in cognitively vulnerable individuals.

Third-Wave Cognitive-Behavioral Therapies

More recently, newer models of therapy, while embedded in behavioral and cognitive
traditions, also incorporate relatively new philosophical traditions and a shift of focus in
therapeutic interventions. Mindfulness (nonjudgmental acceptance of cognitions and other
internal experiences rather than cognitive restructuring), contextualism (a focus on emo-
tional appraisal and regulation processes), a renewed emphasis on behavioral methods
and techniques, and an emphasis on the function rather than the content of cognitions are
all hallmarks of these new approaches (see Follette & Callaghan, Chapter 6, this volume).
These models were developed in large part as a reaction to the perceived limited success
of cognitive therapy in treating individuals with more intractable, chronic, or complex dif-
ficulties, such as people with personality disorders or chronic, relapsing depression, and
others viewed as unsuitable candidates for traditional cognitive therapy (Young, Klosko, &
Weishaar, 2003). While many of these therapies emphasize behavioral mechanisms, they
also include a strong emphasis on cognitive processes.

Acceptance and Commitment Therapy

In the ACT model, psychopathology is believed to arise from a psychological inflexibility,
as influenced by an overreliance on literal linguistic rules, and experiential avoidance that
arises because some internal events, such as thoughts and feelings, are perceived as aver-
sive or are evaluated negatively (e.g., feeling anxious is perceived to be “bad” because it is
assumed to arise from negative events; Hayes, 2004). ACT holds that individuals should
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become aware of and examine their thoughts, and, in essence, change the relationship they
have with their thoughts—not confuse their thoughts with reality—and not to judge, evalu-
ate, or attempt to modify their cognitions (like traditional cognitive therapy), but simply to
observe and accept their cognitions and feelings. Goals include increased mindfulness, pro-
motion of distancing from one’s cognitions (e.g., seeing one’s thoughts as “just thoughts”),
observation of cognitions and emotions in a nonjudgmental way, and exploration of val-
ues and development of commitment to engage actively with the external world and work
toward having a meaningful, authentic life. Cognitive changes in ACT are believed to occur
through several mechanisms, the most important of which is distancing. Though a source
of debate, some (e.g., Arch & Craske, 2008) have argued that ACT shares many similarities
with cognitive therapy processes and mechanisms, including the examination of cognitive
events and development of new associations to one’s thoughts. However, unlike traditional
cognitive therapy, ACT specifically rejects cognitive restructuring because the focus is on
addressing the function, not the content, of the cognition.

Mindfulness-Based Cognitive Therapy

MBCT, developed to treat chronic or long-standing major depressive disorder (Segal et al.,
2004), builds upon Beck’s model of cognitive therapy by elaborating on the process by which
schemas and a client’s overlearned, habitual patterns of thinking process may become reac-
tivated and, consequently, trigger symptom relapses in vulnerable individuals during times
of stress. A ruminative cognitive style and excessive self-focus increase the likelihood that
these maladaptive thinking patterns and their corresponding schemas will be reactivated.
In addition to traditional cognitive therapy techniques, MBCT incorporates mindfulness
training, utilizing techniques drawn from mindfulness-based stress management (Kabat-
Zinn, 1994). However, MBCT uses an explicit cognitive framework, and the major goals of
therapy are to reactivate adaptive patterns of thinking through nonjudgemental awareness
of cognitions, emotions, and bodily sensations, and to develop a decentered stance toward
cognitions and feelings, which are viewed as passing events in the mind.

Schema-Based Therapy

Schema-based therapy, or schema therapy, was an outgrowth of Beck’s early conceptualiza-
tion of schema (Beck et al., 1979). Schema therapy was developed to address more specifi-
cally the needs of individuals with characterological issues, such as borderline personality
disorder, and long-standing or relapsing conditions, such as chronic depression or anxiety,
eating disorders, and long-standing relationship or intimacy problems (Young et al., 2003).
In schema therapy, a predominant focus is on the occurrence of early maladaptive schemas,
defined by Young and colleagues as “self-defeating emotional and cognitive patterns that
begin early in . . . development and repeat throughout life” (p. 7). Individuals cope with
these problematic, painful, or distressing early maladaptive schemas through schema avoid-
ance, or rearranging their lives so that problematic schemas are never activated; schema
surrender, whereby perceptions and behaviors are changed to conform to their schemas;
and schema neutralization/overcompensation, whereby they act to neutralize the schema by
behaving in a manner opposite to what is predicted by the schema. In addition to cognitive
techniques, experiential activities, such as guided imagery and role playing, and techniques
using the therapeutic alliance, such as reparenting techniques, are utilized both to explore
schemas to develop a schema formulation with the client and to provide corrective experi-
ences.
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ASSUMPTIONS OF COGNITIVE THERAPY

1. The way individuals construe or interpret events and situations mediates how they
subsequently feel and behave. Human functioning is the product of an ongoing interaction
between specific, related “person variables” (beliefs and cognitive processes, emotions, and
behavior) and environmental variables. These variables influence one another in a recipro-
cal manner over the course of time.

2. Interpretation of events is active and ongoing. The construal of events allows indi-
viduals to derive a sense of meaning from their experiences and permits them to under-
stand events, with the goals of establishing their “personal environment” and forming a
response. Behavioral and emotional functioning, as a result, are seen as goal directed and
adaptive.

3. Individuals develop idiosyncratic belief systems that guide behavior. Beliefs and
assumptions influence perceptions and memories, and memories are activated by specific
stimuli or events. The individual is rendered sensitive to specific “stressors,” including both
external events and internal affective experiences. Beliefs and assumptions contribute to a
tendency to attend selectively and to recall information that is consistent with the content of
the belief system, and to “overlook” information that is inconsistent with those beliefs.

4. Stressors contribute to a functional impairment of an individual’s cognitive process-
ing and activate maladaptive, overlearned coping responses. A feedforward system is estab-
lished, in which activation of maladaptive coping behaviors contributes to the maintenance
of aversive environmental events and consolidation of the belief system. The person who
believes, for example, that “the freeway is horribly dangerous” might drive in such a timid
manner that he or she causes an accident, thus strengthening the belief in the danger of
freeways and the importance of driving even more defensively.

5. The “cognitive specificity hypothesis” states that clinical syndromes and emotional
states can be distinguished by the specific content of the belief system and the cognitive
processes that are activated.

THE CONCEPT OF PERSONALITY

The foundation of cognitive therapy is the belief or meaning system that forms the identity
or “personality” of a given individual. When we speak of “cognitions” we are not limit-
ing ourselves to “automatic thoughts”—that is, to the thoughts and beliefs that comprise a
person’s moment-to-moment stream of consciousness. Rather, cognitions include our per-
ceptions, memories, expectations, standards, images, attributions, plans, goals, and tacit
beliefs. They include multiple factors that have gone into making up the personality of an
individual. Cognitive variables, then, include thoughts in our conscious awareness, as well
as inferred cognitive structures and cognitive processes.

Although individuals may be born with certain temperaments shaped by genetic heri-
tability, experiences from individuals’ earliest years shape how they view the world around
them. Beliefs shaped by these experiences are the focus of cognitive therapy. A child who
feels secure in the love and attention of his or her primary caregiver will have a belief sys-
tem that the world is a safe place to explore. Although attachment theory (Bowlby, 1969)
is derived from psychodynamic models of thought, cognitive theory has reformulated the
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original drive-based conceptualization and posits that an individual’s characteristic pat-
terns of viewing the world are shaped throughout development and are known as schemas.

Schemas play a central role in the formation of an individual’s personality. The con-
cept, originally proposed by Kant, has more recently been employed by Piagetian psycholo-
gists and associative network theorists to refer to organized, tacit cognitive structures made
up of abstractions or general knowledge about the attributes of a stimulus domain, and the
relationships among these attributes (Horowitz, 1991). Stored in memory as generaliza-
tions from specific experiences and prototypes of specific cases, schemas provide focus and
meaning for incoming information. Although not in our conscious awareness, they direct
our attention to those elements of our day-to-day experience that are most important for
our survival and adaptation. Individuals tend to assimilate their experiences in response to
preexisting schemas rather than to accommodate schemas to events that are unexpected
or discrepant (Kovacs & Beck, 1978); that is, we tend to make sense of new experiences in
terms of what we already believe rather than by changing our preexisting views.

In addition to representations and prototypical exemplars of specific events, schemas
also incorporate emotions or “affective valences” related to the events. Events in one’s life
activate both ideational and emotional content. Cognitive schemas, as a result, might more
accurately be described as cognitive—emotional structures (Greenberg & Safran, 1987).
They are postulated to account for consistencies in behavior over time and for continuities
in one’s sense of self throughout one’s life. Schemas are often strongly held and are seen
as essential for the person’s safety, well-being, or existence. Schemas that are consolidated
early in life and powerfully reinforced by significant others are often highly valent in the
personality style of the individual.

Recent work on schemas has identified certain representative schemas that form the
basis of psychopathology for each disorder (Riso, du Toit, Stein, & Young, 2007). For exam-
ple, highly sociotropic or autonomous personality styles may make an individual more vul-
nerable to depression. Highly sociotropic individuals have “interpersonal schemas” (Safran,
Vallis, Segal, & Shaw, 1986) that are cognitive representations of interactions with others,
such as attachment figures that maintain individual relationships. An example is the belief
that when I ask for support, others will reject me. On the other hand, highly autonomous
individuals focus on achievement and may have schemas about failure or success, such as
“If I fail, I will be rejected.” In both cases we can see how schemas shape an individual’s per-
sonality, with a focus on either relatedness or achievement. Schemas are reviewed in greater
depth in the subsequent section on psychopathology, but it is essential to note that cogni-
tive schemas form the basis of individual’s personality styles according to cognitive theory,
and that the growing emphasis on personality in cognitive therapy has led to an surge in
the practice of, and the amount of research on, schema-focused therapies. Additionally,
books on the treatment of personality disorders now often include a cognitive component
that recognizes the importance of schemas to the formation of personality (e.g., Millon,
1999).

PSYCHOLOGICAL HEALTH AND PATHOLOGY

Our “meaning system,” our knowledge base, and ways of processing information are orga-
nized and coherent. From this perspective, human behavior is both goal directed and gen-
erative. It is based on rules and tacit beliefs that are elaborated and consolidated over the
course of an individual’s life. Cognitive processes, emotional responses, and behavioral
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skills are adaptive. Cognitive processes are seen as playing a central role in organizing our
responses both to daily events and to long-term challenges. Therefore, schemas form the
basis of both “healthy” personalities and those of individuals with psychopathology. The
standard cognitive therapy model posits that three variables play a central role in the for-
mation and maintenance of common psychological disorders: the cognitive triad, schemas,
and cognitive distortions (Beck et al., 1979). These three variables are also present for
individuals without psychopathology, and the distinction between adaptive cognitions and
cognitions that have become maladaptive for an individual are described in each case.

The Cognitive Triad

The construct of the cognitive triad was first proposed by Beck (1963) as a means of describ-
ing the negativistic thoughts of depressed inpatients. He observed that the thoughts of
depressed individuals typically include highly negative views of self, the world, and the
future. The thoughts of anxious clients, in contrast, tend to differ from those of depressed
individuals in each of these domains. They tend to view the world or others as potentially
threatening, and to maintain a vigilant and wary orientation toward their future. The con-
cept of the cognitive triad, then, serves as a useful framework for examining the automatic
thoughts and tacit assumptions that clients describe. Virtually all client problems can be
related to maladaptive or dysfunctional beliefs in one of these three areas. As a result, when
beginning therapy, it is often helpful to inquire as to clients’ thoughts in each of these
areas. Because clients’ beliefs and attitudes are quite idiosyncratic, we should anticipate
that the specific content of their thoughts regarding the self, the world, and the future will
differ. By assessing the degree of contribution of thoughts in each of these areas to clients’
distress, the therapist can begin to develop a conceptualization of their concerns.

Schemas

The concept of schemas plays an important role in cognitive models of emotional and
behavioral problems. Schemas are maintained, elaborated, and consolidated through
processes of assimilation and are changed through accommodation to novel experiences
(Rosen, 1989). Schemas are developed over the course of an individual’s infancy and child-
hood. Early maladaptive schemas typically are seen as serving an adaptive function and
may represent internalizations of ongoing or repetitious parental behavior. The parent who
is unsupportive, punitive, or unpredictable toward his or her infant, for example, will likely
behave in a similar manner during later years. The child’s nascent beliefs that “my needs
won’t be met by others,” “I am flawed or inadequate,” and “I must submit to the control
of others to avoid punishment” are initially represented nonverbally as subjective encod-
ings of interactive experiences, and are elaborated and consolidated by later events. They
are reified as procedural memories, tacit beliefs, or representations about the self and the
world— they become the “givens” of life. Tacit beliefs or schemas are activated by events that
are similar to early experiences surrounding their development (Ingram, 1984). These tacit
rules, assumptions, and beliefs serve as the wellspring of the various cognitive distortions
seen in clients. As the activation of the memory spreads throughout the associative links of
the schema’s network, other memories, exemplars, expectations, and emotions related to
the event are activated. If the schemas are elaborate, individuals become preoccupied with
the event. As thoughts about personal weakness, hopelessness, and unremitting disappoint-
ment gain predominance, individuals become less active and socially engaged, and their
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mood becomes increasingly depressed and hopeless. People’s observations of themselves in
this state only provide further evidence of their inadequacy and contribute to a worsening
of their interpersonal problems.

The precise content of schemas is not typically open to introspection or rational dis-
putation. Nonetheless, basic categories for classifying events can be inferred from moni-
toring the types of information that are most frequently remembered and used (Kovacs
& Beck, 1978). In the schema therapy model, early maladaptive schemas are presumed to
occur in five main domains: (1) disconnection and rejection, in which an individual per-
ceives instability in interpersonal connections; (2) impaired autonomy and performance,
in which one has difficulty functioning independently and successfully differentiating self
from others; (3) impaired limits in regard to reciprocity and self-discipline; (4) other-
directedness that focuses on the needs of others while neglecting one’s own needs; and (5)
overvigilance and inhibition that involve suppression of one’s own impulses and feelings,
and an internalization of rigid rules about one’s functioning (Young et al., 2003). Highly
depressed persons, for example, often maintain the schemas “I'm defective” (impaired
autonomy and performance) and “people are unreliable” (disconnection and rejection).
Highly angry individuals, in contrast, may or may not believe they are flawed or defective.
They do, however, tend to believe that “the world is dangerous” (overvigilance/inhibition),
and that “people are malicious” (disconnection and rejection). Although not present in
these individuals’ daily thoughts, these beliefs strongly influence their behavioral and emo-
tional reactions.

Cognitive Distortions

A potentially infinite amount of information impinges on us in our day-to-day lives. As
a result, we must selectively attend to those events or stimuli that are most important to
our adaptation and survival. Some events are examined, recalled, and reflected on; oth-
ers are overlooked, ignored, and forgotten as uninteresting or unimportant. Because our
attentional capacities and ability to process information are limited, some distortion of our
experiences necessarily must occur. An individual’s perceptions, memories, and thoughts
can become distorted in a variety of adaptive and maladaptive ways. Some individuals may,
for example, view life in an unrealistically positive way and perceive that they have control
or influence that they may not, in reality, possess. They may take chances that most people
would avoid—such as starting a new business or investing in a risky new stock. If successful,
the individual is vindicated and may be envied for his or her chutzpah, or nerve. Such distor-
tions can, however, be problematic, in that they may lead individuals to take chances that
may result in great danger; they might, for example, experience massive chest pains and not
consult a physician due to the belief “nothing will happen to me. I'm too young and healthy
for a heart attack.”

Negative or maladaptive distortions typically become the focus of therapy. One task
in treatment is to examine these distortions and assist clients to recognize the impact on
functioning. Distortions represent maladaptive ways of processing information and may
become emblematic of a particular style of behaving or of certain clinical syndromes. Like
many constructs, how we define and understand notions such as “rationality,” “distortion,”
“adaptiveness,” “maladaptiveness,” and “bias” has important philosophical and practical
implications. They should be carefully scrutinized. Typical distortions and examples of the
common clinical correlates include the following:

” «
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1. Dichotomous thinking. “Things are black or white”; “You’re with me or against me.”
This tendency toward “all-or-nothing” thinking is encountered in borderline per-
sonality and obsessive—compulsive disorders.

2. Mind reading. “They probably think that I'm incompetent”; “I just know that they will
disapprove.” This processing style is common in avoidant and paranoid personality
disorders.

3. Emotional reasoning. “1 feel inadequate, so I must be inadequate”; “I'm feeling upset,
so there must be something wrong.” This distortion is common among individuals
suffering from anxiety disorders.

4. Personalization. “That comment wasn’t just random, I know it was directed toward
me.” At the extreme, this is common in avoidant and paranoid personality disor-
ders.

5. Overgeneralization. “Everything I do turns out wrong”; “It doesn’t matter what my
choices are, they always fall flat.” At the extreme, this is common among depressed
individuals.

6. Catastrophizing. “If I go to the party, there will be terrible consequences”; “It would
be devastating if I failed this exam”; “My heart’s beating faster, it’s got to be a heart
attack.” This distortion is characteristic of anxiety disorders, especially social anxi-
ety, social phobia, and panic.

7. “Should” statements. “I should visit my family every time they want me to”; “They
should do what I say because it is right.” This is common in obsessive—compulsive
disorders and among individuals who feel excessive guilt.

8. Selective abstraction. “The rest of the information doesn’t matter. This is the salient
point”; “I've got to focus on the negative details; the positive things that have hap-
pened don’t count.” At the extreme, this is common in depression.

THE PROCESS OF CLINICAL ASSESSMENT

Identifying specific problems and objectively evaluating the effectiveness of interventions
are essential parts of cognitive psychotherapy. Assessment instruments, including self-
report questionnaires, behavior rating scales, and clinician rating scales, can be quite use-
ful in this regard. They are frequently administered at the beginning of treatment and at
later points.

Alarge number of well-validated rating scales have been developed in recent years; it is
beyond the scope of this chapter to review them. However, we have found several of them to
be particularly useful and deserving of note. Among these are the Dysfunctional Attitudes
Scale (DAS; Weissman & Beck, 1978; Beck, Brown, Steer, & Weissman, 1991) and the Young
Schema Questionnaire (YSQ; Young, 1991). The DAS is used to measure dysfunctional
attributions that are thought to make one vulnerable to psychopathology (typically depres-
sion). The YSQ is used more generally to assess early maladaptive schemas that could lead
to multiple types of psychopathology.

When depression is a primary concern, the Beck Depression Inventory (BDI) is among
the most useful tools available to the therapist. The BDI-II (Beck, Steer, & Brown, 1996)
is among the most widely used self-report measures for depression in the world and is a
well-accepted, reliable, and valid measure of depressed mood. The administration of a self-
report depression scale, such as the BDI-II, prior to each session can provide objective
data regarding therapeutic progress and can assist in identifying the specific focus of a
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client’s depression. When anxiety is a target symptom, the Beck Anxiety Inventory (BAI),
a 2l-item self-report symptom checklist designed to measure the severity of anxiety-related
symptoms (Beck, Epstein, Brown, & Steer, 1988), the Zung Anxiety Rating Scale (ZARS;
Zung, 1971), or the State-Trait Anxiety Inventory (STAI; Spielberger, Gorsuch, Lushene,
Vagg, & Jacobs, 1983) may be used. These measures provide a useful, objective measure of
the client’s general level of anxiety and can be used both quantitatively and qualitatively as
a diagnostic aid.

The Beck Hopelessness Scale (BHS) is a brief and highly useful measure of pessimism
(Beck, Weissman, Lester, & Trexler, 1974). Because levels of hopelessness are often highly
correlated with suicide potential, the BHS can be used in conjunction with a measure of
depression as a means of estimating suicide risk (Freeman & Reinecke, 1993).

Assessment of Vulnerability Factors

There are circumstances, situations, or deficits that have the effect of decreasing the client’s
ability to cope effectively with life’s challenges. These factors lower the client’s tolerance for
stress and may serve to increase suicidal thinking, lower the threshold for anxiety stimuli, or
increase vulnerability to depressogenic thoughts and situations (Freeman & Simon, 1989).
These include (1) acute or chronic illness, (2) hunger, (3) fatigue, (4) major or minor
stressful events, (5) loss of social support or an important relationship, (6) alcohol and
substance abuse, (7) chronic pain, and (8) new life circumstances. An essential component
of cognitive therapy is to use an unstructured or structured interview to assess for vulner-
ability factors that may be the diathesis that puts an individual at risk for psychopathology
by activating negative schemas and automatic thoughts.

In addition, issues of diversity, such as acknowledging life stressors or circumstances due
to an individual’s cultural background, expectations for and motivations to pursue therapy,
limitations to engage in therapy due to poverty, cultural barriers, linguistic/communication
barriers, or exposure to unique stressors (e.g., discrimination or acculturative stress) are
important areas for assessment and can aid in conceptualization of the client’s problems.
Culturally sensitive interventions can include increasing social supports and access to social
or community resources, alleviating stressors, and improving coping skills.

THE PRACTICE OF THERAPY

A common element across cognitive-behavioral models is an emphasis on helping clients
to examine the manner in which they construe or understand themselves and their world
(cognitions), and to experiment with new ways of responding (behavioral). By learning
to understand the idiosyncratic ways they perceive themselves, the world, and their pros-
pects for the future, clients can be helped to alter negative emotions and to behave more
adaptively. In practice, cognitive therapy sessions are (1) structured, active, and problem
oriented; (2) time-limited and strategic; (3) psychoeducational; (4) based on constructivist
models of thought and behavior; and (5) collaborative.

Cognitive therapy attempts to identify specific, measurable goals and to move quickly
and directly into those areas that create the most difficulty for the client. The approach
is similar in this regard to contemporary short-term dynamic and interpersonal psycho-
therapy. Cognitive therapy does not presume to protect individuals from experiencing dis-
tress in the future. Anxiety, depression, and guilt can play an essential and adaptive role in
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people’s lives. Instead, cognitive therapy endeavors not to alleviate these emotions but to
provide clients with skills for understanding and managing them.

One reason that individuals experience difficulty coping with internal or external
stimuli is a lack of adaptive skills. Cognitive and behavioral skills typically emerge over the
course of one’s development through structured interactions with supportive caregivers.
Developmentally important competencies include the ability to regulate affective arousal,
interpersonal, or social skills; the ability to direct and maintain one’s attention; and cogni-
tive skills (including executive functions and formal operational thought). An important
component of cognitive therapy is to enhance clients’ skills and sense of personal compe-
tence so that they can more effectively deal with life stressors and have a greater sense of
control and self-efficacy.

Cognitive Therapy in Action

Before therapeutic change can occur, a trusting therapeutic collaboration must be estab-
lished. The first goal in cognitive therapy, then, is to establish rapport through empathic,
active listening. Clients need to feel that they are heard, and that their concerns are under-
stood and acknowledged by their therapist. The cognitive therapist encourages and facili-
tates client speech and promotes the experience of affect in the therapy session. The cogni-
tive therapist also identifies recurrent patterns in the client’s behavior and thoughts, points
out the use of maladaptive coping strategies or distortions, and draws attention to feelings
and thoughts the client may find disturbing. Before specific interventions are made, how-
ever, the therapist carefully reviews a client’s developmental, familial, social, cultural, occu-
pational, educational, medical, and psychiatric history. These data are useful in helping to
turn a client’s presenting complaints into a working problem list and a treatment conceptu-
alization (Persons, 2008).

The establishment of a problem list gives both client and therapist an idea of where
the therapy is going, a general time frame, and a means of assessing therapeutic progress.
The identification of an agenda item leads directly into an examination of the client’s emo-
tions and thoughts in a recent situation. Setting an agenda at the beginning of each session
allows both client and therapist to bring out issues of concern for discussion. Moreover, it
allows for continuity between sessions, so that sessions are not individual events but part of a
cohesive whole. The collaborative process may be empowering, because it allows for the co-
creation of therapeutic goals. This may be particularly useful for clients from racial/ethnic
minorities or disadvantaged backgrounds, because it may help “demystify” the therapy
experience for individuals who are unfamiliar with the goals of typical therapy or whose
culture may have general prohibitions against obtaining mental health services. A typical
agenda might include the following:

1. Discussion of events during the past week and feelings about the prior therapy ses-
sion.

2. Areview of self-report scales filled out by the client prior to the session.

3. Areview of agenda items remaining from the previous session.

4. A review of the client’s homework. The client’s success or problems in doing the
homework are discussed, as are the results of the assignment.

5. Current problems that are put on the agenda might involve the development of
specific skills (e.g., social skills, relaxation training, or assertiveness skills) or the
examination of dysfunctional thoughts.
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Each session concludes with a review or summary of the session and gives the client
an opportunity to clarify goals, as well as skills, techniques, or insights, that have been
discussed. A homework assignment for the next session and factors that may impede its
completion are addressed. Finally, the client is asked for his or her response to the session.

Problem Conceptualization and Treatment Planning

After the therapist conducts a comprehensive assessment, the problem conceptualization
forms the foundation for a targeted treatment plan. The conceptualization must be (1) use-
ful, (2) parsimonious, and (3) theoretically coherent. It should explain past behavior, make
sense of current difficulties, predict future behavior, and yield pragmatic recommendations.
The conceptualization process begins with the compilation of a specific, behaviorally based
problem list, which is then prioritized. A particular problem may be the primary focus of
therapy because of its debilitating effect on the individual. In another case, one may focus
on the simplest problem first, thereby giving the client a sense of confidence in the therapy
itself, as well as practice in basic problem solving. In a third case, the initial focus might be
on a “keystone” problem—that is, a problem whose solution will cause a ripple effect in solv-
ing other problems or which is high-risk, such as ongoing suicidal ideation.

The case formulation of the client’s problems allows the therapist to develop strategies
and interventions individualized to the particular client. As part of this formulation, the
therapist develops hypotheses about what reinforces and maintains dysfunctional thinking
and behavior, including idiosyncratic thinking patterns and automatic thoughts. A formu-
lation may include a description of beliefs that are either adaptive or maladaptive, and the
degree to which these beliefs are held. It is useful to discuss with a client the strength with
which he or she believes key automatic thoughts or assumptions. Automatic thoughts con-
taining the phrase “I am ” can be particularly difficult to change, because they may
be statements of a client’s actual self-schemas. One young woman, whose frequent and vocif-
erous complaining had led her to be fired at work and to be dropped from the lead role
in a theatrical production, stated, “I know I make people defensive, but it’s just who I am,
and they have to accept me for that. . . . I'm just identifying problems I see for people who
are the authorities, so they have to change them. . . . I can’t change who I am.” A formula-
tion should describe the content and structure of maladaptive thinking patterns that are
causing the client’s distress, impairing functioning, or causing unwanted emotional, behav-
ioral, or cognitive responses. An effective formulation identifies an individual’s cognitive
distortions, maladaptive beliefs, and the potential schemas that underlie them. Providing
an understanding of what may be maintaining the patient’s distress may also help to instill
a sense of hope and personal efficacy.

Specific Interventions

Interventions should be chosen specifically to address the distortions, maladaptive beliefs,
and hypothesized schemas identified in the case formulation that underlie identified prob-
lem behaviors. The precise mix of cognitive and behavioral techniques will depend on the
client’s abilities, the level of pathology, and the specific treatment goals. When working with
severely depressed clients, for example, initial treatment goals might center on facilitating
behavioral activity, improving self-care, and reducing social isolation.

Pharmacotherapy may be an important adjunct in the therapy program. Cognitive
therapy and pharmacotherapy are not mutually exclusive but can be integrated into an
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effective treatment program. In addition to its value in modifying dysfunctional thoughts or
maladaptive behavior that contribute to clients’ feelings of dysphoria, anxiety, or anger, cog-
nitive therapy can also be used to improve medication compliance. Maladaptive thoughts,
such as “This just proves I'm crazy” and “This means there must be something wrong with
my brain,” may be quite distressing and undermine treatment compliance. Use of pharma-
cotherapy alone might not address these beliefs. Antidepressant medications typically take
several weeks before improvement is seen. Cognitive therapy, however, can be helpful in a
short period and may provide depressed clients with a sense of relief before the medications
can be titrated effectively.

Cognitive Techniques

Cognitive techniques may be defined as any intervention or technique that alters a client’s
perceptions or beliefs. The number of techniques that are potentially available is virtually
infinite. Therapists should teach these skills, so that their clients can “become their own
therapist.” These techniques have been described in detail elsewhere (e.g., Persons, David-
son, & Tompkins, 2001).

IDIOSYNCRATIC MEANING

In many ways, our constructs determine our perceptions. All words carry an idiosyncratic
or personal meaning. The exploration of these meanings models the need for active listen-
ing skills, increased communication, and the value of examining one’s assumptions. The
meanings attached to the client’s words and thoughts can be explored. The client who
believes, for example, that he will be “devastated” by his spouse leaving might be asked, in
a supportive manner, what he means by “devastated.” He may be asked to reflect on exactly
how he would be devastated, and then on the ways he might be spared from “devastation.”
This may be particularly important for individuals from diverse cultural backgrounds,
because the meaning of “common” difficulties such as depression may be experienced and
conceptualized differently across cultures. For instance, individuals from Eastern countries
sometimes describe “depression” as a feeling of emptiness or loss of a sense of self, whereas,
people from Western cultures may describe depression more typically as feeling “down”
or “low.” Similarly, some clients from non-Western cultures might express psychological
distress using idioms that are specific to their culture, such as nervios, which encompasses
both somatic and psychological components. Exploring these words and terms and what
they mean not only for the client but also within the cultural context may help to elucidate
specific meaning attached to the construct by the client.

QUESTIONING THE EVIDENCE

This technique involves systematically examining evidence in support of a belief, as well as
evidence that is inconsistent with it. The reliability of the sources of the information might
be examined, and the individual might come to recognize that he or she has overlooked
information that is inconsistent with his or her beliefs. It is important that a clinician ques-
tion the evidence for the beliefs in a true “spirit of inquiry.” The focus should not be on
“begging the question” or asking leading questions whose intent is apparent, because this
may cause clients to feel that they need to give the “right” answer, or that they are failing,
and they may become defensive.
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REATTRIBUTION

Clients often take responsibility for events and situations that are only minimally attribut-
able to them. A therapist can help a client distribute responsibility among all relevant par-
ties.

RATIONAL RESPONDING

One of the most powerful techniques in cognitive therapy involves helping the client to chal-
lenge dysfunctional thinking. The Dysfunctional Thought Record (DTR) is an ideal format
for testing maladaptive beliefs. The process begins with a client identifying the thought,
emotion, or situation that causes difficulty. If the client presents with an emotional issue
(e.g., “I'm very sad”), the therapist may inquire as to the situations that engender the emo-
tion and the attendant thoughts. If the client presents with a thought (e.g., “I'm a loser”),
the therapist ascertains the feelings and the situation. Finally, if the client presents with a
situation (e.g., “My husband left me”), the therapist endeavors to determine the thoughts
and emotions that precede, accompany, and follow the event. Statements such as “I feel like
a loser” are reframed as thoughts, and the accompanying emotions are elicited. After the
automatic thought has been identified, a “rational response” can be developed. Rational
responding involves four steps: (1) a systematic examination of evidence supporting and
refuting the belief; (2) the development of an alternative, more adaptive explanation or
belief; (3) decatastrophizing the belief; and (4) identifying specific behavioral steps to cope
with the problem.

EXAMINING OPTIONS AND ALTERNATIVES

This involves working with clients to generate additional options. Suicidal clients, for exam-
ple, often see their alternatives as so limited that death becomes a viable solution. Clients
can be assisted to develop, then evaluate, alternative solutions.

DECATASTROPHIZING

Clients are taught to examine whether they are overestimating the severity of a situation or
the likelihood of a negative outcome. Through Socratic questioning they are encouraged
to “keep the problem in perspective.”

FANTASIZED CONSEQUENCES

Clients are asked to describe a fantasy about a feared situation, their images of it, and the
attendant concerns. In verbalizing their fantasies, clients can often see the irrationality of
their ideas. If the fantasized consequences are realistic, then the therapist can work with a
client to assess the danger and develop coping strategies.

ADVANTAGES AND DISADVANTAGES

By asking the client to examine both the advantages and disadvantages of both sides of an
issue, the therapist can help the client achieve a broader perspective. This basic problem-
solving technique is useful in gaining a perspective, then plotting a reasonable course of
action.
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TURNING ADVERSITY TO ADVANTAGE

There are times when a seeming disaster can be used to advantage. Having a deadline
imposed may be seen as oppressive and unfair, but it may be used as a motivator. Clients are
assisted in identifying strengths or competencies they have acquired through overcoming
past adversities.

GUIDED ASSOCIATION/DISCOVERY

In contrast to the psychodynamic technique of free association, in guided association
or discovery, the therapist works with the client to identify relationships between ideas,
thoughts, and images by means of Socratic questioning. Also referred to as the “vertical”
or “downward arrow” technique, the therapist encourages the client to identify a series of
automatic thoughts. The use of statements such as “And then what?” or “And that means
what?” allows the therapist to guide the client toward an understanding of themes within
implicit automatic thoughts and to identify possible underlying schemas.

PARADOXICAL INTERVENTIONS

By taking an idea to its extreme, the therapist can help to move the client to a more mod-
erate or adaptive position vis-a-vis a particular belief and, paradoxically, cause the client
to develop a sense of control over an “uncontrollable” symptom. For instance, providing
homework of “worrying” (for those with generalized anxiety disorder) or “crying” (for
those who are depressed) during a given time period may allow clients to see that they
have some measure of control over when they choose to engage in a behavior. However,
therapists who employ these techniques must do so carefully, flexibly, and in the context of
a strong working relationship, because some clients may view such interventions as making
light of their problems.

SCALING

The technique of scaling along a continuum can be quite useful to counteractall-or-nothing
thinking. Scaling of emotions, for example, can lead a client to gain a sense of distance and
perspective. A depressed client who believes that he is “incompetent,” for example, might
first be asked to rate the strength of his belief in this statement on a 100-point scale. He
can then be asked to establish anchor points for his belief—identifying the “most incom-
petent person in the world” (0) and the “most highly skilled and competent person in the
world” (100). When asked to rate himself on the “competence scale” he has developed, he
typically would recognize that he is neither entirely incompetent nor the most competent
individual, but that, like others, he has strengths and weaknesses, and at least a modicum
of competence.

EXTERNALIZATION OF VOICES

Most individuals, when asked to reflect on their thoughts, can “hear” the voice of their
thoughts in their head. When clients are asked to externalize these thoughts, they are in
a better position to deal with these “voices” and thoughts. By having the therapist take the
part of the dysfunctional voice, a client can gain experience in responding adaptively. The
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therapist might begin, for example, by modeling rational responses to a client’s verbaliza-
tions of dysfunctional thoughts. With practice, the client comes to recognize the dysfunc-
tional nature of the thoughts and becomes better able to respond adaptively to them.

SELF-INSTRUCTION

Meichenbaum (2009) and Rehm (2009) developed extensive batteries of self-instruction
techniques that are useful in working with depressed or impulsive clients. Clients can be
taught, for example, to offer direct self-instructions for more adaptive behavior, as well as
counterinstructions to avoid dysfunctional behavior.

THOUGHT STOPPING

Given the relationship between thoughts and mood, maladaptive automatic thoughts can
have a “snowball effect,” in that even mild feelings of dysphoria or anxiety can bias sub-
sequent cognitive processes, leading the individual to feel continually more distraught.
Thought stopping is best used when the negative emotional state is first recognized. Anx-
ious clients, for example, can be taught to picture a stop sign or “hear a bell” at the outset
of an anxiety attack. This momentary break in the process allows them to reflect on the
origin of the anxiety and to introduce more powerful cognitive techniques (e.g., rational
responding) before their anxiety escalates.

DISTRACTION

This technique is especially helpful for clients with anxiety problems. Because it is almost
impossible to maintain two thoughts simultaneously, anxiogenic thoughts generally pre-
clude more adaptive thinking. Conversely, a focused thought distracts from the anxiogenic
thoughts. By focusing on complex counting, addition, or subtraction, clients are rather eas-
ily distracted from other thoughts. Having clients count to 200 by 13’s, for example, can be
effective, as can reading a page of text upside down. When outdoors, counting cars, people
wearing the color red, or any other cognitively engaging task will suffice.

DIRECT DISPUTATION

When there is an imminent risk to the client, as in the case of suicide, the therapist might
consider direct disputation. Because this approach is in some regard noncollaborative, the
therapist risks becoming embroiled in a power struggle or argument with the client. Dis-
putation of core beliefs may, in fact, engender avoidance or a passive—aggressive response.
Disputation, argument, or debate must be used carefully, judiciously, and with skill.

LABELING OF DISTORTIONS

Fear of the unknown and “fear of fear” can be important concerns for anxious clients. The
more that can be done to identify the nature and content of the dysfunctional thoughts and
to help label the types of distortions that clients use, the less frightening the entire process
becomes. Clients can be taught to identify and label specific distortions during the therapy
session and can be asked to practice the exercise at home. This can be accomplished with
the aid of a “thought record” on which clients record their automatic thoughts on an ongo-
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ing basis during the day, or with a counter with which they simply record the frequency of
the thoughts.

DEVELOPING REPLACEMENT IMAGERY

Many anxious clients experience vivid images during times of stress. Clients can be helped
by training in the development of “coping images.” For example, rather than imagining
failure, defeat, or embarrassment, the therapist assists the client to develop a new, effective
coping image. Once well practiced, clients can substitute these images outside the therapy
session.

BIBLIOTHERAPY

Several excellent books can be assigned as readings for homework. These books can be
used to educate clients about the basic cognitive therapy model, emphasize specific points
made in the session, introduce new ideas for discussion, or offer alternative ways of think-
ing about clients’ concerns. Some helpful books include Love Is Never Enough (Beck, 1989),
Feeling Good (Burns, 1980), Mind over Mood (Greenberger & Padesky, 1995); and The Anxiety
and Phobia Workbook (Bourne, 2005).

ACT TECHNIQUES

Many techniques used within ACT focus on clients examining and distancing themselves
from their cognitions, and encourage examination of problems in the context of client’s
own experiences. These techniques can include discussing with the client the paradoxi-
cal effect of trying to deny or control one’s thoughts, which often causes an increase in
unwanted thoughts and feelings. ACT also uses several techniques to promote distance
from one’s thoughts, such as exercises thast encourage the client to view his or her thoughts
as if cognitions are “soldiers on parade,” so that the client is looking a¢ thoughts, not from
thoughts. In addition, acceptance is promoted through encouraging clients to observe and
experience their thoughts and emotions nonjudgmentally as they are (Hayes, 2004).

Behavioral Techniques

Traditional behavioral techniques (see Antony & Roemer, Chapter 4, this volume) are
regularly used in CBT. However, the rationale for the use of behavioral techniques differs
from that of traditional behavioral therapy. In behavior therapy, adaptive behavior changes
are the goal of treatment. In cognitive therapy, adaptive behavioral changes that result
from behavioral techniques are indeed viewed as desirable, but behavioral techniques are
used primarily to facilitate cognitive changes. Using behavioral techniques, especially at
the beginning of stages of therapy, is viewed as important not only to change maladaptive
behavior patterns, but also to instill hope and to provide for early success in therapy. For
instance, Beck et al. (1979) noted that severely depressed clients might benefit first from
behavioral techniques, such as activity scheduling, in order to provide a foundation for
eventually challenging their hopelessness about the future and their negative view of self.
Behavioral interventions facilitate cognitive changes by directly challenging a client’s
faulty assumptions, rules, and ultimately core beliefs. Successful completion of behavioral
tasks and skills development, including coping and distress tolerance skills, can enhance
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an individual’s sense of mastery and self-efficacy, and may be particularly beneficial to chal-
lenge inaccurate or faulty self-schemas that center on being helpless, ineffectual, powerless,
weak, or incompetent. The use of behavioral experiments that encourage a client to engage
in a behavior and observe the consequences can help to correct faulty assumptions. For
example, catastrophizing can be challenged if the client who engages in the avoided behav-
ior has the opportunity to observe that the extremely severe, feared consequence does not
occur. As with cognitive homework assignments, the therapist reviews the thoughts and
emotions experienced as clients attempt the behavioral assignments, and uses behavioral
assignments strategically and carefully to facilitate clients’ success and minimize the chance
of failure to perform the task.

Homework

No therapy takes place solely within the confines of the consulting room. Insights and skills
gained within the therapeutic milieu, by their nature, may be consolidated and employed
in the client’s day-to-day life. Practicing cognitive-behavioral skills at home allows for a
greater therapeutic focus and more rapid gains.

Homework assignments can be either cognitive or behavioral. They might involve hav-
ing the client complete an activity schedule (an excellent homework for the first session)
or try a new behavior. The homework assignment, when appropriately assigned, should
flow directly from the session material. It is an extension of the skills developed during the
therapy hour into the client’s daily life. It is important to review homework assignments
each week, reward progress, and troubleshoot around obstacles or barriers to completion.
If homework assignments are not regularly discussed, clients come to see them as unim-
portant and stop doing them.

Challenges

Noncompliance, sometimes called resistance, often carries the implication that the client
does not want to change or “get well” for either conscious or unconscious reasons. Leahy
(2001) defines resistance as “anything in the client’s behavior, thinking, affective response,
and interpersonal style that interferes with the ability of that client to utilize the treatment
and to acquire the ability to handle problems outside of therapy” (p. 11). Resistance may be
manifested directly (e.g., tardiness or missed appointments and failure to complete home-
work) or more subtly through omissions in the material reported in the sessions. Clini-
cally, we can identify several reasons for noncompliance. They may be due to failure on the
therapist’s part to validate the client’s beliefs and experience, or to a general lack of skill.
Noncompliance may also be due to client factors, such as poorly developed coping skills,
environmental stressors, or hopelessness. Shared variables, such as lack of a good therapeu-
tic alliance and collaborative relationship, can make progress especially difficult.

When working cross-culturally, it is important to distinguish between psychological
reasons for noncompliance and cultural or socioeconomic barriers that directly interfere
with one’s ability to comply with treatment. Cultural barriers may include linguistic difficul-
ties that contribute to miscommunications or misunderstandings in terms of the rationale
of therapeutic interventions or cultural prohibitions against participating in psychother-
apy. Socioeconomic barriers may include transportation difficulties and unpredictable or
stressful home, work, or school environments that may interfere with the timely completion
of homework. For these clients, approaches that focus on a therapeutic relationship may be
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appropriate, such as schema therapy approaches. Challenges must be identified and col-
laboratively addressed.

Common Therapist Errors

Mistakes occur during the practice of cognitive therapy, and knowledge of common errors
can help us avoid them. These include (1) inadequate socialization of the patient to the
model; (2) failure to develop a specific problem list or to share a rationale with the patient;
(3) not assigning appropriate homework (and not following up on completed homework
assignments); (4) premature emphasis on identifying schemas; (5) therapist impatience
and becoming overly directive during therapy in an attempt to resolve the patient’s symp-
toms immediately; (6) premature introduction of rational techniques (before a formulation
has been completed); (7) lack of attention to developing a trusting collaborative rapport
and inadequate attention to “nonspecific factors” of the therapy relationship; and (8) not
attending to the therapist’s own emotional reactions, automatic thoughts, and schemas—
the countertransference.

Termination

Termination in cognitive therapy begins in the first session. Because the goal of cognitive
therapy is not cure per se but more effective coping, the cognitive therapist does not plan
for therapy in perpetuity. As a skills acquisition model of psychotherapy, the therapist’s
goal is to assist clients in acquiring the capacity to deal with internal and external stressors
that are a part of life. When objective rating scales, client reports, therapist observations,
and feedback from significant others confirm improvement and a higher level of adaptive
abilities, the therapy can move toward termination. The final sessions typically include a
review of the client’s presenting concerns, cognitive and behavioral skills developed over
the course of treatment, and a discussion of upcoming events that may precipitate a relapse.
Clients are taught to distinguish a lapse from a relapse, and coping strategies for man-
aging difficult life circumstances are reviewed and practiced. Particular attention is paid
to cognitive and behavioral factors associated with relapse (e.g., perfectionism, excessive
reassurance seeking, negative attributional style, hopelessness, and low personal efficacy).
Goals during the final phase of treatment, then, center on consolidating gains and relapse
prevention.

Although numerous outcome studies have found that cognitive therapy can be highly
effective in 12-15 sessions, there is no typical duration for the treatment. In assisting clients
with more severe or chronic difficulties, for example, we have found that meaningful gains
can be achieved within several weeks as clients learn cognitive and behavioral techniques
for coping with their feelings of depression, anxiety, and anger. However, cognitive therapy
can profitably continue for 2-3 years, as the assumptions and schemas underlying clients’
difficulties are examined and addressed. With this in mind, we have often found it useful to
discuss the expected duration of therapy with clients at the outset, and to negotiate a termi-
nation date or a set number of sessions in advance. This process encourages both therapist
and client to maintain a problem focus and a sense of urgency in the treatment.

Termination in cognitive therapy is accomplished gradually to allow time for ongoing
modifications and corrections. Sessions are tapered off from once weekly to biweekly. From
that point, sessions can be set on a monthly basis, with follow-up sessions at 3 and 6 months,
until therapy is ended. Clients can, of course, still call for an appointment in the event of an
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emergency. As the conclusion of treatment nears, the client’s thoughts and feelings about
the termination are carefully explored, as are schemas and assumptions regarding sepa-
ration. Termination can afford the therapist an opportunity to explore with clients their
thoughts, feelings, and characteristic ways of coping with separations.

THE THERAPEUTIC RELATIONSHIP AND THE STANCE OF THE THERAPIST

As client-centered therapists have observed, therapists who are “nonpossessively warm,”
empathic, and genuine achieve greater gains than do those who are not. Cognitive therapy
recognizes the central importance of these nonspecific relationship variables in facilitat-
ing change but views them as “necessary but not sufficient” for therapeutic improvement;
that is, the development of a warm, empathic, and genuine relationship is not necessarily
accompanied by behavioral or emotional change. That being said, forming an empathic,
collaborative therapeutic relationship is an essential first step in cognitive therapy, espe-
cially when dealing with clients with personality disorders or psychoses. Without trust and
understanding, all of the techniques that follow lack a necessary foundation.

Cultural mistrust, or “healthy cultural paranoia” may occur in cross-cultural dyads,
whereby a minority group client may exhibit an initial level of distrust of the therapist or the
psychotherapeutic process due to previous experiences with being negatively stereotyped
or discriminated against (Sue & Sue, 2007). When relevant, the therapist should demon-
strate patience and be prepared openly to acknowledge cross-racial or cross-cultural differ-
ences in a nondefensive and open manner in order to facilitate the development of trust.
CBT has often been called “collaborative empiricism,” and the therapeutic relationship is
essential to that collaboration.

The transference relationship also plays an important role in cognitive therapy (Rein-
ecke, 2002). The client’s behavior toward the therapist may reflect the activation of schemas
(as might the therapist’s behavioral and emotional responses to the client). The client’s
experiences during the therapy hour, as a consequence, can serve as evidence to dispute
tacit beliefs. Moreover, schemas activated in the therapeutic relationship can in many ways
be similar to those activated in clients’ relationships with others. The therapist works,
through the use of Socratic questioning, to develop greater awareness in clients of their
thoughts, feelings, and perceptions—including those about the therapeutic relationship.
Cognitive therapy understands transference and countertransference from a social learn-
ing perspective and uses experiences within the therapeutic relationship as a means of
clarifying and changing tacit beliefs and maladaptive interpersonal patterns.

The therapist’s directiveness can be adjusted over the course of treatment depending
on the needs of the client. However, in comparison with psychodynamic or humanistic ther-
apies, CBT is generally considered, like behavioral therapy, to be directive. With a highly
depressed client, immobilized by psychomotor retardation and feelings of hopelessness, the
therapist may want to adopt a more assertive, directive stance. In contrast, a less directive
stance might be employed with a highly passive and dependent client.

EFFICACY AND EFFECTIVENESS

Does cognitive therapy work? The results of empirical outcome studies have generally
been both supportive and promising (Butler, Chapman, Forman, & Beck, 2006). In effi-
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cacy research, cognitive therapy typically contains behavioral components and is frequently
considered to be the same as CBT. Both are distinguished from behavioral therapy by the
inclusion of cognitive components (Butler et al., 2006). The efficacy of CBT has been so
well established over the years that the focus is no longer on meta-analyses that combine
studies into an overall picture of how well CBT works, but on combining the meta-analyses
themselves (Butler et al., 2006). CBT is one of the most rigorously investigated empirically
supported treatments. A comprehensive review of studies confirming the efficacy of CBT
for each disorder is beyond the scope of this chapter, but has been conducted by Butler
and colleagues in a rigorous meta-analysis of 16 meta-analyses including 9,995 subjects
and 332 studies. These researchers found that by 2006, the number of outcome studies on
CBT numbered over 325, and that number has assuredly grown rapidly in the 4 years since
publication. They reported that CBT is highly effective in the treatment of depression,
generalized anxiety disorder, panic with and without agoraphobia, social phobia, posttrau-
matic stress disorder, and childhood depression and anxiety disorder. CBT is still effective,
although somewhat less so, for the treatment of marital distress, anger management, child-
hood somatic disorder, and chronic pain. Although CBT was not compared to control treat-
ments, there were significant pre- and posttreatment differences in the symptoms of both
bulimia nervosa and schizophrenia, suggesting that CBT is efficacious for these disorders
as well. Butler and colleagues also reported that the gains found during treatment with
CBT were maintained at follow-up, separating CBT from pharmacotherapy, which usually
does not result in long-term gains following termination of treatment. Although there are
increasing numbers of research studies investigating the efficacy of CBT for different disor-
ders, the majority by far still focus on CBT for depression.

Depression

A number of randomized controlled trials published during recent years support the
utility of cognitive therapy for treating depression among adults (e.g., Hollon, Thase, &
Markowitz, 2002; Gloaguen, Cottraux, Cucherat, & Blackburn, 1998; Butler et al., 2006)
and youth (Reinecke, Ryan, & DuBois, 1998). Initial findings indicated that relapse and
recurrence rates were lower for clients who received cognitive therapy than for those who
had received medications. In a meta-analysis of eight studies, Gloaguen and colleagues
(1998) reported that CBT was superior to waiting-list or placebo controls, although it was
equivalent to behavior therapy in effect size. They also reported that at 1-year minimum
follow-up, 29.5% of the CBT clients relapsed, compared to 60% of clients treated with
antidepressants. Moreover, providing CBT booster sessions or maintenance therapy after
initial remission can reduce the risk of relapse (Jarrett et al., 2001). Additional research
on the ways in which psychotherapy may serve to prevent relapse and recurrence of depres-
sion is sorely needed.

Not all studies, however, have been entirely supportive of cognitive therapy as the most
efficacious treatment for depression. Although cognitive therapy typically has been found
to be as effective as medications for the acute treatment of clinical depression, this was
not found to be the case in the National Institute of Mental Health (NIMH) Treatment of
Depression Collaborative Research Program (Elkin et al., 1989), a multisite clinical trial
comparing cognitive therapy, interpersonal therapy, the antidepressant medication imi-
pramine, and a placebo control (pill with adjunctive clinical management). Although the
initial results of the NIMH study are inconsistent with those of other controlled outcome
studies, further findings suggest that the efficacy of cognitive therapy may vary based on
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therapist skill and expertise (at least for more severely depressed individuals) (Hollon et
al.,, 2002).

CBT is also useful in treating atypical depression (Mercier, Stewart, & Quitkin, 1992),
chronic depression (in conjunction with medications) (Keller et al., 2000), and depression
in adolescents (Reinecke etal., 1998). Controlled trials, however, tend to use highly selected
samples and typically are carried out in university research clinics. The question arises:
Is cognitive therapy effective in community settings? Is it useful in treating the broader
and more complex range of clinical problems encountered in general clinical practice?
Although research is limited, preliminary findings have been positive (e.g., Persons, Burns,
& Perloff, 1988).

Although the outcomes of cognitive therapy have been found to be equal to those of
behavioral therapy, and superior to placebo or no-treatment controls, comparison of the
outcomes of cognitive therapy with those of other forms of psychotherapy in the treatment
of depression has yielded less consistent results (Butler et al., 2006). Gloauguen and his
colleagues (1998) reported in their meta-analysis that cognitive therapy is more efficacious
than “other therapies” for depression. Wampold, Takuya, Baskin, and Tierney (2002) redid
the metanalysis by Gloaguen et al. (1998) and claimed that cognitive therapy is superior
only to “non-bona fide” treatments for depression, meaning therapies that did not contain
common therapeutic factors such as therapeutic relationship, belief in the treatment by the
therapist, and a clear case formulation. However, others have noted that common factors
are not necessarily more important than specific factors (e.g., factors unique to cognitive
therapy) when evaluating therapy efficacy. DeRubeis, Brotman, and Gibbons (2005) argued
that evidence exists for the superiority of some therapy approaches, including cognitive
therapy, when examining specific disorders, and that research examining the relationship
between therapeutic alliance, the most “potent” common factor, and symptom improve-
ment has been inconsistent, implying that specific factors are also important.

In additional research on the topic, the NIMH project reported that CBT and inter-
personal therapy resulted in roughly equivalent gains for depressed individuals (Elkin et
al., 1989). Shapiro et al. (1994) also reported that CBT and psychodynamic—interpersonal
therapy were roughly equivalent in outcome, although long-term gains were worse for short-
term treatment with psychodynamic—interpersonal therapy when compared with longer
therapy of this kind and short- or long-term CBT. Rigorous meta-analyses comparing the
efficacy of CBT with other treatments, and the relative importance of common and specific
factors, are needed.

Generalized Anxiety Disorder

Controlled outcome studies suggest that cognitive-behavioral interventions may be helpful
in alleviating anxiety for clients with generalized anxiety disorder, and that gains are main-
tained over time (Borkovec & Costello, 1993).

Panic Disorder with and without Agoraphobia

A number of CBT protocols have been developed to treat panic disorder (e.g., Craske,
Brown, & Barlow, 1991; Craske & Barlow, 2008). Controlled outcome studies indicate that
these approaches are superior to wait-list, medication, pill placebo, and relaxation training
controls (Beck, Sokol, Clark, Berchick, & Wright, 1992). Gould, Otto, and Pollack (1995)
concluded in their meta-analysis that cognitive-behavioral techniques combining cognitive
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restructuring with interoceptive exposure were the most efficacious. They also reported
that CBT techniques were effective at 1-year follow-up.

Posttraumatic Stress Disorder

Cognitive-behavioral models based on information-processing and emotion-processing
paradigms (Resick & Schnicke, 1992) have proven quite useful in providing an understand-
ing of the ways traumatic experiences can disrupt core cognitive processes or schemas and
may result in the activation of “pathological fear structures” (Hembree & Foa, 2003). The
results of controlled outcome studies suggest that “trauma-focused” cognitive-behavioral
approaches can be quite helpful in treating individuals with posttraumatic stress disorder,
and are superior to waitlist or no treatment controls (Powers, Halpern, Ferenschak, Gilli-
han, & Foa, 2010; Bisson et al., 2007).

Social Phobia

Cognitive-behavioral interventions for social anxiety, including psychoeducation, relax-
ation training, identification of maladaptive thoughts and expectations, rational disputa-
tion, social skills training, and in vivo exposure, have been developed (e.g., Chambless &
Hope, 1996; Wells, 1997). Outcome studies indicate that these approaches are superior to
wait-list and supportive therapy controls, and that gains tend to be maintained over time
(Wilson & Rapee, 2003).

Cognitive-behavioral models and treatments have also been shown to be efficacious
forms of treatment for diverse problems such as body dysmorphic disorder (e.g., Veale et
al., 1996), obsessive—compulsive disorder (e.g., Clark & Purdon, 2003), anger management
(e.g., Dahlen & Deffenbacher, 2001), marital problems (e.g., Epstein & Schlesinger, 2003),
and eating disorders (e.g., LeGrange, 2003).

TREATMENT APPLICABILITY
Cognitive Specificity Hypothesis

Of particular importance for the clinician is the cognitive specificity hypothesis—the postulate
that emotional states (and clinical disorders) can be distinguished in terms of their specific
cognitive contents and processes. Cognitive specificity directs our attention toward cogni-
tive and behavioral processes that mediate specific disorders, and that may serve as a focus of
treatment. Depressed individuals’ views of themselves and their world are filtered through
the dark prism of negativistic attributions and expectations. The schemas of depressed per-
sons encompass associations related to themes of deprivation, loss, and personal inadequacy
(Guidano & Liotti, 1983). Anxiety disorders, in contrast, stem from a generalized percep-
tion of threat in conjunction with a belief that one is unable to cope with the impending
danger. Each of the specific anxiety disorders (obsessive—compulsive disorder, panic disor-
der, simple phobia, generalized anxiety disorder, and social anxiety) can be distinguished
by the nature of the perceived threat (Freeman, Pretzer, Fleming, & Simon, 1990). Other
emotions (including anger, guilt, relief, disappointment, despair, hope, resentment, jeal-
ousy, joy, pity, and pride) and clinical disorders (including personality disorders) also can
be distinguished in terms of their specific cognitive contents and processes (Beck, Freeman,
& Associates, 1990). The cognitive specificity hypothesis is of central importance in the
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clinical practice of cognitive therapy, in that it allows us to provide clients with a rationale
for understanding emotional reactions that might otherwise be seen as inscrutable, and
to target our interventions toward specific central beliefs and attitudes that mediate their
distress. Our interventions vary, as such, depending on the specific constellation of beliefs,
expectations, attributions, and skills deficits that clients demonstrate.

Recent findings have been consistent with predictions of the cognitive model regard-
ing cognitive mediation of depression. This research generally supports the ideas that (1)
cognitive therapy causes changes in negative cognitions; (2) these cognitive changes in
cognitions covary with symptom improvement; and (3) cognitive mediation variables can
distinguish responders from nonresponders in cognitive therapy (Garratt, Ingram, Rand,
& Sawalani, 2008). Thus, the bulk of research supports the idea that cognitive changes pre-
dict improvement in depressive symptomatology.

When comparing cognitive therapy to other therapies that might cause cognitive
changes, it is unclear whether cognitive therapy predicts substantially larger changes in
cognitions. However, studies that have found nonsignificant differences between cogni-
tive therapy groups and other groups often had directional but nonsignificant trends for
greater cognitive changes in the cognitive therapy conditions compared to other forms of
therapy. Studies that did not find statistically significant effects had smaller mean sample
sizes compared to those studies that did find significant effects, suggesting that nonsup-
portive studies were underpowered. Current research does suggest, however, that cognitive
therapy leads to more changes in maladaptive cognitions when compared to pharmaco-
therapy. Generally, these findings are all consistent with what would be predicted from the
cognitive therapy model (Garratt et al., 2008).

Anxiety

As anxious individuals confront a problematic situation (e.g., an upcoming exam), their
perceptions of that event are influenced by their existing beliefs, memories, schemas, and
assumptions. In evaluating the situation, they make two judgments—an assessment of the
degree of risk or threat (which incorporates assessments of the severity of the outcome
and the probability that it will occur) and an assessment of their ability to cope with that
risk. Treatment of anxiety disorders, then, involves reexamining beliefs, assumptions, and
schemas; developing appropriate coping skills; enhancing perceptions of personal efficacy;
decatastrophizing perceived threats; and discouraging avoidance or withdrawal.

Anxious individuals appear to share a number of beliefs and may demonstrate atten-
tional biases toward threat-relevant stimuli. Research suggests that anxious clients tend to
believe that if a risk exists, then it is adaptive to worry about it (anxious overconcern), it is
necessary to be competent and in control of situations (personal control/perfection), and
it is adaptive to avoid problems or challenges (problem avoidance). Moreover, they tend
to demonstrate heightened levels of anxiety sensitivity, self-focused attention, and deficits
in emotion regulation. As noted, common themes shared by the anxiety disorders are a
perception of a threat and a belief that the threat cannot be managed or avoided. The
threats may be real or imagined, internal (somatic sensations, emotions, and thoughts) or
external (job loss), and are most often directed toward the person or the personal domain.
All, however, are similar in that they are perceived as endangering physical, psychological,
emotional, or social well-being.

The cognitive model of anxiety involves several elements. Anxiety, which is an adaptive
response to one’s environment, begins with the perception of threat in a specific situation.
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As noted, the meaning that an individual attaches to the situation is determined by his or
her schemas and memories of similar situations in the past. The individual then assesses
the seriousness of the threat and evaluates his or her ability to cope with it. If the situation is
viewed as threatening, a sense of danger ensues. If a mild threat is perceived, the individual
responds to it as a challenge and feels excitement and enthusiasm. Cognitive and percep-
tual processes can be affected by an individual’s current mood. In this case, when an indi-
vidual begins feeling anxious, he or she is likely to become even more vigilant to perceived
threats and begin to recall threatening experiences in his or her past. The individual, as a
consequence, may come to perceive threat where none existed before.

The course of cognitive therapy for anxiety disorders follows from the foregoing discus-
sion of general principles. In conceptualizing an individual’s anxiety, we begin by assessing
his or her anxiety threshold, or ability to tolerate anxiety. Each person has a general anxiety
threshold as well as an ability to tolerate anxiety in specific situations. These thresholds may
shift in response to stresses in the individual’s day-to-day life and available supports. The
therapist begins, then, by asking what specific events, situations, or interactions trigger the
individual to become anxious.

Next, an assessment is made of automatic thoughts accompanying the feelings of
anxiety. Although the thoughts of anxious individuals often incorporate themes of threat
and vulnerability, their specific content can be quite personal or idiosyncratic and may be
related to a specific syndrome. As the cognitive specificity hypothesis suggests, each of the
anxiety disorders can be distinguished on the basis of its accompanying cognitive contents
and processes. Panic disorder, for example, is characterized by a sensitivity or vigilance to
physical sensations and a tendency to make catastrophic interpretations of these somatic
feelings. Agoraphobia typically involves a fear of being unable to reach a “safety zone” rapidly,
such as one’s house—Ileading the individual to avoid cars, planes, crowded rooms, bridges,
and other places where ready escape might be blocked. Phobias, in contrast, stem from a
fear of specific objects (e.g., a large dog) or a situation (e.g., speaking in public). Obsessive—
compulsive disorder is characterized by a fear of specific thoughts or behaviors, whereas gen-
eralized anxiety disorder involves a more pervasive sense of vulnerability and a fear of physical
or psychological danger.

Not all anxiety reactions are the same. Rather, symptom patterns vary from person to
person. One individual may experience predominantly physical symptoms (e.g., tachycar-
dia, difficulty breathing, dizziness, indigestion, wobbliness, or hot flashes), necessitating
the development of an individualized treatment program. Another individual’s anxiety,
however, might be characterized by “fears of the worst” happening and thoughts of losing
control. This treatment program would be somewhat different. When treating anxiety dis-
orders, it is helpful to keep this variability in mind and to address each of the component
symptoms individually.

As with other clinically important problems, treatment of anxiety begins with the
development of a parsimonious case conceptualization. By adopting a phenomenological
stance, we attempt to understand individuals’ thoughts, feelings, and behavioral responses
as they confront anxiety-provoking situations. Questions to be addressed include the fol-
lowing: Is the client in real danger, or is his or her response out of proportion to the threat?
What are the client’s coping skills? What is the client’s anxiety threshold? What are the
clients attributions—automatic thoughts—schemas? What behavioral skills are needed? Con-
sideration of these questions guides the therapist toward a more systematic and effective
treatment program. Interventions are directed toward addressing the identified specific
beliefs and coping deficits.
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Personality Disorders

Personality disorders refer to enduring patterns of thought, perception, and interpersonal
relatedness that are inflexible and maladaptive. They tend to occur in a range of settings
and are often accompanied by significant distress. More often than not, they greatly impair
individuals’ social or occupational functioning. They are both chronic and pernicious. Per-
sonality disorders differ from other clinically important problems (e.g., major depression
or anxiety disorders) in that they tend not to fluctuate over time and are not characterized
by discrete periods of distress.

Like other problems we have discussed, each personality disorder can be described
in terms of a specific constellation of cognitive contents and processes (Freeman, 2002).
The schemas of a dependent individual, for example, tend to be characterized by beliefs of
the form, “I am a flawed or incapable person” (self) and “The world is a dangerous place”
(world), and by the assumption, “If I can maintain a close relationship with a supportive
person, then I can feel secure.” As a consequence, the individual with a dependent person-
ality disorder continually seeks relationships with others, fears the loss of relationships, and
feels despondent and anxious when deprived of the support of others.

A schizoid individual, in contrast, may not only hold the belief that “the world is a
dangerous place” (world) but also maintain the schema, “Others are dangerous or malevo-
lent” (world), and the assumption, “If I can avoid intimate relationships with others, then
I can feel secure.” As a consequence, the behavioral and emotional responses of such an
individual are quite different. Such an individual tends to be indifferent to the praise or
criticism of others, to maintain few close friendships, and to be emotionally aloof from
others. As one client succinctly stated, “My dream is to get through law school so I can get
alot of money . . . then I’d buy an island . . . I'd never have to deal with anyone, that would
be ideal.”

Personality disorders reflect the activity of maladaptive schemas and assumptions
(Freeman, 2002; Riso, Maddux, & Santorelli, 2007). Although these schemas may have
been adaptive in the context in which they were developed, they have lost their functional
value. Clients tend (at least initially) not to view their perceptions, thoughts, or behavior as
problematic. They believe that the problems reside in others.

Individuals with personality disorders typically seek treatment due to other concerns—
most often, feelings of depression, anxiety, anger, or difficulties maintaining jobs or rela-
tionships. It is important to remember that the client’s goals in seeking treatment may not
be shared with others (including the therapist). If a client is not willing to work on “core”
issues, then therapy may still prove useful, providing the client with techniques for control-
ling his or her feelings of depression or anxiety, and assisting the client to develop trusting
relationships. Although more time-consuming, the gradual uncovering of schemas through
guided discovery, and the demonstration that they are maladaptive through Socratic ques-
tioning, can be far more fruitful than direct confrontation.

Cognitive therapy of personality disorders differs from short-term cognitive therapy
in that it incorporates a more comprehensive exploration of the developmental origins
of the schemas (a “developmental analysis”) and examines the ways in which the schemas
are expressed in the therapeutic relationship. Unlike the psychodynamic psychotherapist,
however, the cognitive therapist does not focus on the transference relationship as a means
of permitting interpretation of underlying drives, defenses, or ego functioning. As in other
approaches, the development of an angry or depressive relationship with the therapist may
undermine therapeutic collaboration. Such negative perceptions, attributions, or expecta-
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tions are challenged directly, and the therapeutic relationship serves as evidence that the
tacit belief is not true.

The therapeutic relationship plays a central role in the treatment of personality disor-
ders and serves as a microcosm of the client’s responses to others. The sensitive nature of
the relationship means that the therapist must exercise great care. Being even 2 minutes
late for a session with a client with a dependent personality may elicit anxiety about aban-
donment. The same 2 minutes of lateness may raise in clients with paranoid personalities
the specter of being taken advantage of.

It is often valuable to discuss the time frame for treatment with clients at the outset
of therapy. Many clients, for example, may have read about cognitive therapy and expect
that they will be “cured” in 12-20 sessions. Given the greater severity and chronicity of
their difficulties, however, a longer time frame might be anticipated. Although clients
may expect some symptomatic improvement within a relatively short period, a longer time
is necessary to identify and change tacit beliefs (12-20 months is a far more reasonable
time frame).

Cognitive therapy of personality disorders is a rapidly evolving area for clinical theory
and research (see the section on schema-based therapy). Although few controlled outcome
studies (e.g., Giesen-Bloo, van Dyck, Spinhouen, van Tilburg, Dirksen, et al., 2006) have yet
been completed, our clinical experience suggests that the model provides a parsimonious
means of understanding a range of persistent and self-defeating patterns of thought, emo-
tion, and behavior. The potential value of cognitive therapy for treating these most chal-
lenging clients, though not yet realized, is great.

Psychotic Disorders

One of the more recent emphases in cognitive therapy has been the treatment of psychotic
disorders. This advancement of treatment to a complex and difficult group is an indica-
tion of cognitive therapy’s growing sophistication, integrative capacity, and complexity. The
treatment of psychotic disorders historically lay in the realm of psychotropic medication,
social skills training, and crisis management. Individual psychotherapy was often regarded
as futile for individuals suffering from delusions and hallucinations by many in the medical
community. CBT for psychotic disorders (CBTp; e.g., Beck, Stolar, Rector, & Grant, 2009)
has changed both the understanding and the treatment of these disorders, and is now
frequently used as an adjunct to medication or as the sole treatment in cases that involve
problems with medication management and resistance. An increasing number of empirical
investigations in recent years has examined the efficacy of CBTp. More recently, there has
also been an increased focus on the use of preventive and early intervention cognitive treat-
ments with individuals and groups at high risk for the development of psychosis.

The Cognitive Theory of Psychotic Disorders

Overall, cognitive therapy views schizophrenia and other psychotic disorders as the result
of neurobiological vulnerabilities that make such patients highly sensitive to environmental
stressors, with fewer psychological resources to cope with this stress. Additionally, the cogni-
tive theory of schizophrenia and psychotic disorders differentiates the mechanisms behind
the positive symptoms of these disorders, such as delusions and hallucinations, and the
negative symptoms, such as restricted emotional expression, diminished fluency of thought
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and speech (alogia), and decreased motivation to engage in goal-directed behavior (avoli-
tion).

Positive Symptoms

Historically, the positive symptoms of psychotic disorders have been understood as neuro-
biological and not amenable to psychological intervention. Cognitive-behavioral therapists
agree with the neurobiological underpinnings of such disorders, but they also see such
symptoms as being the result of identifiable cognitive biases and distortions that maintain
symptoms and can be understood within the context of the patient’s life (Beck et al., 2009).
They are exaggerated manifestations on a continuum of normal perceptions, thoughts, or
beliefs that can be understood and treated in a manner similar to other disorders. The main
difference between more normative beliefs and psychotic hallucinations or delusions is that
they are not as amenable to corrective feedback and the content is taken at face value, with-
out examining contradictory evidence or alternative explanations. Within this framework,
for example, auditory hallucinations or voices can be understood as thoughts generated by
the patient that have been externalized and are perceived as emanating from outside of
the self. The content of these hallucinations varies and is consistent with the patient’s pre-
existing beliefs and expectations about the self, others, or the world. Like other automatic
thoughts, such hallucinations tend to be triggered by stressful situations or in response
to difficult or negative internal or external cues. Similarly, delusions are seen as distorted
beliefs, imaginings, or hypotheses that are taken as fact or reality, and that may function
to protect the patient from feelings of vulnerability or low self-esteem. Such beliefs often
have their roots in the patient’s predelusional beliefs; therefore, understanding these ear-
lier beliefs can help in discerning the meaning of the current belief system. Furthermore,
these beliefs may reflect particular cognitive biases, such as egocentrism, externalization,
and intentional attribution, which can be identified, understood, and challenged (Rector &
Beck, 2002). Such distorted beliefs or cognitions are then open to cognitive restructuring
through the use of Socratic questioning, examination of the evidence for and against such
beliefs, reality testing, and adoption of alternative hypotheses or explanations.

Negative Symptoms

Initially seen by cognitive therapists as symptoms of comorbid depression or responses
to positive symptoms, today cognitive theory views negative symptoms as the result of a
combination of neurobiological, environmental, and psychological processes. Following a
diathesis—stress model, neurobiological influences may predispose some individuals to expe-
rience negative symptoms, which may result from and/or contribute to adverse responses
to environmental stresses. These individual responses to stress may be further mediated by
psychological variables, which can be a focus of intervention. In particular, individuals with
schizoid personality traits may be particularly vulnerable to negative symptoms because
such symptoms may represent an intensification of preexisting negative beliefs about the
self and others. These cognitions may include negative beliefs about social engagement,
personal adequacy, and performance, and may be activated in response to the occurrence
of positive symptoms as compensatory strategies. Such negative symptoms may serve to pro-
tect individuals from painful positive symptoms and perceived external pressure or threats.
Furthermore, many patients with schizophrenia display a specific negative cognitive set
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“characterized by low expectancies for pleasure, success and acceptance, as well as the per-
ception of limited resources” (Rector et al., 2005, p. 252), that contribute to the negative
symptoms in a circular manner.

Cognitive Treatment of Psychotic Disorders

CBTp follows closely the practice of cognitive therapy with depression, anxiety, and other
nonpsychotic disorders. The overall goal, as noted earlier, is to identify patients’ distorted
beliefs or cognitions, examine the evidence for and against such beliefs, and develop alter-
native hypotheses or explanations. The treatment is typically active, structured, and time-
limited. Early sessions focus on development of the collaborative therapeutic relationship,
a thorough assessment, and mutually agreed upon treatment goals. Psychoeducation about
the interaction among thoughts, feelings and behavior, the role of cognitive biases and dis-
tortions, and the cognitive model of schizophrenia or other psychotic disorders also takes
place, allowing for normalization of symptoms. This phase of treatment may take longer
than with nonpsychotic patients, because the therapist must work to establish trust and
rapport. Similarly, therapists must be flexible in their approach, take frequent breaks, alter
session length, and modify goals from session to session as needed by the patient.

The context of individual sessions follows a standard cognitive therapy model of check-
ing the patient’s mood and medication use. The work of the previous session is reviewed,
and a structured agenda for the current session is developed. Cognitive and behavioral
strategies addressing the session goals are practiced within the session, and the patient is
assigned homework to monitor and test beliefs experimentally in vivo.

Specific strategies used in cognitive therapy for people with delusions and hallucina-
tions include identification of the antecedents of the delusions, beliefs, or hallucinations,
and current triggers to the occurrence of the delusions or hallucinations. This is followed
by Socratic questioning of the interpretation of these occurrences and examination of the
evidence for this interpretation. When working with psychotic patients, it is important that
such questioning be gentle and nonjudgmental, and occur in the context of a trusting
therapeutic relationship. Questions should not be experienced as a direct challenge to the
patient’s beliefs. Confrontation or collusion with the patient’s dysfunctional belief system
should be avoided. By questioning the interpretation of the event, the patient is able to con-
sider alternative hypotheses. Repeated questioning and testing of alternative explanations
for events, with behavioral experiments to test these hypotheses assigned as homework,
are thought to lead eventually to changes in the patient’s belief system or perceptions. The
patient is able to see the delusions and hallucinations as one interpretation of the meaning
of events rather than as absolute truth, and the certainty with which the patient holds the
beliefs begins to weaken.

In addition to working with patients in challenging the interpretation and content of the
delusions and hallucinations, cognitive therapy also helps patients to cope with the distress
caused by their positive symptoms and potential comorbid conditions, such as depression
and anxiety, often reflected in the negative symptoms. Cognitive-behavioral approaches to
these symptoms parallel the cognitive approach to depression and anxiety in other disor-
ders. Behaviorally, this can include self-monitoring; activity scheduling; ratings of pleasure
and mastery; graded task assignments; and training in assertiveness, social skills, or coping
and relaxation methods. Cognitively, therapy focuses on eliciting the patient’s thoughts
about activity, performance, or socializing, gently questions the veracity of those cogni-
tions, and tests those beliefs with behavioral experiments as homework assignments.
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Empirical Findings on CBT and Psychotic Disorders

Cognitive-behavioral treatment of psychosis is used either as an adjunct to pharmacother-
apy or alone, as an alternative to pharmacotherapy in cases of treatment resistance or reluc-
tance to take medication. This is particularly true for patients with schizophrenic disorders,
with less robust results for other forms of psychosis.

Several meta-analyses of CBTp for schizophrenia that have appeared in the last few
years have examined the efficacy of from seven to 34 randomized controlled trials of CBTp
versus control conditions, routine mental health care, supportive psychotherapy, and other
common adjunctive interventions (e.g., Gould, Mueser, Bolton, Mays, & Goff, 2001; Rector
& Beck, 2001; Wykes, Steel, Everitt, & Terrier, 2008; Zimmerman, Favrod, Trieu, & Pomini,
2005). Aggregatively, these many controlled studies have included patients with both acute
and chronic conditions and 6- to 18-month follow-up periods. In addition to findings that
demonstrate lower treatment dropout rates for CBTp, these reviews show improvements in
such clinically meaningful domains as patients’ negative and positive symptoms, general
life functioning, and social anxiety.

As in any area of research on the outcomes of psychotherapy, the findings from these
important clinical trials have not gone uncriticized on methodological grounds (e.g., Gau-
diano, 2005; Lynch, Laws, & McKenna, 2010), and some critics who have examined findings
from many of the same controlled trials included in the meta-analyses reached less positive
conclusions about the efficacy of CBTp for psychotic conditions (e.g., Jones, Cormac, Sil-
vera de Mota Neto, & Campbell, 2004).

Moreover, outcomes for CBTp appear to be less positive with increased patient comor-
bidity, chronicity of the condition, and level of denial or rigidity. Many important patient
questions remain to be investigated by research in this area (e.g., whether the results seen
to date reflect the effect of CBTp on the central mechanisms responsible for the psychosis
itself or on the secondary consequences of the illness). Similarly, the mechanisms of change
in these clinical methods are not clear and require further exploration.

Despite these cautionary notes, expert groups of clinicians and researchers (e.g., Krey-
enbuhl, Buchanan, Dickerson, & Dixon, 2010; National Institute for Clinical Excellence
[NICE], 2009) have independently concluded that CBTp should be included as a recom-
mended treatment for schizophrenia. For example, in the United Kingdom, where the bulk
of the treatment and research on CBTp has been conducted, NICE (2002) published its
recommendations advocating the inclusion of cognitive-behavioral approaches in the treat-
ment of schizophrenia in its clinical guidelines, as the standard of care for psychological
treatment of the illness. This recommendation was reaffirmed in the 2009 update of the
NICE recommendations.

CASE ILLUSTRATION
Presenting Problems

Bob, 20 years of age, was living with his parents at the time of his referral for cognitive
therapy. He was working part-time as a box boy at a local parts warehouse and had recently
taken a leave of absence from a prestigious university. Bob was mildly obese and, although
appropriately attired, had an unkempt, disheveled look—as if he had not showered in sev-
eral days. He walked with a heavy, plodding gait and mumbled, making his speech difficult
to understand. His eye contact was poor, and his speech was driven and rambling. His
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diagnoses at the time of his referral were bipolar disorder and depressed and avoidant
personality disorder.

Bob’s presenting concerns included a history of severe depression, suicidality, feelings
of worthlessness, social anxiety, manic episodes (characterized by decreased sleep, agita-
tion, constant talking, irrational spending, grandiose delusions, and motoric overactivity),
and poor social skills. He had participated in psychoanalysis four times a week for several
years and had received trials of a number of medications—all to no avail. Although his
episodes of mania were reasonably well controlled by lithium (which he took regularly), his
feelings of depression continued to worsen. Bob had been hospitalized twice due to suicidal
ideations, and his psychiatrist had recommended that he be placed in a residential treat-
ment program due to his deteriorating condition. His parents were interested in a second
opinion before placing their son in a long-term treatment facility and felt that cognitive
therapy was their “last hope.”

Initial Assessment

Complete developmental, social, and medical histories were obtained, and a battery of
objective rating scales was administered to gain a clearer idea of Bob’s problems. His scores
on the BDI, BAI, and BHS were 28, 51, and 19, respectively. These scores are indicative of
clinically severe depression, anxiety, and pessimism. His responses on the Minnesota Mul-
tiphasic Personality Inventory (MMPI) yielded a 2-8-7 profile, with concomitant elevations
of scales 3, 4, and 10. His responses on the MMPI were similar to those of persons who
are highly anxious, depressed, agitated, and tense. Bob was dependent and unassertive in
his relationships with others and felt unable to meet the challenges of day-to-day life. His
responses on a series of automatic thought questionnaires revealed that he was highly con-
cerned that others like him, that he experienced difficulty being alone, and that he could
not avoid thinking about his past mistakes.

Background

Bob was the younger of two children and had grown up in an affluent suburb and attended
exclusive schools. Although he had done quite well academically during his elementary
and high school years, his interpersonal and emotional functioning were quite poor. He
was plagued by feelings of self-doubt and worthlessness, and made self-critical comparisons
with others on an almost continual basis. He believed that others were of “stellar quality”
and that he was “stupid and a fraud.” When asked to elaborate, Bob noted that although
he had graduated near the top of his high school class, his father had written many of his
papers. While away at college, Bob began to withdraw. He rarely attended class, and during
one fire drill remained in his room, “hoping to be killed in the flames.” After several weeks
of desperate calls to his parents and increasing suicidal ideations, Bob returned home. His
father, concerned by possible repercussions of leaving the university, devised an elaborate
story that Bob needed to return home because his mother was having brain surgery. When
Bob returned home, his father was disappointed and could not tell anyone in the family or
community about it. To protect his secret, whenever they left the house, Bob was required
to lie on the floor of the car, covered by a blanket.

Although Bob had done well academically and had attempted to be a “perfect child,”
he struggled internally with feelings of anger, depression, and inadequacy. He reported
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experiencing sadistic fantasies of attacking children in the neighborhood and recalled hav-
ing made obscene phone calls to an 8-year-old boy while in high school.

Cognitive Formulation

Bob’s depression and anxiety were superimposed on a self-critical and perfectionistic per-
sonality style. He maintained high, even grandiose, standards for his own performance
(e.g., believing that he needed to earn the Nobel Prize in literature) and anticipated rejec-
tion from anyone who would come to know him. Bob’s beliefs and actions were characteris-
tic of many depressed individuals and fit well with cognitive models of depression. Negative
views of self, world, and future, for example, were readily apparent in his thoughts. His
social skills were poor, and he tended to behave in ways that led others to withdraw from
him. Bob’s social problem-solving capacities were poorly developed, and he engaged in few
activities that would provide a sense of accomplishment or pleasure. When he did do well
on a task, he would minimize the significance of his accomplishment and begin recounting
past failures. He tended to respond to feelings of depression and anxiety though rumina-
tion and withdrawal rather than through adaptive coping. Given the information available
to this point, one might conceptualize Bob’s difficulties as follows:

e Behavioral coping strategies. Avoidance or withdrawal. Seeking reassurance from oth-
ers.

o Cognitive distortions. Dichotomizing (e.g.,“If I'm not right,I must be wrong . . . I can’t
even think right”). Selective abstraction (e.g., “I wasn’t comfortable in class that first
day; it didn’t feel right. I knew it; that just tells you I’ll never make it in college”). Per-
sonalization (e.g.,“Everybody was sitting at other tables in the cafeteria . . . it shows
nobody likes me”). “Should” statements (e.g., “I should be smarter and do more . . .
I have t0”). Magnification/minification (e.g., “I know he sent me a letter about how
much he liked my paper, but it doesn’t mean anything . . . it doesn’t count”). Cata-
strophizing (e.g., “I'm incompetent at life . . . I have no abilities”). Self-critical com-
parison (e.g., “Everyone is better than me; I can’t even blow a bubble”).

o Automatic thoughts. “I'm so stupid . . . I'm an unintelligent jerk.” “People will discover
I'm a fake.” “I'll never be a success.” “My life is meaningless . . . I have no one to share
it with.” “I'm really disturbed . . . I have a hollow head.”

o Assumptions. “If I can avoid others, then I can feel secure.” “If I'm successful, then I
can feel good about myself.”

e Schemas. “I'm fundamentally defective” (self). “The world is a dangerous place”
(world). “People are unreliable and unsupportive” (social relations).

Course of Therapy

The first goals in treatment were to establish trust and rapport, develop a problem list, and
educate Bob about the process of cognitive therapy. During the initial sessions, Bob invari-
ably appeared sad and anxious. He maintained a pessimistic outlook and continually sought
reassurance from the therapist that he was “ok.” Bob expressed a great deal of anger about
his limited progress in psychoanalysis and was skeptical about cognitive therapy. We began,
then, with a discussion of his feelings about therapy, what he had learned in his analysis,
and his goals for the future. He conceded that he had developed a number of important
insights during his analysis, and that he “really didn’t know much” about cognitive therapy.
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Bob remarked that he just wanted “to be an average person in college,” a reasonable and
appropriate goal, and he agreed to read a short book on cognitive therapy before our next
session. His first formal homework assignment was to “write down his thoughts when he
was feeling upset during the week”—an initial step toward completing a DTR (Beck et al,,
1979).

Bob’s feelings of dysphoria and anxiety became more severe as he became adept at
identitying his automatic thoughts. This is not uncommon and appears to reflect clients’
increasing sensitivity to thoughts they have been attempting to avoid. Rational respond-
ing, a countering technique (McMullin, 1986), was introduced to alleviate these feelings.
Bob was asked to write down his thoughts when he was feeling particularly depressed or
anxious. He then systematically examined evidence for and against each of the distressing
thoughts (rational disputation), listed alternative ways of thinking about the evidence (reat-
tribution), and developed more adaptive ways of coping with the concerns (decatastrophizing
and searching for alternative solutions). For example, Bob felt he was “an unintelligent
jerk.” A brief review of Bob’s recent past revealed that although he had left several schools,
he had graduated near the top of his high school class, had received a score of 1580 (out
of a maximum of 1600) on his college entrance exams, and had been admitted to the hon-
ors program at an Ivy League university. Taken together, the evidence suggested that Bob
was not unintelligent. In fact, he was quite bright. A more parsimonious (and reasonable)
interpretation of his experiences was that he lacked confidence in his abilities given events
during his junior and senior years in high school, and he was unprepared to cope with the
anxiety of moving away from his home and parents. A goal of therapy would be to help Bob
develop skills to accomplish this goal.

Given his low motivation and social isolation, Bob was encouraged to begin complet-
ing daily activity schedules (Beck et al., 1979). He wrote down his activities on an hour-by-
hour basis, then rated them as to their degree of “mastery/sense of accomplishment” and
“pleasure/fun.” As might be expected, Bob engaged in few activities that provided him
with a sense of worth, accomplishment, or enjoyment. Depressed clients such as Bob often
avoid challenging tasks and experience difficulty completing tasks they had accomplished
with ease before the onset of their depression. Thoughts such as “I can’t do it” and “What’s
the point?” inhibit them from engaging in activities that might provide them with a sense
of competence or pleasure. Moreover, their avoidance of tasks and impaired performance
serves as further evidence that “there’s something wrong with me . . . I can’t do it.” Activity
scheduling served to directly counteract these processes. Bob and his therapist developed
a list of simple activities he would attempt each day. He was encouraged, for example, to
get out of bed at 10:00 A.M. and take a shower (rather than lounging in bed until midafter-
noon), to call a friend on the phone, to accept an invitation from a friend to play cards, and
to go to the local gym for a swim. As Bob began to employ these techniques, his feelings
of anxiety and dysphoria began to decline. These gains were reflected in Bob’s improving
scores on several objective rating scales. His scores on the BDI, for example, declined from
a 28 (severe depression) at week 2 of treatment to a 9 (mild depression) at week 23. His scores
on the BAI declined from a 51 (severe anxiety) to a 3 (negligible anxiety) during this same
period.

In addition to symptom reductions in dysphoria and anxiety, an important focus of
therapy was addressing long-term life goals, specifically, Bob’s inability to develop close
relationships with others and to live independently from his parents. Behavioral interven-
tions (e.g., modeling appropriate eye contact and role playing basic conversational skills)
were introduced to develop Bob’s social skills, and a hierarchy of social activities (begin-
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ning with playing cards with his friends, concluding with going on a date with a woman)
was established. Bob was able to progress through the hierarchy over several months, but
he encountered a great deal of anxiety with each new step. Relaxation training, rational
responding, guided imagery, and role playing of the activities were useful in helping Bob
to develop these skills.

At the same time, Bob was encouraged to consider ways of returning to college.
Because he was highly anxious about leaving home (his last two attempts to live on his own
had ended in psychiatric hospitalizations), Bob began by taking night classes at a local
university. Not surprisingly, he did quite well. His tendency to minimize these accomplish-
ments was addressed directly in therapy, as was the effect of these accomplishments on
his mood and self-esteem. After approximately 6 months, Bob began to discuss the pos-
sibility of applying to college once again. His fears of another “breakdown,” as well as his
uncertainty about possible majors and careers, became the focus of therapy. Once again,
he began seeking reassurance from the therapist that he would “be ok.” This provided an
opportunity for examining experiences that had contributed to the consolidation of his
schemas and the ways they were reflected in the therapy relationship. For example, Bob
frequently sought reassurance and assistance from his mother during his childhood, and
his father’s attempts to assist him with his homework during high school had maintained
his belief that he was “incompetent” and “stupid.” Bob acknowledged that reassurance
(whether from his therapist or his parents) did little to alleviate these feelings, and that
his search for support precluded him from solving problems on his own. Experiences dur-
ing his childhood that were inconsistent with these beliefs were examined, and Bob was
encouraged to test the current validity of the beliefs by completing tasks without seeking
support or reassurance.

Bob was subsequently accepted at a major university several hundred miles from home.
Before leaving for college, however, we felt it would be beneficial for him to have an expe-
rience that would give him confidence that he could live alone. To this end, Bob applied
for a position as a relief worker in a small South American village. During his 6 weeks
away from home, Bob was confronted with numerous challenges that previously he would
have felt he could not handle. He returned home with a new (longer) hairstyle, an ear-
ring, and a developing sense of identity as an individual who might be able to help others.
Bob left for college several weeks later. After a difficult first year, Bob became a residence
hall counselor and his grades began to stabilize. Booster sessions were held approximately
once a month. Therapy was concluded after approximately 3 years. Bob graduated from
college, began teaching inner-city children in another state, and was accepted to graduate
school. Although he remained somewhat anxious and self-critical, he became able to func-
tion autonomously. The gains made over the course of treatment are reflected not only in
his improved scores on objective rating scales but also in the quality of his life. The goals of
therapy were not limited to the alleviation of depression and anxiety but included a focus
on latent beliefs and the establishment of an adult identity. Individuation from his parents,
areturn to school, the development of career goals, and the acquisition of social skills were
all important objectives.

This case illustrates how strategic interventions can be employed in treating severe and
long-standing psychological difficulties. The treatment of this individual was multifaceted
and incorporated traditional cognitive and behavioral approaches, as well as interpersonal
interventions focusing on the ways in which unstated beliefs or schemas are expressed in
the therapeutic relationship (Safran & McMain, 1992; Safran & Segal, 1990). Social prob-
lem solving, rational responding, attributional retraining, behavioral skill training, and
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developmental analysis of underlying schemas and assumptions all played a role. With the
exception of three family sessions, Bob’s parents were not included in his treatment. This
was explicitly discussed with Bob—a goal of therapy was to encourage him to accept respon-
sibility for the course of his treatment and to function more autonomously.

CONCLUSION

The usefulness of cognitive therapy for treating a range of behavioral and emotional dif-
ficulties has been well established. Refined models of depression and the anxiety disorders
have been proposed and have generated a great deal of empirical interest. Controlled stud-
ies of cognitive therapy’s effectiveness in the treatment of other clinically important prob-
lems, however, remain to be completed. Moreover, the processes underlying change over
the course of therapy are not well understood. What specific cognitive and behavioral tech-
niques, for example, are most closely associated with clinical improvement? Do rationalistic
and constructivist variants of cognitive therapy differ with regard to their effectiveness in
treating specific disorders? What changes in clients over the course of their treatment?
Cognitive models of psychopathology will continue to evolve in response to the needs of
our clients and the results of empirical research. Although important practical and con-
ceptual problems remain, cognitive therapy stands as a useful paradigm for understanding
human adaptation and improving the quality of our clients’ lives.

SUGGESTIONS FOR FURTHER STUDY
Recommended Reading

Beck, A. T., Rush, A. J., Shaw, B. F., & Emery, G. (1979). Cognitive therapy of depression. New York: Guil-
ford Press.—The original manual for cognitive therapy of depression and suicide.

Dobson, K. S. (Ed.). (2010). Handbook of cognitive-behavioral therapies (3rd ed.). New York: Guilford
Press.—More than a compendium of techniques, the authors offer critical reviews of recent
research and suggest areas of inquiry.

Leahy, R. (2003). Cognitive therapy techniques: A practitioner’s guide. New York: Guilford Press.—This
book provides a comprehensive, detailed overview of basic cognitive assessment and interven-
tion techniques.

Persons, J. (2008). The case formulation approach to cognitive-behavior therapy. New York: Guilford Press.—
This book provides a useful framework for integrating cognitive behavioral therapy models and
techniques into the conceptualization and treatment of individual clients.

Riso, L. P., du Toit, P. L., Stein, D. J., & Young, J. E. (2007). Cognitive schemas and core beliefs in psychologi-
cal problems: A scientist-practitioner guide. Washington, DC: American Psychological Association.—
An excellent overview of schema-based therapy approaches for a range of psychological disor-
ders.

Hayes, S. C., Follette, V. M., & Linehan, M. M. (2004). Mindfulness and acceptance: Expanding the
cognitive-behavioral tradition. New York: Guilford Press.—A comprehensive overview of the the-
oretical underpinnings and therapeutic methods of “third-wave” cognitive-behavioral thera-
pies.

DVDs

Beck, J. (2006). Cognitive therapy (Systems of Psychotherapy Video Series). Washington, DC: Ameri-
can Psychological Association.

Meichenbaum, D. (2007). Cognitive behavior therapy with Donald Meichenbaum (Systems of Psychother-
apy Video Series). Washington, DC: American Psychological Association.
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Wright, J. H., Ramirez Basco, R., & Thase, M. E. (2006). Learning Cognitive Behavior Therapy: An illus-
trated guide. Washington, DC: American Psychiatric Press.—This accessible resource includes
a book and companion DVD containing multiple examples of cognitive and behavioral assess-
ment and intervention techniques.

Young, J. E. (2007). Schema therapy (Systems of Psychotherapy Video Series). Washington, DC: Ameri-
can Psychological Association
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Functional-Contextual Approaches
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HISTORICAL BACKGROUND

One way of understanding the history of behavior therapy is to distinguish among three
waves or generations of behavior therapies. The first wave of behavior therapy was a reac-
tion to clinical practices of the day that were not based on well-established basic principles
of behavior and behavior change. Those practices included psychoanalysis and humanistic
therapies, among others. Behavior therapies well-rooted in behavior analytic learning prin-
ciples were increasingly important and included practices such as desensitization, token
economies, behavioral treatment for autism, exposure therapies; and other applications
of applied behavior analysis. With some exceptions, the initial wave of behavior therapy
largely eschewed intrapersonal and relationship concerns.

Though there was earlier evidence, by the late 1960s, the role of cognitive processes in
human behavior and the explosion in mechanistic computer analogies to cognition gave
rise to the second wave of behavior therapy. This generation of behavior therapy came
on the heels of Albert Bandura’s (1977) extension of behavior theory to include cogni-
tive models and processes of change, learning by observation, and a theory of self-efficacy.
By the end of the 1970s, cognitive therapy was made mainstream with the publication of
Beck’s (Beck, Rush, Shaw, & Emery, 1979) famous treatment manual for depression and
Albert Ellis’s (1977) work on rational emotive therapy. Part of the reason for the ascension
of cognitive processes was the perceived unwillingness of behaviorism to address language
and private events, including thoughts and emotion. While this criticism was only partially
valid, as we discuss shortly, it did provide the opportunity for the second wave to gather
momentum. It is worth noting that the cognitive-behavioral therapies emerging at the time
were not closely tied to basic cognitive research going on in laboratories. It is this departure
from the close ties between clinical interventions and basic research that also differentiated
the first and second waves of behavior therapies.

184
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The origins of the third wave of behavior therapy are more difficult to describe. More
recent studies of the posited mechanisms of change for cognitive therapy have called into
question the actual role and process of changing cognitions, and a seminal component
analysis of cognitive therapy for depression suggested that that the behavioral rather than
the cognitive components of cognitive therapy were responsible for observed changes in
depression (Jacobson et al., 1996). The methodology of a somewhat mechanistic view of
human behavior that was utilized by cognitive-behavioral therapy (CBT) researchers began
to look as if it had not paid the dividends anticipated. A philosophical shift characterized
the third generation of behavior therapy.

The philosophy of behavioral psychotherapy and behavioral clinical psychology has
generally followed one of two traditions. The first, mechanism, can be understood using a
machine metaphor. This worldview (ontology) presumes that there are realities to be dis-
covered; that these realities are composed of parts, forces and relationships; and that there
are lawful relations governing these realities to be identified. To understand the machine,
in our case behavior, one must understand the components and the lawful relationships
among them. To “repair” dysfunctional behavior one would need to identify the part or
the process that was not working properly and repair it. One example of mechanism is the
stimulus—response (S-R) psychology of John B. Watson, who argued the reductionistic posi-
tion that all activities can be defined as muscle movement and glandular activity. Though
it might not seem so, CBT is also mechanistic, in that it presumes elaborated cognitive pro-
cesses that mediate outcomes. Distress was proposed to result from dysfunctional beliefs
about the meaning of antecedent stimuli. If one learned to dispute or correct those errone-
ous beliefs, psychological distress would be ameliorated.

The second philosophical position is that of pragmatism or contextualism. Pragmatism
argues that distinctions matter only when they make a difference. Statements, scientific or
otherwise, are true to the extent that they produce an outcome that makes a practical dif-
ference. While there are a variety of contextualist perspectives (Hayes, Hayes, Reese, &
Sarbin, 1993), this chapter focuses on functional contextualism (for a more complete discus-
sion of functional contextualism as a philosophy for behavioral science see Gifford & Hayes,
1999). The link with pragmatism is that the activities of the scientist or, in our case, the
therapist, are not directly concerned with formal statements of cause and effect, but rather
the identification of useful functional relations, about which we say more later.

Perhaps surprisingly, it is the radical behaviorism of B. F. Skinner (1953) that charac-
terizes contemporary functional contextualism. Though Skinner did not overly concern
himself with philosophy, he did reject the simple notion of local (temporally ordered) cause
and effectin favor of function. Skinner viewed the acquisition of behavior to occur over time
as the organism’s behaviors are selected based on an accumulated history (Chiesa, 1992).
Radical behaviorism directed the scientist to consider behavior in a context of which the sci-
entist was also an inextricable part. The exact scale over time of that context depended on
the intended goals of a particular analysis.

Gifford and Hayes (1999) have characterized contemporary functional contextualism
as follows:

Functional contextualism seeks analyses that achieve prediction and influence with preci-
sion (a restricted set of constructs apply to any particular event), scope (a wide number of
events can be analyzed with these constructs), and depth (analytic constructs at the psy-
chological level cohere with those at other levels). The goal of prediction and influence
provides a specific kind of utility or “successful working.” Specifically, prediction and influ-
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ence is accomplished when an analysis (a) identifies contextual features that permit the
prediction of the behavior of interest, and (b) demonstrates that the manipulation of these
contextual features affects the probability of occurrence of this behavior. (pp. 307-308;
emphasis in original)

Nowhere in the description is a notion of strict causality. The criterion by which an analysis
is judged is whether or not it allows one to accomplish the goals set forth at the beginning
of the analysis.

Though perhaps not obvious, the notion that function was the key to assessing a use-
ful analysis allowed Skinner a methodology to explore both verbal behavior and private
events, including thoughts and feelings. In his analysis, the meaning of psychological terms
was derived from the contingencies that surrounded the use of such terms. One could not
operationally define such terms for someone, but one could identify the history and func-
tion of the use of descriptions of private events. This assertion opened the subject matter
of CBT to a different kind of analysis than had previously occurred. Private events, such as
relationships, thoughts, feelings, and emotions, became legitimate objects of study. How-
ever, from a functional perspective, private events are considered dependent variables (i.e.,
things to be explained) rather than independent (i.e., causal) variables that exist without
reference to the context in which they occur.

The third wave of therapies is difficult to characterize. However, they share an inter-
est in pragmatic goals, rely less on strict cause—effect explanations of behavior, but instead
tend to understand behavior as acts-in-context. In addition, they tend to concern them-
selves with the interpersonal and language stimulus functions that can produce unneces-
sary suffering. What are these therapies? Often included in such lists are functional analytic
psychotherapy (FAP; Kanter, Tsai, & Kohlenberg, 2010; Kohlenberg & Tsai, 1991; Tsai et al.,
2009), acceptance and commitment therapy (ACT; Hayes, Strosahl, & Wilson, 1999), and
dialectical behavior therapy (DBT; Linehan, 1993). Other candidates include behavioral
activation and mindfulness-based cognitive therapy.

THE CONCEPT OF PERSONALITY

Functional contextualism does not find the concept of personality to be a very useful heu-
ristic. As classically discussed, personality is generally a structuralist notion that behavior is
the result of covert internal intrapsychic structures. Functionally, the construct of personal-
ity does not particularly help the clinician do anything differently with respect to changing
behavior. Attributing behavioral tendencies or perceived rigidity to some personality fea-
ture of the client generally restricts the likelihood that the therapist will look for control-
lable environmental factors that may produce change if properly arranged.

Having minimized the importance of the concept of personality, now let us backtrack
to discuss how radical behaviorally oriented contextualists would discuss the issues of
response variability or invariability. For more detailed discussion of the issues described
here the reader is referred to Baum’s (2005) Understanding Behaviorism and Nelson-Gray
and Farmer’s (2005) Personality-Guided Behavior Therapy.

From our perspective, behavior is selected over time because of environmental con-
sequences. Problematic and adaptive behaviors arise through the same processes. What
may look like maladaptive behavior from one perspective has likely been, on average, more
frequently reinforced than alternative behaviors in the same situation. Giving either a com-
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plimentary or pathological personality label does little to explain the behavior or imply a
behavioral intervention, and primarily reflects a value judgment of the person supplying
the label. Elsewhere, one of us (Follette, 1997) has with only partial facetiousness suggested
that the label personality disorder is applied when the therapist does not like someone and
cannot figure out how to help change the person’s behavior.

If there is a utility for the construct of personality, it derives from a Darwinian evolu-
tionary perspective that influenced Skinner, because he viewed behavior as being selected
over time. Since organisms are selected over time, Skinner acknowledged multiple sources
of influence on behavioral selection that might be familiar to personality theorists. Varia-
tion among individuals within a species is selected based on reproductive and survival val-
ues that adhere to those variations. Skinner refers to this level of selection as phylogenic,
and it corresponds to Darwinian natural selection. At the species level, one would presume
that genotypes that support sensitivity to operant conditioning (i.e., have behaviors that are
under the control of reinforcers) have survival advantage.

Over the lifetime of an individual, behavior is selected on the basis of how effective it
is in the environment in which the individual exists. This is referred to as ontogenic selection.
Across individuals there is variability in how sensitive an individual might be to certain types
of reinforcers. In a particular environment, the individual sensitivities that might exist can
interact with that environment to increase or decrease the likelihood that one might find
specific kinds of behaviors reinforcing. That said, in a particular clinical example, one may
not be aided by such knowledge in planning an intervention. If a problem behavior exists,
one can assume that for whatever constellation of biological and environmental conditions
there are, the contingencies controlling the behavior are sufficiently strong to maintain the
behavior, unless the person—environment interactions are altered.

The real issue addressed by the construct of personality is, how does it account for
either excessive behavioral stability or variability? By placing the explanation inside the
organism and attributing the behavior to the client’s personality, we are generally limited
in how much behavior change we can accomplish, or think we can accomplish. Instead,
the functional contextualist would find it more useful to assume that behavioral stability
is primarily the result of an environment that reinforces only a limited set of behaviors, or
that the person exhibits relatively little behavioral variability so as to limit experiencing new
contingencies. The fact that a particular person may have a genetic tendency to be sensitive
to limited reinforcers or to exhibit relatively little behavioral variability might encourage us
to work harder to solve the problem, but the intervention still resides at the level of chang-
ing behavior within the context in which it occurs. The biology or temperament of the per-
son, or any supposed internal constructs (e.g., personality) is simply part of the individual’s
context for which we must account to produce change efficiently.

Even though contextual behaviorists generally conduct idiographic (individualized)
assessments of behavior in context, there are some kinds of common heuristics that emerge;
that is, functional analyses do not reveal unique understandings for each and every indi-
vidual. Common themes that help us act usefully might well account for a great deal of
variance in prediction and influence treatment planning and implementation. One such
theme that is mentioned commonly in ACT is the degree to which behavior is understood
as being in the service of emotional avoidance of painful consequences. This theme is so
common that it can take on trait-like qualities. In DBT, emotional dysregulation is often
identified as a problem to be addressed in treatment. One could easily slip into describ-
ing someone as emotionally avoidant or emotionally dysregulated and mistake that for a
personality characteristic. When the contextual behavior therapist is casually using these



188 BEHAVIORAL AND COGNITIVE APPROACHES

terms in a manner that seems to imply a relatively invariant trait, that shorthand can still be
expanded back to a larger context that has treatment utility.

One of the features of functional analysis is that the therapist has a flexible unit of anal-
ysis in which behavior can be understood. In a short sequence of behaviors we can describe
the antecedents and consequences that allow us to understand and influence change. As we
extend the unit to include behavioral tendencies selected over longer periods of time, our
descriptions of the controlling variables become less situation-specific and will again sound
more like trait or personality characteristics. That is not our intention, but an inevitable
consequence of abstracting an overall summary statement about what important influ-
ences affect the expressions of particular classes of behavior. Such verbal tendencies for
researchers and clinicians to describe broad functional relations are generally reinforced
by communicating somewhat less precisely but more efficiently with others. The seeming
reification of personality disorders is also strongly supported by Axis Il in the Diagnostic and
Statistical Manual of Mental Disorders that is used by funding agencies, insurance companies,
and many journals to classify behavior into diagnostic entities.

As we just mentioned, there are a finite number of expressions of functional clinical
relations that can be converted into a nosology for understanding a wide variety of clini-
cal problems. This nosology would be descriptive of the functionally problematic elements
that are addressed during therapy. For example, following assessment, a client might be
described as having problems with excessive rule governance. Such a broad statement does
not denote a stable trait, but rather describes a clinical problem that for the moment seems
central to the clinical case conceptualization. If one were to address that particular clinical
issue and resolve it, another problem might then become apparent.

One last point to make about what appears to be stable behavior is that the source of the
stability (or apparent inflexibility) might well describe the cultural values of the members
of a community that make up the reinforcing environment for a particular person. Within
particular cultures and subcultures, members of a community share common responses to
certain stimulus properties of an individual. In some circumstances a cultural value limits or
expands the kinds of reinforcement it may offer depending on some physical characteristic
of a person. For example, persons evaluated to be very attractive may be given many more
opportunities to experience social reinforcement than those judged to be less attractive. The
result of this differential responding to physical characteristics can lead to behaviors that
might then be labeled as extraverted or introverted, but the conditions that produced these
behavioral proclivities indicate more about the cultural values in which a person learns to
select behaviors than about some initial internal notion of one’s preexisting personality.

PSYCHOLOGICAL HEALTH AND PATHOLOGY

As the DSM movement has continued to strengthen and maintains the clinician’s attention
on the presence or absence of largely invented disorders, it is difficult to consider more
psychologically healthy outcomes. There have been criticisms of the theoretical approach
taken with DSM in the past, and criticism of proposed revisions to DSM-V, but the number
of disorders and the proportion of people who meet threshold for those disorders will con-
tinue to increase as the DSM enterprise continues.

More recently, the positive psychology movement has taken the mantel previously held
by some personality theorists who addressed what constituted a healthy personality. Positive
psychology focuses on positive emotions, positive character traits, and enabling institutions.
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The positive psychology movement has classified six virtues and 24 character strengths in
the process (Peterson & Seligman, 2004). Between DSM and positive psychology the field
has tied anchors at suffering and happiness. However, there is not yet a coherent linkage
between the extremes that seems clinically useful.

In 1993 we put forward some initial ideas about a behavior analytic conceptualization
of psychological health and later positive psychology (Follette, Bach, & Follette, 1993; Fol-
lette, Linnerooth, & Ruckstuhl, 2001). In the article on psychological health, we offered the
following hypothetical scenario for a discussion between a therapist and two clients. Both
had been treated for depression, and both currently had depression scores of 0, indicating
no depression. Consider these different responses the clients might have given as therapy

ended:

CLIENT A: I have worked through the pain and I can now live with it. As much as it hurt,
I know I can survive, and sharing my life with someone else again is very important
to me.

CLIENT B: I have worked through the pain and now I can live with it and get on with my life.
But I am never going to get involved like that again or permit myself to be so vulner-
able and hurt. (Follette et al., 1993, p. 304)

Without some notion of psychological health these two outcomes would be indistin-
guishable, because the initial depressive symptoms had resolved according to whatever
depression scale was used. Yet, as therapists, we readily appreciate a significant difference
in outcomes between these two clients. Client A is more likely to engage a richer variety of
social reinforcers than Client B, even if entails some risk of future pain. Client B alludes
to a future in which relationships are much more tightly managed and limited and that
in turn will limit opportunities for both hurt and fulfillment. Avoidance of future pain is
more important than intimacy to Client B. It is important to be able to differentiate these
outcomes.

In offering some ideas about psychological health we realized that no conceptualiza-
tion of psychological health or pathology is made that does not somehow involve the values
and goals behind asserting such a conceptual scheme. One advantage of the way a func-
tional contextualist approaches the issue is that the principles that produce distress are
the same as those that can be used to increase satisfaction. Notice we did not use the term
happiness, because constantly being happy is not our definition of psychological health.
Interestingly, not all contemporary functional contextualists would agree on all aspects of
psychological health. We have more to say on this later. What is presented here comes from
the following values.

Some behavioral accounts describe a well-adjusted person as having a learning history
that includes a wide range of positive reinforcement for healthy behaviors. We presume
that the influence of broad and deep sources of reinforcement that do not impinge on the
rights of others produce a more satisfying life experience. Another element of psychologi-
cal health is behavioral flexibility, which has been defined as “the ability to contact the pres-
ent moment more fully as a conscious human being, and to change or persist in behavior
when doing so serves a valued goal” (Hayes, Luoma, Bond, Masuda, & Lillis, 2006, p. 7).
This implies that an individual behaves under the contingent control of the environment
in which he or she functions rather than according to strict rule-governed behavior that he
has been taught or constructed for oneself. Inflexibility results from weak or counterpro-
ductive contextual control over language processes.
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At many points in our lives it is adaptive to learn by following rules (descriptions of the
relationship between setting, behavior, and consequences). “Don’t touch a strange dog”
might be a behavior better learned by rule than by experience. However, a rule such as
“Join in a conversation when you are sure what to say” limits social opportunities and should
be tested occasionally. Other rules are probably enduring (“Don’t leave the house without
wearing pants”). The psychologically healthy individual finds a reasonable balance and
the ability to recognize when conditions of reinforcement might have changed, and how to
relate to language and cognitions effectively so they do not restrict opportunities to behave
in valued ways.

Maximizing the conditions in which one functions under positively reinforcing condi-
tions implies that one can construct a reasonable balance between short-term and long-
term reinforcers. This requires that one have social networks that support the achievement
of long-term reinforcers by supplying short-term and intermediate reinforcement for the
effort. For example, building up to run a marathon is more likely to be successful if one
runs with a partner or has friends who provide reinforcement each time one runs a longer
distance than before. The fact that we argue that these repertoires are valuable would not
mean very much if we had no technology for establishing such behaviors, but in fact we do.

Perhaps the most significant change that has occurred as part of the third wave of
behavior therapy is the special attention paid to the role of language and cognition in
psychopathology and therapy. Skinner attempted to account for verbal behavior and in so
doing provided some useful, functional language. However, among other limitations, his
account of verbal behavior did not adequately address how stimuli could come to have dis-
criminative functions without a direct learning history. In nonverbal organisms (all organ-
isms other than humans), this only occurs via stimulus generalization, when some formal
property of a new stimulus resembles the originally learned stimulus. A pigeon may learn
to peck a green key when reinforced for doing so and may then also peck a blue-green key
without a direct history of receiving reinforcement. The formal property of “greenness” has
sufficiently shared physical characteristic so that the key pecking occurs. However, non-
verbal organisms cannot then be presumed to peck when presented with the sound of
the word green without additional conditioning. Humans do so starting at very early ages.
Language allows many complex relations among stimuli to emerge. This line of research
has been called relational frame theory (RFT; Hayes, Barnes-Holmes, & Roche, 2001) and
represents the scientific basis for therapies such as ACT to alter the context under which
cognition and language function.

Two features of language and cognition that are of particular interest are bidirectionality
and relational networks. Nonverbal organisms can learn to discriminate previously neutral
stimuli that predict events. A dog learns to respond to “Go for a walk?” if the phrase pre-
cedes the walk. That same dog will not learn this relationship if the “Go for a walk?” follows
the walking. Bidirectionality in humans is demonstrated when learning occurs, although
the neutral stimulus follows the event. For example, if one takes a child to the circus and
buys her caramel popcorn, which she readily devours, and later you tell the child what they
had was “caramel popcorn,” she will likely agree if you subsequently offer to buy her cara-
mel popcorn, even though the label followed the stimulus. This bidirectionality of stimulus
relations is important, because in therapy it is an account of why talking about a traumatic
event after it has already occurred can still evoke distress. When the talk and the event
become one and the same, a client will avoid the conversation, because the conversation
acquires the aversive properties of the events. If one learns to equate the words with the
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event itself, unnecessary distress can occur when talking about an aversive event is the same
as the event itself.

The second important feature of RFT is the notion of relational responding. There are
many kinds of relational responding. For example, stimulus equivalence is demonstrated
when one is shown that A= Band B= C. One then easily determines that A = Cwithout ever
directly contacting either Bor C. Once these relations are established, a relational network
has formed. Many kinds of relational networks can be formed in addition to “equal to or
same as,” including “greater than,” “better than,” “
and so on.

The last concept we present is what RFT calls the transformation of function, the basis for
derived relational responding. If one has learned that A is more than B, and then Bis rein-
forced at some level, it is likely that A, in the absence of any other contingencies, will serve
greater reinforcing functions because of its “more than” relationship with B. It is through
this process that one could transfer an aversive conditioned response from one member of
an equivalence class to another, without ever directly contacting the aversive contingency
for each member of the class. In terms of psychological health and psychopathology, trans-
fer of stimulus function can lead to efficiencies in learning as well as unexpected avoid-
ance of stimuli (people or experiences) that occur as a result of inappropriate transfer of

more than,” “less than,” “sooner than,”

stimulus function. A disappointing experience with one person can lead to avoidance of
others who might be members of an equivalance class. While a more detailed explanation
of RFT is not possible here, it provides an experimental basis for studying complex verbal
processes, something that is consistent with the initial appeal of the first wave of behavior
therapies but was not available until RFT.

Whether we consider the clinical behavior analysis portion or the RFT portion of the
third wave, both share the notion that the underlying processes that can lead to psycho-
logical health can also lead to psychopathology. Healthy behavior or pathological behavior
stems from the person acting in a context. Change occurs by altering that context. It is the
history of the person within his or her environment that produces the outcome, not some
internal defect or disease. Intervention builds on one’s history rather than trying to elimi-
nate symptoms. A recent statement by Dahl, Plumb, Stewart, and Lundgren (2009) places
the ACT/RFT scientists and practitioners in the contextualist camp:

Behavior analysis, as a broad field subsuming both ACT and RFT, represents the applica-
tion of functional contextualism in psychology. The fundamental behavior analytic unit
is the operant, or three-term, contingency involving antecedents, . . . behavior, and con-
sequences. . . . This relates to ACT and RFT because we are not interested in analyzing a
behavioral event . . . by breaking it down into its component parts. Rather, we are interested
in seeing how behaviors occur within the context of a person’s unique personal history
and influences of the present environment. How we change behavior in ACT is related
to understanding context, as opposed to changing the content of thought or the form of
feelings. We work to change not a person’s thoughts about her painful history, but rather
a relationship to those very thoughts, so that she might live in a meaningful life guided by
her values, as opposed to her past or current private experiences. (p. 4)

The focus of ACT is not to eliminate or even necessarily to alter the frequency of
thoughts but to change the way in which one relates to those thoughts by altering the con-
text in which the functions of those thoughts occur, so as to not interfere with behaving in
a manner consistent with living a valued life.
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Third-wave therapies that attempt to alter the context of one’s cognitive behaviors so
that they are noticed as just being behaviors (“I'm noticing the thought that I might fail”)
rather than being a cause (“I'm incompetent”) are addressing this issue in some fashion.
These approaches are quite different from any that might directly attempt to eliminate
those thoughts.

THE PROCESS OF CLINICAL ASSESSMENT

Psychological assessment by a contemporary behavioral researcher or practitioner is funda-
mental to the process of treatment and is collaborative and openly shared with clients. In
order to determine which behaviors to address in treatment, the clinician uses a functional
analysis. This is a process of determining the variables that give rise to and support every-
thing a client does.

Functional Analysis in Brief

Ultimately, the goal of a functional analysis of client behavior is to understand the ABCs
of behaviorism—the antecedents, the behaviors, and the consequences. More technically,
one would say, the discriminative stimuli (SP), the response repertoire (R), and the contingen-
cies of reinforcement (SR). In any event, the therapist must understand what occurs before a
behavior that signals it or sets the occasion for it to occur, and what follows the behavior that
makes it more or less likely to occur in the future. The analysis also includes an assessment
of the quality (successful functioning) of the behavior in the context in which it occurs.
The conditions that would signal reinforcement (SP) may be present, but the behavior itself
may not be “good enough” to get reinforced. The behavior analysis of the response is rich
and somewhat complex. We seek to understand the behavior not by how it may appear more
superficially, but by its function (hence the term functional analysis). The superficial appear-
ance of behavior, also known as its topography, is what is most readily visible to us and often
is quite salient. For example, stating that a client cries, self-injures, or repeatedly washes
her hands is to describe the topography of that response. These are likely very important
behaviors to notice and may even be shorthand terms to help describe targets for clinical
intervention, but identifying behaviors does not constitute a functional analysis.

The therapist’s goal here is to understand the function of these behaviors or how they
come about and are sustained for the client. While self-injury, for example, is important to
note, it is more important to understand what purpose that behavior serves. A functional-
analytic question may be, “What does it cost or benefit the client in the short and long term
to engage in such a response?” If, for example, the client engages in self-injury to “help feel
calmer afterward,” then we may have part of a functional analysis, namely, the behavior may
be negatively reinforced by removing some aversive state. If the self-injury occurs during
times of distress that include cognitive and affective states and is followed by the reduction
in distress, we may have begun to define a type of functional response for the client. In
fact, the client may engage in a variety of problematic coping strategies when experienc-
ing distress that all serve temporarily to reduce this distress but may have longer-term, less
desirable consequences. If all of these behaviors result in reducing that distress as a conse-
quence (contingencies of negative reinforcement), then we have defined a functional class of
behaviors for the client. A functional class is a group of behaviors with similar antecedents
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and consequences for a client, despite their difference in appearance. These topographical
dissimilarities can be striking. For example, a client may make jokes, cry out, miss sessions,
or quickly acquiesce, all in the service of escaping or avoiding difficult emotional experi-
ences in a clinical session.

At its broadest conceptual level, a functional analysis attempts to make clear the func-
tion of important (explain a significant amount of outcome if altered), causal (reliably pre-
cedes and covaries), and alterable (can be changed in therapy) variables (Haynes & O’Brien,
1990). Specifically, a therapist tries to identify those variables that seem pertinent or essen-
tial to what the client and therapist have identified as targets for an intervention. These
are, then, important to the case. The challenge is that some variables that “look” or “feel”
important may simply be more salient or interesting based on the therapist’s underlying
epistemic assumptions about what causes suffering. A client’s childhood may or may not be
important. Furthermore, events in the past may seem “important” when, in fact, they are
no longer causally related to why the client engages in the behavior in the present. This is
called functional autonomy and refers to the difference between variables that may have been
important at one time and those that maintain the behaviors seen in the present. The bot-
tom and most elemental line here is that the variables identified in any functional analysis
are causal; that is, there is a demonstrable relationship between the variables described in
a functional analysis and those that are used to alter the behaviors of interest. This is what
is meant by allerable.

In this way, then, a functional analysis in the assessment of client behavior is an itera-
tive or a step-by-step process that is recursive. We state what we believe is a useful analysis.
If we attempt to alter some client behavior to help alleviate suffering, perhaps by teaching
a different repertoire to the client, then we must determine whether this actually had any
real change or impact on that suffering. If the client does not improve, then we are required
to go back to revisit and modify the analysis until it helps the therapist produce clinical
improvement.

The Concept of Resistance

To the behavioral therapist, resistance simply refers to a behavioral repertoire of the client
when he or she is not yet able to engage in the targeted response; that is, when treating
someone who is constantly washing his or her hands, and who still cannot seem to really
decrease this responding, the client is not “resisting” treatment. There is not a deeper cause
of the lack of treatment gain. One simply has either asked the client to engage in a response
that has not been sufficiently learned, or one has failed to understand all of the variables in
the functional analysis that need to be in place for the client to engage in another response.
In any case, the behavior therapist goes back to the drawing board.

The Role of Psychiatric Diagnoses and the Selection of Interventions

It may be evident to the reader that a good deal of precision and accuracy is necessary dur-
ing the assessment process of therapy. The precise description of client behaviors is essential
in creating these working hypotheses of the variables that control client behaviors. It does
not serve the therapist’s analysis, and hence the client in treatment, if the therapist prema-
turely stops his or her description of client behaviors or uses descriptors that are imprecise.
As convenient as it may be to describe a client’s behavior as “panicked” or “dysthymic,” it
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tells us very little in the way of what these behaviors are, and it tell us nothing about where
they came from and why they continue. This is more generally true with diagnostic labels
and standard psychiatric nosology. The important question is highlighted in the famous
quote by Gordon Paul: “What treatment, by whom, is most effective for this individual with
that specific problem, and under which set of circumstances?” (1967, p. 111).

One challenge a contemporary behavior therapist may face lies with personal prefer-
ences for different behavior therapies. Some therapies (e.g., ACT) focus on intrapersonal
events, such as intolerance of emotional experience and subsequent escape and avoidance
behaviors, while others (e.g., FAP) may have a personal focus on interpersonal processes,
including the therapeutic relationship. Personal interests are perfectly fine. They speak to
our own reinforcement histories and even to our values or identified salient reinforcers
for which we work. The challenge lies with deciding to use one of these therapies before a
functional analysis or behavioral assessment has taken place. This a priori-driven conceptu-
alization is, in fact, not a behavioral conceptualization at all.

The Client Repertoire: Strengths and Weaknesses

An effective functional analysis attempts to identify the contingencies responsible for not
only ineffective client problem behaviors but also those that effectively move clients toward
their goals. The behavioral therapist tries to specify those behaviors, typically referred to as
strengths or weaknesses, in the repertoire that may be excessive or deficient and contribute
to human suffering, while also identifying behaviors that actually do serve the client’s goals
or help to alleviate suffering. The behavior therapist’s goal is to build a more effective client
repertoire, not to eliminate problems directly. By identifying aspects of the client’s reper-
toire that are already in place, the therapist can more efficiently and effectively help the
client improve. Typically referred to as a constructivist approach to therapy, this approach
is at the heart of much of what we do (see Goldiamond, 1974).

Values: Identifying Salient Reinforcers

Values are essentially the client’s identification of salient reinforcers toward which he or
she works, or would like to move. It is important to notice that verbal behavior related to
identification of reinforcers may not always correspond to the reality of the client’s current
behavior. In FAP, clients may be asked to write a mission statement that can help to influ-
ence behavioral choices when other environmental contingencies are not present. ACT
makes use of similar exercises, such as having clients write their own eulogy, imagining
what they would like others to say about their lives.

Cultural Factors: Contextual Variables

Contextual variables also include the client’s race, ethnicity, spirituality, and experience of
social class. Often gender roles, sociopolitical values, and other deeply personal behaviors
may be related to verbal behaviors in the form of rules for which the client has a history of
reinforcement for following. In this way, a behavior therapist often finds it helpful to assess
for a client’s own description of what was or is expected of him or her in a given role. For
example, we may ask of a female client who considers leaving her partner in search of a
more independent life, “What were the expectations of women when you grew up? What
expectations do you feel now? Are these reasonable or understandable to you? How might
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you try to do that differently? What might that gain for you? Could it also have its costs?
What would it be like not to be in a relationship?” These types of variables frequently pres-
ent as unspoken conflicts between what is expected and what is preferred. We have more to
say about cultural factors later.

Those trained in functional analysis might believe that the technique will identify the
important variables to consider in treatment planning regardless of any differences in eth-
nicity, culture, spirituality, sexual preference, and the like. One might believe this is the
case, because a functional analysis is iterative and self-correcting. This is not the case. While
clients may be patient during the assessment phase of therapy, their patience is not without
limits. It is presumptuous to believe that a variety of circumstances do not apply when it is
appropriate to seek outside consultation on how to evaluate probable strengths and rein-
forcers when cultural differences are significantly large.

Unit and Level of Analysis

We hope we have made clear that behavior is understood as an act in context and is evalu-
ated by the effectiveness of the behavior in achieving a goal. Behavior is situated action and
is only understood in the context in which it occurs. It is important to note that the context
in which to appreciate the function of a behavioral class is dynamic. It is rarely meaning-
ful to consider only a single ABC analysis in therapy. Although sometimes an immediate
exchange between the client and therapist is significant in isolation, it is often useful to con-
sider whether a particular behavior is part of a larger pattern that may emerge over time. As
we mentioned earlier, the topography of a behavior may vary across sessions, but the more
salient function may better be understood by examining the impact of the client’s behavior
on the therapist to determine whether different topographies elicit the same response from
the therapist (and others). Assessing whether one has chosen the correct level of analysis
depends on whether it leads the therapist to engage the client in developing a more success-
ful behavioral repertoire.

THE PRACTICE OF THERAPY

The basic structure of most contemporary contextual behavior therapies is similar to most
traditional therapies. Most commonly, individual sessions are held weekly for the prover-
bial 50-minute hour. In research settings, treatment protocols generally range from 16 to
22 weeks (see later discussion regarding the scalability of ACT). In more natural environ-
ments, therapy can and does last much longer. The reason for long-term treatment is that
the scope of the problems addressed by contemporary behavior therapies is much broader
than that in first- or second-wave therapies.

Itis important to remember that FAP and ACT are not designed to be eliminative ther-
apies; that is, the goal of each of these therapies is not to eliminate symptoms that fit into
some diagnostic category, but to establish a context (history and skills) that allows clients to
develop behaviors consistent with attaining their personal goals and values. This process is
more open-ended because the scope is broader and clients often continue to expand their
goals and values as they progress. To the extent that clients meet criteria for a diagnostic
category, we generally presume that it is because important areas of functioning do not
provide the quality and quantity of reinforcement needed, and contextual factors that are
in place impede the necessary learning to achieve these goals.
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We use FAP to illustrate some of these clinical principles. Often ACT techniques are
used within FAP (Callaghan, Gregg, Marx, Kohlenberg, & Gifford, 2004) and will be briefly
described. As noted earlier, assessment and treatment are intertwined. While some assess-
ment is being conducted, the therapist is also shaping therapy engagement. The therapist
needs to be aware that therapy is difficult for the client. Those who have not been in therapy
before often do not know exactly what to expect and how to behave. Some clients may ask
halfway facetiously whether they should lie on a couch. Those more familiar with therapy
may be looking for similarities or differences between this therapy and other experiences.
The first three to four sessions are usually introduced in ways familiar to most therapists.

THERAPIST: In this first part of therapy I am going to get to know you and your view of why
therapy makes sense for you. That might take as little as one session but more com-
monly takes two to four sessions. I'll listen and ask questions, and answer those you may
have. At some point during this phase I'll develop some idea of what I think might be
the important issues for us to address. Much of that information will come from you,
but I will also be paying attention to what is happening in sessions and suggest some
additional ideas that occur to me as well. I'll share those ideas with you to see if they
make sense to you, and I'll describe how therapy works. During that same time I'm
going to try to make an honest assessment of whether I believe I can be helpful working
with you. During that same time, you have a job as well.

CLIENT: What is that?

THERAPIST: Your job is to decide whether you want to work with me. You are the consumer
here. It is important that we be able to work well together. While I believe I can most
often be helpful, it is important that you feel comfortable with that decision as well.
So at the time I am able to share my ideas about how to proceed with you, I will ask
you if you would like to work with me. I believe therapy can be very helpful for almost
everyone, and I want you to have a good experience, even if some of the sessions are dif-
ficult. That is more likely to happen if you feel comfortable with your therapist. I will be
honest with you and tell you if I think I can be helpful, and I want you to be honest with
me about whether you feel comfortable working with me. If you don’t feel comfortable
I will be happy to help refer you to another therapist with whom you might feel more
comfortable. That choice is strictly up to you.

CLIENT: That sounds fair. I'm sure we can work together.

THERAPIST: I suspect so as well, but we will make the choice together when the time
comes.

During these initial sessions the therapist does two things. One is that he or she begins
a functional analysis of the presenting problems. The information for that analysis comes
from the client and the therapist’s reactions to what the client says, how effective or aver-
sive the client’s behavior might be, and how effectively the therapist responds to the client.
Some clients have overly high expectations about how quickly therapy proceeds, while oth-
ers are quite reticent. These could be clinical issues. In these early sessions it is important to
reinforce effort, attendance, and any data gathering that may be required. The interactions
between the client and therapist are a rich source of information about the interpersonal
functioning of the client. The second task for the therapist is to have the client identify the
values for which he or she genuinely strives. Following this initial assessment, the following
conversation might take place that marks a transition into deeper levels of work.
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THERAPIST: I think I have a pretty good idea what some of your primary concerns are. Let
me summarize what I understand the issues to be, and then you can correct or elabo-
rate on anything I've said. Your first concern is that you are unhappy in your current
relationship with Beth. You said, “I'm unhappy and I don’t know why.” Additionally, you
said that your life seemed “boring.” What you wanted out of therapy is to improve your
relationship with Beth and find some meaning in life. Does that sound about right?

CLIENT: Yes, those seem to be the things that are most weighing on my mind.

THERAPIST: I also noticed some other things you didn’t mention that might be important
for us to consider. During the last couple of sessions, it seemed as if you wanted to ask
some questions of me but decided not to. There was also one occasion when I had to
take an emergency phone call and you looked slightly annoyed. But when I asked if the
call was annoying or distracting, you said, “No.” So in addition to what you said about
Beth and finding more meaning in life, I have this loosely held hypothesis that you
have a hard time either labeling some of your emotions or figuring out how to express
them effectively. I'm not sure where that comes from, butI think it could be relevant to
why you initially came in to treatment. Does that make any sense?

CLIENT: It kind of does. Sometimes during conversations I have some sense that things
aren’t going well, but I don’t know what to say, and by the time I figure it out the oppor-
tunity has passed.

THERAPIST: So it sounds like what I said makes sense to you. Did anything I said sound
wrong, exaggerated, or as if I missed something that is important to you?

CLIENT: No, I think you did a good job. What next?

THERAPIST: Well, I'm pretty confident that I can be useful for you. I very much enjoy our
interactions and look forward to working with you. In a moment I'll ask whether you
would like to work with me, but first, I want to explain how therapy would proceed.
You've done a great job so far, but the harder work is ahead of us. In the kind of
therapy I do, I believe that the problems you have in your relationship with Beth will
actually show up between you and me during sessions. In fact, I think some of that has
already happened. I suspect you were annoyed when our session was interrupted but
were unwilling or unable to express your displeasure. I had some sense of that at the
time, but when I asked you about it, you said there was no problem. I believe there are
many opportunities between you and Beth to better express what makes you happy,
sad, annoyed or joyful that gets missed. I'm not sure why quite yet, but I'm certainly
wondering if that happens. When it happens between us, you and I will both try to
notice when it happens and behave more effectively in the moment. So therapy will be
a time during the course of our relationship when we keep an eye out for things you do
well and things you can do better. When either of those happens I'm going to point it
out, and we can experiment with different ways of responding. In some ways our rela-
tionship is just like any other close, confiding relationship you have, except that you
can try different ways of expressing yourself and I’ll hang in there with you, no matter
how difficult the struggle. There may be some homework, but the main work will be
done in the context of a close relationship between the two of us. What do you think?

CLIENT: That sounds fine.
THERAPIST: Would you tell me if it didn’t?
CLIENT: I'm not sure.
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THERAPIST: (smiling) Perfect! I think we can work together.
CLIENT: (smiling) 1 do, too.

The nature of FAP is that therapy is tailored to the concerns and functioning of a particular
client. Still, common functional classes can be observed. Callaghan (2006) has provided
an assessment instrument called the Functional Idiographic Assessment Template (FIAT)
that can help conceptualize problems fairly efficiently. The FIAT suggests five classes of
interpersonal functioning to assess. These classes are described in Table 6.1. Note that
examples given for problems recognize contextual cues or discriminative stimuli in the
environment in which the class of behaviors could be emitted and reinforced. Examples are
also provided for problems with the quality, function, or timing of the client’s responses. In
most of the behavior classes in which there are problems with responses, those responses
are not likely to serve as effective reinforcers or discriminative stimuli for another person’s
interpersonal responses. These five classes of behaviors are certainly not unrelated and
overlap each other.

The purpose of the FIAT is to help organize more technical aspects of behavior the
therapist may use to conceptualize a case in language a client can readily understand. The
FIAT was not developed to be exhaustive or the only way to conceptualize client problem
areas. It is an example of some ways in which one might begin thinking functionally about
a client’s problems. Though we have not listed examples here, the therapist should also be
noting client strengths on which to build as therapy progresses.

Earlier we mentioned that we helped clients identify important values (reinforcers)
toward which to organize their behavior. In the case presented earlier, the client is behav-
ing as if he values the avoidance of conflict more than developing an intimate, egalitarian
relationship. This short-term avoidance is likely contributing to his relationship dissatis-
faction and his failing sense of purpose. Identifying more distal, fundamental values will
be useful. FAP and ACT both spend time with clients in various values clarification exer-
cises (Dahl et al., 2009). Helping the client prioritize values may help to establish greater
motivation to attempt new behaviors even at the cost of some short-term distress. During
the course of therapy, the client will have many opportunities to refine how effectively
he expresses his feelings and negotiates change with his partner. At many points during
therapy, the client will be asked, “Is what you are doing consistent with what you want to be
about?” This longer-term motivating question is coupled with immediate support for con-
structive change during each session.

Clinically Relevant Behaviors and the Five Rules for FAP

In forming the case conceptualization based on the functional analysis, the therapist iden-
tifies functional classes of behavior called clinically relevant behaviors (CRBs). CRBs fall into
one of two categories, either behavioral excesses or deficits that are problematic for the
client. Those that appear in session are called CRBIs. Client improvements that appear in
session are termed CRB2s. In principle delivering FAP is straightforward. The ordering of
how treatment is done depends on the presenting problems of the client, how the client
actually behaves in a particular session, the evolving nature of the case conceptualization,
and an evaluation of whether behavioral improvements can be shaped or whether some
behaviors interfere sufficiently with therapy that they have to be addressed before a more
effective repertoire can be established.
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TABLE 6.1. FIAT Classes of Problematic Interpersonal Functioning
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Contextual cues/discriminative stimulus functions

Response repertoire

Class A: Assertion of needs

e Problems with identification or specification
o Unable to identity or specify needs or values
as they occur
or

o Cannot identify that a request could be made

to meet his or her own need
e Problems with appropriate contextual control
e Problems with undergeneralizing features of
relationships
e Problems with overgeneralizing features of
relationships

Class B: Bidirectional Communication

e Problems with identification or specification
o Identifying or describing his or her impact
on others
o Identifying that feedback is being given by
another person
o Discriminating whether feedback is accurate
o Discriminating that feedback can be given

Class C: Conflict

e Problems with identification or specification
e Problems with appropriate contextual control

Class D: Disclosure and interpersonal closeness

e Problems with identification or specification
e Problems with appropriate contextual control
o Overdisclosing
o Underdisclosing

e Escape or avoidance repertoire

o
o

Escape repertoire

Avoidance repertoire

—Rejecting that a need is present
—Ineffective or unclear assertion of needs
—Disguised request

—LExcessive requests or demands for needs to be met

—Auversive response style

e Escape or avoidance repertoire

o

Escape Repertoire

—Hypersensitivity to observed impact and feedback

from others on others
Avoidance repertoire
—Failure to solicit feedback from others

—Lack of response to observed impact or feedback

from others
—Insensitivity to feedback
—Rejection of feedback by others
—Providing feedback to others
—Failure to provide feedback
—Ineffective/overelaborated /unclear feedback
—Negativistic feedback
—Overly detailed feedback to others
—Perseveration of feedback

e Escape or avoidance repertoire

o

O 0 0 0O

Excessive acquiescence

Social withdrawal

Excessive appeasing or conciliatory responses
Indirect/ineffective attempts to resolve conflict
Unwillingness to compromise in conflict
Conflict—facilitating or escalating repertoire

e Escape or avoidance repertoire

o

0O 000 OO

Infrequent seeking of interpersonally close
interaction

Low desire for closeness

Failure to solicit other’s disclosure

Problems with general prosocial repertoire
Unclear or inaccurate self-disclosure

Excessive self-disclosure or seeking closeness
Failure to respond to another’s disclosure or
requests and/or reciprocate with social support

(cont.)
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TABLE 11.1. (cont.)

Contextual cues/discriminative stimulus functions

Response repertoire

Class E: Emotional experience and expression

e Problems with identification or specification
e Problems with appropriate contextual control
o Inability to recognize that an emotional
experience would be expected in that context
o Cannot discriminate when to report or
express a feeling

e Escape or avoidance repertoire (infrequent

experience)
o Escape repertoire
o Avoidance repertoire
—Inaccurate label of emotional experience/
restricted range of expression

—Ineffective or unclear description of emotional
experience
—LExcessive affective expression

Note. Data from Callaghan (2006).

e Rule 1: Notice the presence of CRBs when they occur in a session. In many ways this is the
simplest of the rules, yet it requires considerable skill. First one must have a solid case con-
ceptualization to know what to notice. Some behaviors may appear to be clinically impor-
tant, but whether they are depends on the case conceptualization. If a client asks for a
change in fees or time, that may be a CRBI, if the client has a history of seeming uncoop-
erative with others; a CRB2, if the client has a clinically important difficulty with assertion;
or nothing at all, if the requests do not appear relevant to the case. Whether an in-session
behavior is determined to be a CRB requires that the therapist be very attuned to his or
her own reactions. Therapists should ask themselves several questions when assessing their
ability to notice CRBs. What client behaviors have a negative impact on you? Is the client
keeping your attention? What does the client do to deflect or gain your attention? These
and other questions help therapists develop their own noticing repertoire.

e Rule 2: Evoke CRBs. Often in therapy clients emit a CRBI in response to an event
being discussed or, ideally, in response to something the therapist does (evokes a CRB).
Initially, this is an opportunity for the therapist to strengthen his or her interpersonal rela-
tionship by developing trust and understanding, and to take risks with clients to create
opportunities for change. What a therapists evoke also depends on the case conceptualiza-
tion. A therapist expression of genuine caring can evoke a CRB1, CRB2, or nothing (in the
sense that responses to intimacy are not a problem for a particular client). Rules 1 and 2 are
made important by virtue of Rule 3.

e Rule 3: Naturally reinforce CRB2s. When a CRBI1 occurs, it is an opportunity to shape
alternative, more useful responses. While there may be times when punishing the occur-
rence of CRBIls is necessary, such as with extremely high rates of behavior that interfere
with therapy, most of the time the therapist notes the occurrence of a CRB1 and prompts
a CRB2 and reinforces it, or an approximation of it. The absolutely important word in this
rule is naturally, which means that the nature of the reinforcement resembles and functions
similarly to caring relationships in the client’s world. To do FAP, the therapist must have
a personal repertoire to care deeply for and about clients. Without any intention to infan-
tilize the client, one aspect of this kind of caring is like that of a parent or sibling who is
supportive and invested in the success of one’s child or sibling as he or she tries to master
life. Interest, appreciation and compassion are important components of the relationship
necessary to reinforce change naturally. Simply uttering words such as “That’s great” is
arbitrary (and perhaps rule-governed) and unlikely to sustain change and change efforts,
whereas the genuine expression of caring and excitement can.
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e Rule4: Observe the potentially reinforcing effects of therapist behavior in relation to client CRBs.
Being aware of one’s impact on a client is important, because reinforcement is defined by
the actual consequences it has on client behavior and not by the intended impact. Some-
times one can ask a client directly, “What was it like to hear me say that I'm sad?” At other
times such direct inquiries can seem arbitrary. The ability to determine one’s impact on the
client is another important clinical skill.

o Rule 5: Provide functional analytically informed interpretations and implement generalization
strategies. It can be useful to teach and support a client in recognizing the context in which
his or her behaviors occur. This can help the client becomes a better observer of what main-
tains or inhibits his or her own behavior and that of valued others. The function of this, just
like any other behavior, is crucial. The intention of this rule is to help clients understand
important controlling variables in their lives so they can alter and control them, thereby
making it easier to generalize the understanding gained in therapy to support behavior
change in other contexts. One must be sure that when clients understand the “reasons” for
their behavior that these do not become reasons to explain not changing in valued direc-
tions.

Intrapersonal and Interpersonal Functions

At the risk of presenting a false dichotomy between intrapersonal and interpersonal func-
tions, we do so hoping it is a useful heuristic rather than actual distinction, because, in
the end, behavior is behavior. The term intrapersonal for our purposes in this chapter is
intended to highlight those aspects of assessment and intervention that focus on how a cli-
ent relates to his or her cognitions and affective experiences in ways that permit or restrict
flexibly pursuing life goals. For example, if one were to act as if the thought “I’ll never be in
a good relationship” is anything more than a thought, but instead an accurate predictor of
all relationships, it would diminish the likelihood that one would actively seek new, mean-
ingful relationships or fully engage in existing ones. Therapy would create a context in
which the client relates to that thought as if it were just that—a thought—and not an actual
predictive rule. One might think of such experiences as an intrapersonal focus. Notice that
intrapersonal here does not refer to an implicit personality structure. Instead, therapy would
focus on creating a context, or adding to one’s history, such that having a thought does not
prevent actively behaving constructively.

ACT uses a variety of principle-based techniques to address how a client can learn to
behave with more psychological flexibility by changing the context in which thoughts and
affective experiences occur. Detailing these processes is beyond the scope of this chapter,
but they are briefly described in Table 6.2. The application of these techniques might be
used to address our hypothetical client’s reluctance to express displeasure or annoyance
with his wife and the therapist. This behavior prevents the client from enjoying all the
potential richness that marriage might hold for him. His reluctance might be because he
avoids any conversations that might involve conflict. The therapist might raise this issue as
session progress as follows:

THERAPIST: Just now when I said that I found it painful to watch you struggle with telling
me that, once again, you couldn’t tell me that you were unable to disagree with your
wife. You started to tear up.

CLIENT: (Says nothing, but blinks to fight back tears.)
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TABLE 6.2. Core ACT Processes

Process Type of process Description
Acceptance” Mindfulness and Active and aware embrace of private events arising
acceptance from one’s history without attempts to alter frequency
or form (e.g. teaching anxious client to feel anxiety)
Defusion” Mindfulness and Alter the undesirable functions of thoughts in order

Being present”

Self as context?®

Values

Committed action

acceptance

Mindfulness and
acceptance/commitment
and behavior change

Mindfulness and
acceptance/commitment
and behavior change

Commitment and
behavior change

Commitment and
behavior change

to change the way client interacts with or relates to
thoughts

Promoting ongoing nonjudgmental contact with
psychological and environmental events using
language to note and describe events, not predict and
judge them

Being aware of one’s flow of experiences without
attachment to them—developed from a sense of self as
alocus or perspective

Chose qualities of purposive action that cannot be
obtained as an object but can be used to support
behaviors in the moment

Development of larger patterns of effective action in
the service of chosen values

Note. Based on Hayes, Luoma, Bond, Masuda, and Lillis (2006, pp. 7-10).
“These constructs comprise how ACT conceptualizes “mindfulness.”

THERAPIST: I can see that this is hard for you . . . that you aren’t wanting to have the thought
that you could be upset and still act to make your feelings known. I'm going to just take
a moment and sit with my sadness. (A minute passes.) I'm sad. And I had the thought
that I wasn’t being a good therapist. I noticed that I had that thought, and then I let it
pass on its own. I think we’re doing important work and this is an important moment. I
can think all of those thoughts and still be here with you—watching and caring.

CLIENT: I could never do that.

THERAPIST: Hold that thought—the thought you could never let yourself feel afraid. Watch
yourself having that thought. Play with that thought. (Some moments pass.) Now see if
you can make it go away. Don’t think of being afraid. (More time passes.) Do you notice
that the only way to see whether you were successful at keeping the thought away was to
have the thought “Am I feeling afraid?”

Whatever the history that makes it difficult for the client to engage fully, his marriage
needs to be addressed. At this point in therapy the client is behaving as if his thought is a
valid rule to which he should adhere. ACT processes can be very useful, and the therapeutic
relationship is a part of the context that can make experimenting with new ways of behav-
ing with respect to having thoughts that are not in the service of enriching his relationship
easier to explore.

ACT has several techniques that function to change the context in which the client
responds to his cognitions. Many are accomplished with experiential exercises and meta-
phors. Metaphors are useful, because they can move cognitions into other relational frames.
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By talking about controlling thoughts or emotion as struggling against quicksand, clients
may begin to see the struggle as counterproductive. Let us briefly describe some strategies
and techniques that might be applicable to this client who does not express his displeasure,
and who wants to distance from his wife to avoid conflict and the negative emotions he
experiences.

o Creative hopelessness. Are clients willing to consider that there might be another way to
proceed that does not require knowing [what to do]? In order for clients to move forward,
itis necessary to give up the struggle not to have negative feelings. Asking clients what they
have tried and how it has worked can be useful. As clients recite all of the (unsuccessful)
things they have tried, it may become apparent that they have no way out of the dilemma.
Metaphors, such as “the only way to win a tug of war with a monster is to drop the rope,” or
“when you find yourself in a hole, quit digging,” or likening the struggle to a Chinese finger
puzzle (“the more one pulls, the tighter the trap”) all help the client to see the hopelessness
of trying not to experience negative emotions.

o [dentifying values and goals. As we discussed with FAP, having clients define life goal-
directed behavior is an important component of treatment. In many instances, avoidance
of emotion directly interferes with other larger goals, such as enjoyment of a fulfilling rela-
tionship or being a good partner.

e Acceptance. Among many notions of acceptance is that of willingness to experience
thoughts and feelings for what they are rather than reacting to them in ways that have
limited how one engages life. The techniques used include mindfulness and acceptance
exercises, such as attending to one’s breathing while learning to “watch” and have anxiety-
related feelings and sensations come and go.

o Cognitive defusion. Cognitive fusion can lead clients to become caught up in the con-
tent of what they are thinking and feeling. Fusion implies that a thought is not just a thought
but actually entails the real events the word implies. Thoughts of discomfort become a
story of how discomfort is horrible. Defusion is a fundamental ACT process in which clients
learn to observe thoughts as just thoughts rather than literal truths on which they must act.
Defusion exercises are intended to alter the stimulus function of anxiety from “Anxiety is
horrible and I must escape it” to “I am noticing that my heart rate is high” or even “I am
anxious,” without the need to act upon the observations.

These and other processes (see Table 6.2) all support taking value-guided action,
while still having thoughts and feelings (but nothing more). ACT processes are intended to
change the context in which thought and actions occur.

If adding to history so that having thoughts and emotions is no longer a barrier to the
client expressing feelings to his partner, there are still interpersonal processes that must
be continually assessed and addressed in treatment. Though the client may be willing to
express his needs, that also does not mean he has the repertoire to do so. If he can express
his needs, that does not mean he can recognize the optimal circumstances in which he can
express them. Expressing his needs does not necessarily mean that he does a thoughtful
job of expressing his appreciation when they are met. As therapy progresses, the therapist
watches for opportunities for the client to express both pleasure and displeasure at what-
ever is happening in the therapeutic relationship, and creates the conditions in which the
client may make successive approximations of affective expressions that are effective and
likely to work well outside of therapy as well. When the approximations represent some
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noticeable improvement in effort or function, the therapist naturally supports the client.
When they do not, the therapist can be “in the moment” with the difficulty of the task and
encourage the client’s continued effort.

Common Mistakes

Assuming that the therapist has learned the appropriate science behind the techniques
utilized in therapy, several mistakes are common. The most significant mistake an FAP
therapist can make is to fail to recognize the importance of establishing him- or herself
as an important source of social reinforcement for change. This sounds technical, but it
is intensely interpersonal. Supervision sessions often involve addressing the differences
between therapists’ natural caring responses to their closest friends in whose welfare they
are truly invested and those topographically similar but functionally inadequate expres-
sions in therapy.

Another understandable mistake is that therapists can do too much work for a client.
Itis common for improvements to be incremental. As any good behavior therapist knows, it
is important to discriminate small improvements and (naturally) reinforce them. When a
noticeable improvement has occurred, therapists sometimes fail to continue to raise the bar
for even more effective client responding. Therapists are genuinely happy for the change
that has occurred and lose sight of change that is still needed. After a period of time, the
client-therapist relationship can resemble that of others with whom the therapist is close.
The therapist “knows” what the client means and accepts an expression of feeling from the
client that would not be effective in a different relationship. Though therapy can become
comfortable for the dyad, eventually the client recognizes that therapy has stagnated and
loses motivation for change. It can be difficult to require more effort from the client after
such periods, though the client’s reaction to new therapist efforts to promote change can
be grist for the therapeutic mill.

Therapists all have individual and cultural histories that can help or hinder appreciat-
ing unique features of their clients’ behaviors that, although different from what the thera-
pist is used to or expects, still work. In a therapy like FAP it is crucial to look for a variety of
behaviors that work in the service of the client even if these are very different from how the
therapist might accomplish the same goal. Therapists have to learn to recognize effective
responses that may differ from their own. While we train therapists to recognize that they
each can accomplish certain goals in a variety of ways, it is not always easy to remind them
that the same is true for clients.

The last mistake we mention here is for the therapist to be oblivious to his or her own
strengths and weaknesses as a person that also show up in an intense therapeutic relation-
ship. In supervision, we spend considerable time asking ourselves and noticing in others
what our own strengths and liabilities are in particular situations. For example, it is not
uncommon for either of us to use humor both effectively and ineffectively (though we
think we are funny). Sometimes humor can make difficult contingent responding seem
more gentle while still being effective. At other times, humor used inappropriately can be
an escape or avoidance response that allows either therapist or client to avoid an intense
reaction or keeps one from persisting to identify important functional relations that hinder
interpersonal functioning. It can be a useful exercise before a session to remind oneself of
the case conceptualization, what characteristics of the client are most problematic for the
therapist, and what would be the most useful thing to do in that situation.
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Termination

Because of the intense nature of the relationship between client and therapist in FAP, termi-
nation is particularly important to process. Termination can be an opportunity for clients
to develop a repertoire for having intense relationships even those defined as time-limited.
A willingness to immerse oneself in such relationships is a demonstration of acceptance. It
is also an opportunity to express loss and even grief, while reviewing the behaviors that ini-
tially interfered with closeness, and those that ultimately produced it. Termination is also
an opportunity for therapists to experience both satisfaction and loss. If neither occurs, it is
likely the therapist has not fully engaged with the client in the relationship.

THE THERAPEUTIC RELATIONSHIP AND THE STANCE OF THE THERAPIST

In FAP, the intense, important therapeutic relationship is essential to producing change.
The goal of the therapist is to establish him- or herself as a salient provider of accurate
verbal descriptors and social reinforcers. Such relationships are established when the cli-
ent understands that he or she sets the goals of therapy in the service of living a valued
life. This happens collaboratively. As shown earlier, the therapist shares with the client the
mutual nature of assessing what each person views as the issues for therapy, whether the
therapist believes he or she can be helpful, and whether the client agrees and wishes to
work with the therapist. There are no coercive elements in the collaboration. The choices
of how to respond to clients are determined by assessing what is in the client’s best interests
at the moment and naturally reinforcing clinically relevant behaviors. The close, genuine
relationship with the therapist should be experienced by the client as one without guile or
any hidden agenda.

Contextual behavior therapists presume that clients are behaving “as they should given
the context” and unconditionally support their experience. Thus, there is no blame or guilt
to be assigned to clients. Lack of progress in therapy is attributed to the therapist having an
incomplete functional analysis or inadequate reinforcing properties to produce change.

Therapy is guided by the goals stated by the client, but therapy is principle-based.
Therapist and client have created a treatment approach collaboratively, and it is often the
therapist’s job to keep the two on task. This means that the agendas for the session often
are set depending on what is required at a given point in therapy. Exactly how directive any
session is depends on the case conceptualization. If seeking control of important aspects
of a client’s life is a clinically relevant behavior, sessions may be more guided by the client’s
preferences, or the converse may be true if giving up control is a valued goal for the client.
If a client is at a point in therapy where contacting real-world contingencies would be use-
ful, behavioral activation components of therapy might be quite directive.

The importance of self-disclosure has received considerable attention (Farber, 2006).
The importance of therapist self-disclosure about personal history is determined by the
function it has in a particular instance. Disclosure of the therapist’s immediate responses
to CRBs is essential. The degree to which personal self-disclosure is useful depends on the
relevance of the history of the therapist and the stimulus properties of the therapist to the
client. On many occasions, self-disclosure of relevant personal history is the appropriate
social reinforcer for a CRB. On such occasions, self-disclosure can deepen the therapeutic
relationship and make it more likely to facilitate client behavior change. The therapist has
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to be careful that such disclosures do not change the focus of therapy rather than reinforce
the client’s behavior.

In ACT, the essential feature of the relationship is unconditional acceptance of the
client’s experience. By therapist modeling and sharing of how he or she is experiencing an
interaction with the client, such disclosure can also create a close relationship in which the
client can disclose freely. When the therapist him- or herself can fully experience the client
without avoidance of discomfort, the therapist is freer both to enquire and to disclose.

The concept of countertransference is often invoked in discussions about therapists
responding to clients. While the traditional construct is not useful to contemporary behav-
ior therapists, certainly it is the case that therapists, like clients, respond to the stimulus
properties of a client or the verbal process that occurs in-session. Because this is the case,
the therapist may respond to the client based on the his or her history with people who have
similar stimulus functions as the client. Here, the therapist does not respond to the client “as
if” he or she were a person in the therapist’s past; instead, the therapist may simply respond
to the client as he or she would given a history of reinforcement for those responses.

These therapist behaviors, then, may be effective in session or they may be ineffective—
just like a client’s. To the extent they are ineffective, they should be the focus of supervision
and additional training. In FAP, care is taken during training to make sure ethical bound-
aries are strictly maintained. Given the degree of disclosure and caring that occur during
therapy, the characteristics of the relationship may be confused by client and therapist with
those of a romantic or sexual relationship. While training, great care is taken to make sure
FAP therapists can discriminate their own feelings and identify such feeling in clients so as
to not reinforce such behaviors or exploit client vulnerabilities.

Essential Therapist Skills

There is only one essential therapist skill for functional contextualists: Act effectively in
the best interests of the client. To do so requires a sophisticated noticing repertoire. Thera-
pists in training often ask some version of “What should I do when X happens?” While
those learning a new therapy find concrete answers soothing, the answer is, “What do you
think is going on?” By asking that question we suggest that what to do should be evident if
one considers the situation in the context of the case conceptualization. Is the client mak-
ing an awkward attempt at establishing closeness? Is the client trying to make the thera-
pist uncomfortable and divert the conversation? Once the therapist makes this assessment
(which is admittedly difficult to do in the moment during a session), what to do becomes
clearer.

The other is issue is how does the therapist respond to accomplish a particular goal?
The principle we emphasize is that of equifinality; there are many ways to attain the same
function and it is the function that matters, not the form. What is perceived as supportive
from one person may function as disingenuousness from another. Something complimen-
tary from one person may be seen as sexualized from another. A smile may be a potent rein-
forcer in one instance and a punisher in another. Thus, the essential noticing repertoire
extends to being able to assess the impact the therapist is having on the client.

None of the essential qualities requires perfection—only awareness. It can be thera-
peutic to make mistakes in a session and analyze with the client what went wrong and how
to do things more effectively. It is often the case that the client’s interactions outside the
room encompass mistakes as well, so the therapist working through his or her own mistakes
is a useful exercise in which the client can participate.
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It is essential that FAP therapists be fully aware of what controls their behavior in
therapy, as well as what functions as reinforcers for them in the therapy room. Events in
one’s personal life may, for example, change one’s focus during therapy if intimacy is sud-
denly lacking in one’s own life. In such an instance the therapist would be acting unethi-
cally, because the session is serving the therapist’s interests rather than the client’s. Every
client presents different stimulus properties that interact with the therapist’s own history. It
is essential that the therapist constantly assesses whether the interaction produces positive
or potentially problematic therapist behavior.

CURATIVE FACTORS OR MECHANISMS OF CHANGE

Change is produced by adding to a client’s history so that the context for new, more adap-
tive, goal-directed behavior is learned. For FAP the mechanism is therapist-contingent
responding to clinically relevant behaviors to shape more effective, valued behavioral rep-
ertoires that will be maintained by natural consequences. For ACT the mechanism is to
alter the relationship between thoughts and actions, so that one’s feelings, thoughts, and
cognitions are without unnecessary encumbrances and one still moves effectively toward a
valued goal.

Insight

Learning without awareness is probably the modal occurrence for much of human behav-
ior. Therapy can proceed quite readily without the client fully noticing how change is tak-
ing place. From the client’s perspective the sessions may be moving to new topics, or outside
changes may be occurring, though the client cannot say precisely why. The initial problems
for which the client sought therapy may be resolving without the client necessarily knowing
the exact process that is occurring.

We have found it useful to add some structure to therapy to prompt clients to track
the goals and effectiveness of interactions. We ask clients to consider what they want to
have happen in any particular conversation with the therapist or individuals outside of
therapy. At opportune times or after an interaction we might ask, “What do you want to
have happen? Is this the right time for that to happen? Is that happening? Should you do
something different? Did you do anything to make it more likely to happen in the future?”
We are developing a noticing repertoire in the client. In essence, we would like our clients
to become functional analysts of their own behavior.

We should also offer some caveats about a client’s need to have insight. If the client has
organized his or her suffering around a core of “I just need to know why I do this,” then a
discussion of the role of insight (or lack thereof) in therapy may be important. Likely, the
therapist will want to help the client differentiate the importance of understanding how to
make things different from how things have come to be. Clients often believe that if they
can find the reasons for their behavior, change can ensue. One of the problems with this
endeavor is that we end up with long lists of reasons that are not actually causal variables,
and reason giving itself becomes an impediment to change. One can tell a convincing story
that still does not actually point to variables that need to be addressed. For these reasons,
contemporary behavior therapists tend to be leery of the role of insight in favor of alterable,
controllable, causal variables. These terms are not always as seductive as the term insight,
but they may be effective in getting the job done.



208 BEHAVIORAL AND COGNITIVE APPROACHES

In cases where interventions make use of experiential exercises, defusion, metaphors,
or related techniques, it is likely that some kind of insight is necessary. For example, if one
is asked to defuse (decouple) words from the events to which they refer, the whole point of
such exercises is to provide people with knowledge they did not previously have about the
nonliterality of words. The simple defusion exercise of saying, “milk, milk, . . . milk,” until
the word and sound no longer entail the beverage, imparts an intended insight that seems
necessary for that technical process to be successful. The same is likely true for mindfulness
exercises in which clients are taught to notice themselves having thoughts rather than giv-
ing the thoughts content during the exercises.

Interpretations

Interpretations are verbal accounts of how behavior came to be or what maintains it. The
degree to which a therapist supplies an interpretation depends on how much a client ben-
efits rather than gets stuck in constructing a narrative of his or current state. In FAP these
“reasons” are in