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‘If you can only buy one CBT book, this is the gem you are looking for. An Introduction to Cognitive Behavi-
oural Therapy offers a comprehensive and practical summary of CBT principles, methods and treatment proto-
cols. Experienced clinicians will appreciate the clinically sophisticated case examples which are accompanied
by succinct summaries of the conceptual and scientific principles encapsulated in them. At the same time, this
text is written so clearly that novice therapists will find it easy to understand and immensely helpful in learning
CBT.’ Christine A. Padesky, PhD, co-author of Collaborative Case Conceptualization and Mind Over Mood

‘Cognitive-behavioural therapy has evolved into a large family of theories, models and therapeutic strategies.
This text is a very well organised, comprehensive and highly accessible introduction to CBT. The authors’ pro-
ficient understanding of the breadth and complexity of CBT shines through, making this an excellent overview
of the current state of knowledge and practice.’

‘There is much to like about this book, but two features came through as particular strengths. First, the text
seeks to genuinely enable therapists’ understanding, providing “how to” guides, case examples and route maps
to learning. Second, the sections on therapist training and supervision provide a grounded and excellent re-
source on how to get the most out of training and supervision. This book will help unlock CBT therapists’ full
potential to help their clients.’
Professor Willem Kuyken, Mood Disorders Centre

‘It is great to see an already outstanding book brought right up to date with the incorporation of new informa-
tion on difference, competence and access. Students, teachers and experienced practitioners alike will do well
to study this new edition in depth, particularly the enhanced case study material and student exercises. As ever,
for these authors, excellence begets excellence.’
David Richards, Professor of Mental Health Services Research, University of Exeter

‘This book provides an excellent, current and highly accessible introduction to the theory and core skills of
cognitive behavioural therapy (CBT). The authors’ extensive experience of therapy and teaching is evident
throughout the text. They offer a clear and comprehensive grounding in all aspects of the treatment and invite
active engagement with its content via the learning exercises presented at the end of each chapter. The text is
replete with rich case material, discussion and dialogues to illustrate and illuminate the CBT techniques de-
scribed. The content of the first edition has been updated to reflect developments in the theory underpinning
CBT and the evidence base of this widely practised, well validated and recommended psychotherapy. It is an
essential text for practitioners undertaking training in cognitive behavioural therapy, but also offers rich in-
sights for those who wish to learn more about the utility of this approach as a treatment for depression and
anxiety.’
Dr Hilary Mairs, School of Nursing, Midwifery and Social Work, University of Manchester

‘This is an excellent book, with well-written chapters and the emphasis being on understanding CBT rather
than solely on the application of it. It includes a helpful and easy to understand overview of the development
of CBT and the fundamental principles underlying it. Invaluable core skills required for successful therapy are
discussed and reassurance is provided for the learner practitioner to avoid feeling the need to be an expert but
instead to work as a team with the client to understand what is being experienced. This includes a detailed



consideration of the importance of the therapeutic relationship within CBT and there is also a very useful
discussion and advice regarding cultural differences and therapeutic boundaries.’
Rob Allison, Nursing, York University
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Basic Theory, Development and Current Status of
CBT

Introduction

In this chapter we want to introduce you to some of the essential background to cognitive
behaviour therapy (CBT), including the basic theory and the development of the approach.
We start here because CBT is sometimes criticised for being a rather simpleminded ‘cook-
book’ approach to therapy: if the client has this problem then use that technique. However,
the approach we take in this book is based not on the mechanical application of techniques
but on understanding: understanding your patient, understanding CBT theory, and bringing
the two together in a formulation (see Chapter 4). You should already have some ideas about
understanding people, based on your clinical and personal experience. This chapter will start
you on the road to understanding CBT theory.

One further clarification. Talking about CBT as if it were a single therapy is misleading.
Modern CBT is not a monolithic structure, but a broad movement that is still developing,
and full of controversies. The approach we take in this book is based on the ‘Beckian’ model,
first formulated by A.T. Beck in the 1960s and 1970s (Beck, 1963, 1964; Beck, Rush, Shaw
& Emery, 1979). This model has been dominant in the UK for the past 30 years, and we
would therefore see ourselves as being in the mainstream of CBT in this country. However,
other CBT theorists and clinicians might differ, in major or minor ways, with some of the
approaches expounded here. We should also say that although we think that some of the
newer ideas in CBT, such as the ‘Third Wave’ therapies (Hayes, 2004), are exciting devel-
opments that have the potential to enrich CBT greatly, our aim here is primarily to provide
a foundation for ‘basic’ CBT. We therefore restrict our consideration of those developments
to a separate chapter (Chapter 17).

A brief history of CBT

Just as some knowledge of a client’s background can be helpful in understanding his current
state, an appreciation of how CBT developed can help us to understand its modern form.
Modern CBT has two main influences: first, behaviour therapy as developed by Wolpe and
others in the 1950s and 1960s (Wolpe, 1958); and second, the cognitive therapy approach
developed by A.T. Beck, beginning in the 1960s but becoming far more influential with the
‘cognitive revolution’ of the 1970s.
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Behaviour therapy (BT) arose as a reaction against the Freudian psychodynamic
paradigm that had dominated psychotherapy from the nineteenth century onwards. In the
1950s, Freudian psychoanalysis was questioned by scientific psychology because of the
lack of empirical evidence to support either its theory or its effectiveness (Eysenck, 1952).
BT was strongly influenced by the behaviourist movement in academic psychology, which
took the view that what went on inside a person’s mind was not directly observable and
therefore not amenable to scientific study. Instead behaviourists looked for reproducible
associations between observable events, particularly between stimuli (features or events in
the environment) and responses (observable and measurable reactions from the people or
animals being studied). Learning theory, a major model in psychology at that time, looked
for general principles to explain how organisms learn new associations between stimuli and
responses.

In this spirit, BT avoided speculations about unconscious processes, hidden motivations
and unobservable structures of the mind, and instead used the principles of learning theory
to modify unwanted behaviour and emotional reactions. For instance, instead of trying to
probe the unconscious roots of an animal phobia, as Freud famously did with ‘Little Hans’
(a boy who had a fear of horses: Freud, 1909), behaviour therapists constructed proced-
ures, based on learning theory, which they believed would help people learn new ways of
responding. The BT view was that someone like Little Hans had learned an association
between the stimulus of a horse and a fear response, and the task of therapy was therefore
to establish a new, non-fearful, response to that stimulus. The resulting treatment for anxi-
ety disorders, known as systematic desensitisation, asked clients to repeatedly imagine the
feared stimulus whilst practising relaxation, so that the fearful response would be replaced
by a relaxed response. Later developments often replaced imaginal exposure (e.g. thinking
about a mental picture of the horse) with in vivo exposure (approaching a real horse).

BT rapidly became successful, especially with anxiety disorders such as phobias and
obsessive-compulsive disorder (OCD), for two main reasons. First, in keeping with its roots
in scientific psychology, BT had always taken an empirical approach, which soon allowed
it to provide solid evidence that it was effective in relieving anxiety problems. Second, BT
was a far more economical treatment than traditional psychotherapy, typically taking six to
12 sessions.

Despite this early success, there was some dissatisfaction with the limitations of a
purely behavioural approach. Mental processes such as thoughts, beliefs, interpretations,
imagery and so on, are such an obvious part of life that it began to seem absurd for psy-
chology not to deal with them. During the 1970s this dissatisfaction developed into what
became known as the ‘cognitive revolution’, wherein ways were sought to bring cognit-
ive phenomena into psychology and therapy, whilst still trying to maintain an empirical
approach that would avoid ungrounded speculation. Beck and others had in fact begun to
develop ideas about cognitive therapy (CT) during the 1950s and early 1960s, but their



ideas became increasingly influential. The publication of Beck’s book on cognitive therapy
for depression (Beck et al., 1979), and research trials showing that CT was as effective a
treatment for depression as anti-depressant medication (e.g. Rush, Beck, Kovacs & Hollon,
1977), fuelled the revolution. Over the succeeding years, BT and CT grew together and in-
fluenced each other to such an extent that the resulting amalgam is now most commonly
known as cognitive behaviour therapy – CBT.

Some basic principles

So, what elements of BT and CT have emerged to form the foundation of modern CBT?
Here we set out what we see as the most basic principles and beliefs on which our model
of CBT is based, so that you can decide for yourself whether you think they make sense
– or at least enough sense to be worth giving CBT a try. Below are what we consider to
be the fundamental beliefs about people, problems and therapy that are central to CBT. We
are not suggesting that these beliefs are necessarily unique to CBT – many of them may
be shared by other approaches – but the combination of these principles goes some way
towards characterising CBT.

Figure 1.1 The basic cognitive principle

The cognitive principle

The core idea of any therapy calling itself ‘cognitive’ is that people’s emotional reactions
and behaviour are strongly influenced by cognitions (in other words, their thoughts, beliefs
and interpretations about themselves or the situations in which they find themselves – fun-
damentally the meaning they give to the events of their lives). What does this mean?

It may be easiest to start from a ‘non-cognitive’ perspective. In ordinary life, if we ask
people what has made them sad (or happy, or angry, or whatever), they often give us ac-
counts of events or situations: for example, ‘I am fed up because I have just had a row with
my girlfriend’. However, it cannot be quite that simple. If an event automatically gave rise



to an emotion in such a straightforward way, then it would follow that the same event would
have to result in the same emotion for anyone who experienced that event. What we actu-
ally see is that to a greater or lesser degree, people react differently to similar events. Even
events as obviously terrible as suffering a bereavement, or being diagnosed with a termin-
al illness, do not produce the same emotional state in everyone: some may be completely
crushed by such events, whilst others cope reasonably well. So it is not just the event that
determines emotion: there must be something else. CBT says that the ‘something else’ is
cognition, i.e. the interpretations people make of the event. When two people react differ-
ently to an event it is because they are seeing it differently, and when one person reacts in
what seems to be an unusual way, it is because he has unusual thoughts or beliefs about the
event: it has an idiosyncratic meaning for him. Figure 1.1 illustrates this.

Let’s look at a simple example of this process. Suppose you are walking down the street
and you see someone you know coming the other way, but she does not seem to notice you.
Below are a number of possible thoughts about this event, and some possible emotional
responses arising from those interpretations.

• ‘I can’t think of anything to say to her, she’ll think I’m really boring and stupid.’
[Leading to anxiety]

• ‘Nobody would ever want to talk to me anyway, no one seems to like me.’ [De-
pression]

• ‘She’s got a nerve being so snooty, I’ve not done anything wrong.’ [Anger]
• ‘She’s probably still hung over from that party last night!’ [Amusement]

This illustrates the fundamental cognitive principle, that different cognitions give rise to
different emotions. It also shows the association between certain kinds of cognition and
corresponding emotional states: for instance, that thoughts about others being unfair, or
breaking rules that we hold dear, are likely to be associated with anger. We shall have more
to say about this idea later.

There is, of course, nothing new about the idea that meaning is important. The ancient
Greek Stoic philosopher Epictetus said over 1,800 years ago that ‘Men are disturbed, not
by things, but by the principles and notions which they form concerning things.’ Yet as we
shall see in the rest of this book, the ramifications and elaborations of this simple idea have
led to the development of a powerful approach to helping people in distress. By helping
people to change their cognitions, we may be able to help them change the way they feel.
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The behavioural principle

Part of the inheritance from BT is that CBT considers behaviour (what we do) as crucial in
maintaining – or in changing – psychological states. Consider the above example again. If
you had either the first or second cognition, then your subsequent behaviour might have a
significant effect on whether your anxiety or depression persisted. If you approached your
acquaintance and chatted, you might discover that she was actually friendly towards you.
As a result, you might be less inclined to think negatively in future. On the other hand, if
you pretended not to see her, you would not have a chance to find out that your thoughts
were inaccurate, and negative thoughts and associated emotions might persist. Thus, CBT
believes that behaviour can have a strong impact on thought and emotion, and, in particular,
that changing what you do is often a powerful way of changing thoughts and emotions.

The ‘continuum’ principle

In contrast to some more traditional medical approaches, CBT believes that it is usually
more helpful to see mental health problems as arising from exaggerated or extreme versions
of normal processes, rather than as pathological states that are qualitatively different from,
and inexplicable by, normal states and processes. In other words, psychological problems
are at one end of a continuum, not in a different dimension altogether. Related to this be-
lief are the further ideas that (a) psychological problems can happen to anyone, rather than
being some freakish oddity; and (b) that CBT theory applies to therapists as much as to cli-
ents.

The ‘here and now’ principle

Traditional psychodynamic therapy took the view that looking at the symptoms of a prob-
lem – for example, the anxiety of a phobic person – was superficial, and that successful
treatment must uncover the developmental processes, hidden motivations and unconscious
conflicts that were supposed to lie at the root of a problem. BT took the view that the main
target of treatment was the symptoms themselves and that one could tackle the anxiety (or
whatever) directly, by looking at what processes currently maintained it and then changing
those processes. Psychoanalysis argued that treating symptoms rather than the supposed
‘root causes’ would result in symptom substitution, i.e. the unresolved unconscious con-
flict would result in the client’s developing new symptoms. In fact, a wealth of research in
BT showed that such an outcome, although possible, was rare: more commonly, tackling
symptoms directly actually resulted in more global improvement.



Modern CBT has inherited BT’s approach. The main focus of therapy, at least most of
the time, is on what is happening in the present, and our main concerns are the processes
currently maintaining the problem, rather than the processes that might have led to its de-
velopment many years ago. Chapter 4 on assessment and formulation discusses this further.

The ‘interacting systems’ principle

This is the view that problems should be thought of as interactions between various ‘sys-
tems’ within the person and in their environment, and it is another legacy from BT (Lang,
1968). Modern CBT commonly identifies four such systems:

• cognition
• affect, or emotion
• behaviour
• physiology.

These systems interact with each other in complex feedback processes and also interact
with the environment – where ‘environment’ is to be understood in the widest possible
sense, including not just the obvious physical environment but also the social, family, cul-
tural and economic environment. Figure 1.2, based on what is sometimes called the ‘hot
cross bun’ model (Padesky & Mooney, 1990), illustrates these interactions.
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Figure 1.2 Interacting systems

This kind of analysis helps us to describe problems in more detail, to target specific as-
pects of a problem and also to consider times when one or more systems are not correlated
with the others. For example, ‘courage’ could be said to describe a state where a person’s
behaviour is not correlated with her emotional state: although she is feeling fearful, her be-
haviour is not fearful.

The empirical principle

CBT believes we should evaluate theories and treatments as rigorously as possible, using
scientific evidence rather than just clinical anecdote. This is important for several reasons:

• Scientifically, so that our treatments can be founded on sound, well-established
theories. One of the characteristic features of CBT is that, in contrast to some
schools of therapy that have remained little changed since they were first devised,
it has developed and made steady advances into new areas through the use of sci-
entific research.

• Ethically, so that we can have confidence in telling people who are receiving and/
or purchasing our treatments that they are likely to be effective.

• Economically, so that we can make sure that limited mental-health resources are
used in the way that will bring most benefit.

Summary of CBT principles

These then are what we would take as the basic principles at the heart of CBT. To summar-
ise:

• The cognitive principle: it is interpretations of events, not events themselves,
which are crucial.

• The behavioural principle: what we do has a powerful influence on our thoughts
and emotions.

• The continuum principle: mental-health problems are best conceptualised as exag-
gerations of normal processes.

• The here-and-now principle: it is usually more fruitful to focus on current pro-
cesses rather than the past.



• The interacting-systems principle: it is helpful to look at problems as interactions
between thoughts, emotions, behaviour and physiology and the environment in
which the person operates.

• The empirical principle: it is important to evaluate both our theories and our ther-
apy empirically.

Let us now turn to an elaboration of the fundamental cognitive principles.

‘Levels’ of cognition

So far we have talked about ‘cognition’ as if it were a single concept. In fact, CBT usually
distinguishes between different kinds or ‘levels’ of cognition. The following account of
levels of cognition is based on what has been found clinically useful; a later section will
briefly consider the scientific evidence for some of these ideas. Note that different CBT
practitioners might categorise cognitions differently, and although the following classifica-
tion is commonly used, it is not the only one.

Negative automatic thoughts (NATs)

Negative automatic thoughts,1 as first described by Beck, are fundamental to CBT. This
term is used to describe a stream of thoughts that almost all of us can notice if we try to
pay attention to them. They are negatively tinged appraisals or interpretations – meanings
we take from what happens around us or within us.

Think of a recent time when you became upset: anxious, annoyed, fed up or whatever.
Put yourself back in that situation and remember what was going through your mind. Most
people can fairly easily pick out NATs. For example, if you were anxious, you might have
had thoughts about the threat of something bad happening to you or people you care about;
if you were annoyed, you might have had thoughts about others being unfair, or not follow-
ing rules you consider important; if you were fed up, there might have been thoughts about
loss or defeat, or negative views of yourself.

NATs are thought to exert a direct influence over mood from moment to moment, and
they are therefore of central importance to any CBT therapy. They have several common
characteristics:
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• As the name suggests, one does not have to try to think NATs – they just happen,
automatically and without effort (although it may take effort to pay attention to
them and notice them).

• They are specific thoughts about specific events or situations. Although they may
become stereotyped, particularly in chronic problems, they may also vary a great
deal from time to time and situation to situation.

• They are, or can easily become, conscious. Most people are either aware of this
kind of thought, or can soon learn to be aware of them with some practice in mon-
itoring them.

• They may be so brief and frequent, and so habitual, that they are not ‘heard’. They
are so much a part of our ordinary mental environment that unless we focus on
them we may not notice them, any more than we notice breathing most of the time.

• They are often plausible and taken as obviously true, especially when emotions are
strong. Most of the time we do not question them, but simply swallow them whole.
If I think ‘I am useless’ when I am feeling fed up about something’s having gone
wrong, it seems a simple statement of the truth. One of the crucial steps in therapy
is to help clients stop swallowing their NATs in this way, so that they can step back
and consider their accuracy. As a common CBT motto has it, ‘Thoughts are opin-
ions not facts’ – and like all opinions they may or may not be accurate.

• Although we usually talk about NATs as if they were verbal constructs – e.g. ‘I
am useless’ – it is important to be aware that they may also take the form of im-
ages. For example, in social phobia, rather than thinking in words, ‘Other people
think I’m peculiar’, a person may get a mental image of himself looking red-faced,
sweaty and incoherent.

• Because of their immediate effect on emotional states, and their accessibility, NATs
are usually tackled early on in therapy.

Core beliefs

At the other end of the scale from NATs, core beliefs represent a person’s ‘bottom line’,
their fundamental beliefs about themselves, other people, or the world in general. Charac-
teristics of core beliefs are:

• Most of the time they are not immediately accessible to consciousness. They may
have to be inferred by observation of one’s characteristic thoughts and behaviours
in many different situations.



• They manifest as general and absolute statements, e.g. ‘I am bad’, or ‘Others are
not to be trusted’. Unlike NATs, they do not typically vary much across times or
situations but are seen by the person as fundamental truths that apply in all situ-
ations.

• They are usually learned early on in life as a result of childhood experiences,
but they may sometimes develop or change later in life, e.g. as a result of severe
trauma.

• They are generally not tackled directly in short-term therapy for focal problems
such as anxiety disorders or major depression (although they may change anyway).
Tackling them directly may be more important in therapy for chronic problems like
personality disorders (see Chapter 17).

Dysfunctional assumptions

Dysfunctional assumptions (DAs) can be considered as bridging the gap between core be-
liefs and NATs. They provide the ‘soil’ from which NATs sprout. DAs can be thought of
as ‘rules for living’, more specific in their applicability than core beliefs, but more gener-
al than NATs. They often take the form of conditional ‘If … then …’ propositions, or are
framed as ‘should’ or ‘must’ statements. They often represent attempts to live with negat-
ive core beliefs. For example, if I believe that I am fundamentally unlovable, I may devel-
op the assumption, ‘If I always try to please other people then they will tolerate me, but if
I stand up for my own needs I will be rejected’ or ‘I must always put other’s needs first,
otherwise they will reject me’. Such a DA offers me a guide to how to live my life so as
to overcome some of the effects of the core belief, but it is always a fragile truce: if I fail
to please someone, then I am in trouble. When one of my DAs is violated, then NATs and
strong emotions are likely to be triggered. Characteristics of DAs are:

• Like core beliefs, they are not as obvious as NATs and may not be easily verb-
alised. They often have to be inferred from actions or from patterns of common
NATs.

• They are usually conditional statements, taking the form of ‘If … then …’, or
‘should/must … otherwise …’ statements.

• Some may be culturally reinforced: for example, beliefs about putting others first,
or the importance of success, may be approved of in some cultures.

• What makes them dysfunctional is that they are too rigid and over-generalised, not
flexible enough to cope with the inevitable complications and setbacks of life.
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• They are usually tackled later on in therapy, after the client has developed some
ability to work with challenging NATs. It is thought that modifying DAs may be
helpful in making clients more resistant to future relapse (Beck et al., 1979).

Figure 1.3 Illustration of levels of cognition

Figure 1.3 illustrates these levels of cognitions for one kind of belief and also shows some
of the dimensions along which the levels vary.

It is easy to assume that core beliefs are ‘at the root’ of the problem, or are the ‘under-
lying’ cause, and that therefore they must be tackled directly for therapy to be effective.
We would question this assumption. Core beliefs are certainly more general than NATs,
but that does not necessarily mean they are more important. Most successful CBT research
to date targets NATs, but that does not make the therapy ineffective or short-lived. This
is probably because people with common mental-health problems such as anxiety or de-
pression have a range of core beliefs, not just negative and unhelpful ones. Through the
process of therapy they can bring their more positive beliefs back into operation. Although
there is not yet much research evidence, working with core beliefs may be more important
in lifelong problems such as personality disorders, where clients may never have formed
much in the way of positive beliefs.
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Characteristic cognitions in different problems

We mentioned earlier that modern CBT theories see characteristic forms of cognition asso-
ciated with particular kinds of problem. These characteristic patterns involve both the con-
tent of cognitions and the process of cognition. If we take depression as an example, then
the thoughts of depressed people are likely to contain characteristic contents, e.g. negative
thoughts about themselves or others. Depressed people are also likely to show character-
istic general biases in the way that they think, e.g. towards perceiving and remembering
negative events more than positive ones; or tending to see anything that goes wrong as
being their fault; or over-generalising from one small negative event to a broad negative
conclusion. Here, we briefly consider some examples. (See also later chapters on specific
problems.)

Depression

As first described by Beck, the characteristic cognitions in depression are the negative cog-
nitive triad, namely negatively biased views of oneself, of the world in general and of the
future. In other words, the typical depressed view is that I am bad (useless, unlovable, in-
competent, worthless, a failure, etc.); the world is bad (nothing good happens, life is just a
series of trials); and the future is also bad (not only are myself and the world bad, but it will
always be like this and nothing I can do will make any difference).

Anxiety

The general process here is a bias towards the over estimation of threat, i.e. perceiving a
high risk of some unwanted outcome. The exact nature of the threat, and therefore the con-
tent of cognitions, is different in different disorders. For example:

• In panic, there is catastrophic misinterpretation of harmless anxiety symptoms as
indicating some imminent disaster, e.g. dying or ‘going mad’.

• In health anxiety, there is a similar misinterpretation of harmless symptoms as in-
dicating illness, but on a longer time scale: e.g. I might have a disease that will
make me die sometime in the future.

• In social anxiety, thoughts are about being negatively evaluated by others, e.g.
‘They will think I am stupid (or boring, or peculiar, or …)’.



• In OCD, thoughts are about being responsible for, and/or needing to prevent, some
harm to oneself or others.

Anger

In anger, the thoughts are usually about others’ behaviour being unfair, breaking some im-
plicit or explicit rule, or having hostile intent: ‘They ought not to do that, it’s not fair,
they’re trying to put me down’.

Figure 1.4 Generic problem development model



Generic CBT model of problem development

We shall finally put together the ideas introduced so far to develop a broad picture of how
CBT sees the development of problems (see Figure 1.4). It proposes that through experi-
ence (most commonly childhood experience, but sometimes later experience), we develop
core beliefs and assumptions which are to a greater or lesser extent functional and which
allow us to make sense of our world and find a way through it. Most of us have a mix-
ture of functional and dysfunctional beliefs, with the functional ones allowing us to cope
reasonably well most of the time. Even quite dysfunctional beliefs may not cause any par-
ticular problems for many years. However, if we encounter an event or series of events that
violates a core belief or assumption and cannot be handled by our more positive beliefs
(sometimes called a critical incident), then dysfunctional assumptions become more active,
negative thoughts are evoked, and unpleasant emotional states such as anxiety or depres-
sion result. Interactions between negative thoughts, emotions, behaviour and physiological
changes may then result in persisting dysfunctional patterns, and we get locked into vicious
cycles or feedback loops that serve to maintain the problem.

The current status of CBT

Having earlier reviewed the history of CBT, in this section we review its current status and
important contexts.

Improving access to psychological therapies (IAPT)

Perhaps the most significant development in the wider landscape of CBT since the first
edition of this book, at least in the UK, is the explosive growth of the UK government’s Im-
proving Access to Psychological Therapies (IAPT) programme. This programme resulted
from planning and lobbying led by a prominent economist and adviser to the government,
Lord Layard, who became convinced that (a) mental health problems are a major source
of unhappiness and loss of economic activity; and (b) that CBT could make a difference
to many of the most common mental health problems (Centre for Economic Performance,
2006). He and others, especially Professors David Clark and David Richards, persuaded
the government that a major investment in psychological therapy would make an impact
on health, and also that such an investment would be largely self-funding, since improve-
ments in mental health would allow a proportion of patients to return to work, thus saving
on unemployment benefits.
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After some early pilot work in two sites starting in 2006, the government announced in
October 2007 that the programme, known as Improving Access to Psychological Therapies
(IAPT: see www.iapt.nhs.uk), would receive a large amount of funding over at least three
years, amounting to over £170 million annually by the third year. This funding is going
into a massive increase in the provision of evidence-based psychological therapies, mainly
aimed at treating anxiety and depression in primary care: the goal is to train and put into
NHS services 3,600 new therapists over this period. The first of the new services and train-
ing courses were up and running by the autumn of 2008.

IAPT’s first wave involved two types of CBT, because it was thought that although
CBT has a strong evidence base (see later in this chapter), there was a particular shortage
of qualified CBT therapists. (In the latest IAPT plans another evidence-based therapy, in-
terpersonal therapy [IPT], is also to be provided for depression, as well as counselling and
couples therapy for mild/moderate depression.) The first category of IAPT CBT, making
up about 60% of the new therapists, is known as ‘High Intensity’ therapy (HI), by contrast
with the second group, making up about 40% of therapists, who will be ‘Low Intensity’
(LI) workers (since re-titled ‘Psychological Wellbeing Practitioners’, PWPs). Both groups’
training is initially funded by the government, and consists of a one-year in-service training
course. The HI course is a total of around 65 days over the year, whilst LI training is around
25 days. HI workers are supposed to be professionally qualified – nurses, psychologists,
etc, – but LI workers do not have to have any professional qualification and are expected to
match their local communities more closely in terms of education, class and so on. Prelim-
inary data from the pilot sites support the effectiveness of the programme (Clark, Layard,
Smithies, Richards, Suckling & Wright, 2009) but of course more evidence is still needed.
Both the pilot sites are the subjects of formal external evaluation research, but the results
have not yet been published.

The main focus of this book is on traditional CBT, or HI therapy in IAPT terms, but
in many ways the LI services are the most radical part of the programme, as they deliver
CBT in ways quite different to traditional therapy. We briefly consider some of the features
of LI CBT in Chapter 16, but for more detail see Richards (2010) and Bennett-Levy et al.
(2010).

CBT competences

Another important development since this book’s first edition is the publication of the
‘CBT competences framework’. This initiative, funded by the UK Department of Health,
was linked to the IAPT programme and had the goal of identifying what skills a therapist
needs in order to provide good-quality CBT for anxiety and depression: if we are going to
train the many more CBT therapists that IAPT proposed, what exactly should we be train-

http://www.iapt.nhs.uk
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ing them to do? Roth and Pilling (2007), in consultation with an expert reference group,
produced a useful mapping of competences for both LI and HI interventions. Their ap-
proach was to identify important competences through a close examination of the treatment
manuals for CBT interventions that have been shown to be effective for different disorders.
It seemed reasonable to suppose that since treatment based on these manuals works, then if
other therapists follow the same strategies they will be providing effective treatment. Roth
and Pilling produced a ‘map’ of competences divided into five domains:

• Generic competences in psychological therapy. These are the basic competences
needed by a therapist from any school of therapy: e.g. knowledge of mental health,
ability to relate to clients, and so on.

• Basic CBT competences. Skills related to the basic structure of CBT therapies,
such as agenda-setting or use of homework.

• Specific CBT techniques. The core treatment strategies, such as using thought re-
cords and identifying and testing thoughts and beliefs.

• Problem-specific competences. Approaches used in treatment programmes for par-
ticular disorders, such as Beckian cognitive therapy for depression, or exposure
and response prevention for obsessive-compulsive disorder.

• Meta-competences. The ‘higher level’ skills that allow a therapist to make effective
judgements about when to use which specific treatment strategy. Includes using
the formulation to adapt treatment to an individual, dealing with difficulties during
treatment, etc.

This framework is too detailed to reproduce here, but see Roth and Pilling (2007), and the
CORE website cited in ‘Further Reading’, for more detailed information about the compet-
ence framework.

In this book we aim to introduce you to CBT skills in all these domains, with some
chapters mapping particularly closely onto specific domains as follows:

• generic competences in psychological therapy – Chapters 3 and 19
• basic CBT competences – Chapters 1, 2, 5, 6 and 11
• specific CBT techniques – Chapters 7–10
• problem-specific competences – Chapters 12–15
• meta-competences – Chapters 4 and 11.
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The empirical evidence about CBT

Finally, since we have talked about CBT’s commitment to empiricism, we should consider
the empirical status of CBT. What is the evidence that CBT is effective? And what is the
evidence that CBT theory is an accurate model of human functioning?

Evidence regarding CBT treatment

Roth and Fonagy (2005), in the second edition of What works for whom? (their landmark
summary of psychotherapy efficacy), report evidence showing that CBT is strongly sup-
ported as a therapy for most of the psychological disorders in adults that they studied, and
has more support in more kinds of problem than any other therapy. Figure 1.5 summarises
this.
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Figure 1.5 Summary by the current authors, adapted from Roth and Fonagy (2005), Chapter 17

In addition to this evidence of CBT’s efficacy (i.e. that it works in tightly controlled
research trials), there is also some useful evidence demonstrating its effectiveness (i.e. that
it can also work well in ordinary clinical practice, outside specialist research centres). See,
for example, Merrill, Tolbert and Wade (2003), Stuart, Treat and Wade (2000) and West-
brook and Kirk (2005).

A second useful source of evidence is the UK National Institute for Health and Clinical
Excellence (NICE). This is an agency charged by the government with the task of survey-
ing the evidence for the effectiveness of different treatments and making recommendations
about which treatments ought therefore to be made available in the National Health Service
(NHS). In the past ten years, NICE has produced guidelines on several major mental-health
problems, which include the following recommendations:

• Schizophrenia (NICE, 2009a): ‘Offer cognitive behavioural therapy (CBT) to all
people with schizophrenia.…’ (p. 9).

• Depression (NICE, 2009b):
◦ For people with persistent subthreshold depressive symptoms or mild

to moderate depression, consider offering one or more of … individual
guided self-help based on the principles of cognitive behavioural therapy
(CBT); computerised cognitive behavioural therapy (CCBT) …’ (p. 9);

◦ For people with moderate or severe depression, provide a combination of
antidepressant medication and a high-intensity psychological intervention
(CBT or IPT) …’ (p. 9);

◦ People with depression who are considered to be at significant risk of re-
lapse … or who have residual symptoms, should be offered one of the
following … individual CBT; … mindfulness-based cognitive therapy for
people who are currently well but have experienced three or more previ-
ous episodes of depression …’ (p. 10).

• Eating disorders (NICE, 2004b): ‘Cognitive behaviour therapy for bulimia nervosa
… should be offered to adults with bulimia nervosa …’ (p. 4); ‘Cognitive beha-
viour therapy for binge eating disorder … should be offered to adults with binge
eating disorder …’ (p. 5).

• Generalised anxiety and panic (NICE, 2004c): ‘The interventions that have evid-
ence for the longest duration of effect, in descending order, are: [first] cognitive
behavioural therapy; …’ (p. 6).

• Post-traumatic stress disorder (PTSD) (NICE, 2005): ‘All people with PTSD
should be offered a course of trauma-focused psychological treatment (trauma-fo-
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cused cognitive behavioural therapy [CBT] or eye movement desensitisation and
reprocessing [EMDR]) …’ (p. 4).

• Obsessive compulsive disorder (OCD) and body dysmorphic disorder (BDD)
(NICE, 2005): people with OCD or BDD should be offered CBT (including ex-
posure and response prevention), either in group or individual format and, depend-
ing on severity and preference, also consider SSRI medication; also says that ‘…
when adults with OCD request forms of psychological therapy other than cognit-
ive and/or behavioural therapies as a specific treatment for OCD … they should
be informed that there is as yet no convincing evidence for a clinically important
effect of these treatments …’ (pp. 18–21).

In summary then, at the time of writing, CBT is the psychological therapy with the most
solid and wide evidence base for efficacy and effectiveness.

Evidence regarding CBT theory

It is a fallacy to think that demonstrating the efficacy of a treatment proves the truth of
the theory on which that treatment is based. The treatment’s efficacy could be due to some
combination of factors not imagined in the theory. Thus, for most of us, even a randomised
controlled trial (RCT) showing that a treatment based on traditional witchcraft was effect-
ive for depression would not necessarily convince us that depression was in fact caused
by evil spirits; instead we might investigate whether there was a powerful placebo effect,
or perhaps whether the herbal potions used in the treatment contained a psychoactive sub-
stance. In the same way, the efficacy of CBT as a treatment does not show that CBT the-
ory is true. In fact, the evidence for some of the fundamental theoretical ideas of CBT is
more patchy than the evidence for the treatment’s efficacy. Clark, Beck and Alford (1999)
present a detailed consideration of the balance of scientific evidence in the case of the cog-
nitive theory of depression. In summary, they conclude that regarding the supposed patterns
of negative thinking in depression, there is evidence that:

• there is an increase in negative thinking about oneself, the future and (less clearly)
the world;

• there is a reduction in positive thinking about the self, but this change is less
marked and may be less specific to depression (in other words, the same thing also
happens in other problems);

• there is a specific increase in thoughts and beliefs about loss and failure (more so
than people who suffer from anxiety problems).



Regarding the proposed causal role of negative thoughts, i.e. the suggestion that negative
thinking can provoke low mood, Clark et al. conclude that there is some experimental evid-
ence that negative self-referent thinking can indeed induce subjective, behavioural, motiva-
tional and physiological features similar to mild to moderate depression. If we experiment-
ally provoke negative thoughts about themselves in non-depressed people, we can produce
temporary states quite similar to depression.

There is also some evidence that the proposed cognitive processing biases can be iden-
tified in experiments, with evidence that in depressed people there is:

• a bias towards processing negative information relevant to themselves (but no such
bias for neutral or impersonal information);

• enhanced recall of negative events, and increased negative beliefs.

Furthermore, there is evidence that these changes in processing can occur at an automatic,
pre-conscious level.

The least well-supported part of the theory is the suggestion that people are vulnerable
to depression because of negative beliefs that are still present in ‘latent’ form even when
they are not depressed. Clark et al. suggest that there is a little supportive evidence for this
idea, but that it has proved difficult to get clear evidence (perhaps not surprisingly, when
one considers the difficulties of identifying such ‘latent’ beliefs experimentally).

A similar picture is found for specific CBT models for other disorders: in some areas
there is good solid research support and in others the evidence is equivocal. Overall, then,
the evidence is:

a that CBT is undoubtedly an effective treatment for many problems; and
b that there is support for CBT theory but that there is still room for exploring and developing this approach

further in some areas.

Summary

• Modern CBT is derived from the legacy of behaviour therapy (with its emphasis
on the importance of behaviour change in overcoming mental health problems),
and cognitive therapy (with its emphasis on understanding and changing the mean-
ing of events).

• Problems can usefully be described in terms of the interactions between four ‘sys-
tems’:

◦ The cognitive system – what a person thinks, imagines, believes.



◦ The behavioural system – what they do or say that can be directly ob-
served by others.

◦ The affective system – their emotions.
◦ The physiological system – what happens to their body, such as autonomic

arousal or changes in appetite.
• We distinguish three ‘levels’ of cognition:

◦ Negative automatic thoughts – specific thoughts that arise spontaneously
in various situations, which have a negative effect on mood, and which are
relatively accessible to consciousness.

◦ Dysfunctional assumptions – ‘rules for living’ that guide behaviour and
expectations in a variety of situations, and which are often in conditional
(if … then …) form.

◦ Core beliefs – very general beliefs about oneself, other people or the world
in general, which operate across a wide range of situation but which are
often not immediately conscious.

• Different kinds of psychological problem have different characteristic cognitions,
in content, style or both – e.g. in anxiety there is a preoccupation with threat, and
associated biases towards perceiving threat.

• There is considerable evidence that CBT can be an effective way of helping vari-
ous mental health problems; and less clear, but still significant, evidence for the
theories lying behind the treatment.

Learning exercises

Review and reflection:

• Consider what you think about the basic principles of CBT outlined in this
chapter. Do they make sense to you? Are there any principles which do not
fit, or which do not make sense to you?

• What do you think of the cognitive theory underpinning CBT? Does it make
sense to you? Does it fit with your clinical experience?

• Does it matter that the evidence for the theory of CBT is less solid than the
evidence for its efficacy as a treatment?

Taking it forward:



• Observe your own experience of negative thoughts, dysfunctional assump-
tions and core beliefs. Try to tune into your thoughts, especially when you are
upset or emotionally aroused in some way. Do your thoughts follow any of
the patterns described here? What are the similarities or differences between
your experience and our descriptions of different kinds of cognition?

• Does this observation of your own thoughts have any implications for your
clinical practice?

• If so, how will you adapt your clinical practice?

Further reading

Beck, A.T., Rush, A.J., Shaw, B.F., & Emery, G. (1979). Cognitive therapy of depression. New York:
Guilford Press.
Although now over 30 years old, the book that started the cognitive revolution is still a classic, with a
real feel for the clinical realities of working with depressed patients.

Greenberger, D., & Padesky, C. (1995). Mind over mood. New York: Guilford Press.
A self-help book designed to assist clients, but also a clear and simple introduction to CBT that many
new therapists find very useful, whether or not they plan to use it with clients!

House, R., & Loewenthal, D. (Eds.). (2009). Against and for CBT: towards a constructive dialogue?
Ross-on-Wye: PCCS Books.
A mixture of (mostly highly critical) views on the philosophy, science, ethics and politics of CBT (and
by association, the IAPT programme). Often coming from a post-modernist stance, and containing
some of the jargon so often associated with that approach, many of the chapters are not easy reading –
but interesting if you want a different perspective.

The Centre for Outcomes Research & Effectiveness (CORE) website at University College, London,
under whose auspices the CBT Competences framework was developed www.ucl.ac.uk/clinical-psy-
chology/CORE/CBT_Framework.htm
The CORE site contains more detailed descriptions of the CBT competences for anxiety and depres-
sion, and a self-assessment tool to allow clinicians to evaluate how well their own skills match the
competences.

1Note that there can also be positive automatic thoughts, or indeed neutral ones; but clients do not tend to
want help with those, so we will not consider them further here.

http://www.ucl.ac.uk/clinical-psychology/CORE/CBT_Framework.htm
http://www.ucl.ac.uk/clinical-psychology/CORE/CBT_Framework.htm
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Distinctive Characteristics of CBT

CBT has many features in common with other therapies, but it is also different in important
respects. In this chapter we describe the fundamental characteristics of the CBT approach,
and we also explore some of the myths about CBT. We hope this is helpful for you, but also
for your clients: giving them accurate information about therapy allows them to make an in-
formed choice about whether they want to proceed (Garfield, 1986) and may also improve
outcome (Roth & Fonagy, 2005).

CBT is distinguished by a combination of characteristics which are described in this
chapter. It is collaborative, structured and active, time-limited and brief, empirical and
problem-oriented; it also frequently employs the techniques of guided discovery, behaviour-
al methods, in vivo work, summaries and feedback.

Collaboration

CBT is fundamentally a collaborative project between therapist and client. Both are active
participants, with their own areas of expertise: the therapist has knowledge about effective
ways to solve problems, and the client has expertise in his own experience of his problems.
This collaborative emphasis may be different from what the client expected of therapy, and
so it is important to clarify what he is anticipating so that you can establish a shared view
from the outset. Part of the initial introduction to therapy would include a statement about
the client’s crucial role. For example, you might say:

We each have an important role in the treatment. I know quite a lot about CBT, and
about how particular sorts of problem can present difficulties for people. However,
you know very much more than I do about the details of how your problem affects
you, and it is this knowledge that will allow us to understand and gradually change
the situation for you. This really is a joint enterprise.

This also implies that you cannot be expected to know all of the answers all of the time. If
you are unsure, you can always ask the client for clarification, more information, or their
view of the situation.

A client described a vivid dream to a therapist and asked, ‘What am I supposed
to make of that?’ Before immediately answering the question, the therapist asked,



‘What do you think was important about your having that dream?’ and ‘What did it
leave you feeling?’

Remember that CBT encourages openness and honesty between therapist and client: be
overt about what you are doing and why, and ask the client to give honest feedback about
what he finds helpful and what he does not.

Collaboration should develop as treatment proceeds. Encourage your client gradually
to take a more active role in setting agendas, devising homework and giving feedback. En-
hance this by being genuinely respectful of the client and by fostering the sense that he
is becoming his own therapist. The hope is that clients will leave therapy as skilled CBT
practitioners, so they are encouraged to use the approach independently, and to be prepared
should a relapse occur in the future (see Chapter 6).

Structure and active engagement

The problem-focused and structured nature of CBT requires the therapist to work with the
client to maintain structure in the sessions. For example, at the beginning of each session,
we set an explicit agenda with the client, and then largely stick to it (see Chapter 11, which
elaborates on the process of agenda-setting).

CBT therapists are actively engaged with the client and may talk more than in some
other therapies – perhaps as much as 50% of the time in the early stages. This can feel
onerous to new therapists. However, much of your input is in the form of questions, and
the way the session develops is the result of a joint effort. In the early stages of therapy, the
content of sessions will be directed to a greater extent by the therapist, but responsibility
is increasingly picked up by the client as sessions progress. For example, homework tasks
are likely to be devised by you at first, but as treatment proceeds, your clients will have a
greater role in setting up tasks for subsequent meetings.

For example, a woman had obsessional problems focused on sticking to the rules, not falling foul of
authority, and complying absolutely with official requirements. She had more generalised beliefs about
always needing to do the right thing, and the likelihood of rejection if she stepped out of line. She had
had eight treatment sessions and was taking more responsibility for the content of sessions when the
following discussion took place:

Therapist:

You say that doing something for yourself, particularly for pleasure, would be very difficult
for you. How do you think you might take this forward, so that we could find out more
about how you feel, and what beliefs are operating in situations like that? (i.e. therapist set-
ting stage for experiment).
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Client:

Well, my friend has twice invited me to go to a jewellery class with her, and I would love
to go, but both times I said that I had too much on … and I did, but I would have found it
difficult to say yes, even if I’d got nothing to do. So I suppose I could go with her, and see
what happened.

T: For our purposes, what do you think you could look out for?
Client: Well, I would need to know what feelings I had, and what beliefs seemed to be relevant.
T: Anything else that would be useful to look out for?

Client: I suppose what I felt like afterwards, because that is when the guilt is likely I suppose what
I felt like afterwards, because that is when the guilt is likely to kick in.

T: Let’s include that then. What sort of diary form shall we set up?

The extent to which the client determines the content of sessions is partly a function of his
personality, beliefs and attitudes. An autonomous person might assume control from early
in treatment, whereas a more dependent person will benefit from a slower handover of re-
sponsibility.

Time-limited and brief

Both clients and commissioners of services find CBT attractive, partly because it is often
relatively brief. In this context, ‘brief’ means somewhere between six and 20 sessions. The
number of sessions is guided by treatment trials concerning the target problem but is also
influenced by the specifics of the problem and the client, as well as available resources. As
resources are often scarce, it is important to help people efficiently, and the structure and
focus of CBT contribute to achieving that. Table 2.1 gives some suggestions about possible
lengths of treatment for different types of problem.

Table 2.1 Guidelines on length of treatment

Type of problem Number of sessions
Mild Up to 6
Mild to moderate 6–12
Moderate to severe or moderate problems with co-existing personality disorder 12–20
Severe problems with co-existing personality disorders >20

Evidence does not suggest that long treatments necessarily do better than shorter ones
(Baldwin, Berkerjon, Atkins, Olsen & Nielson, 2009), and neither do clients who have been
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on long waiting lists necessarily require an equally lengthy treatment. For therapists used
to other treatment approaches, the rapid move from one or two sessions of assessment and
formulation into a six- or eight-session therapy may feel uncomfortably rushed, but this is
likely to become less difficult as you become more familiar with the approach.

It is helpful to give your clients an indication of how long treatment is likely to last and
to build in regular progress reviews. If it appears that the therapy is not helpful, or if pro-
gress has reached a plateau, it is easier to bring treatment to a close if reviews have been
pre-established. If the client is making progress but residual problems are still present, then
it is probably worth continuing with treatment, although it may be worth considering the
benefits of allowing your client to manage such difficulties independently. This is best done
by gradually increasing the length of time between sessions, so that the client takes increas-
ing responsibility for dealing with residual problems and setbacks, while there continue to
be opportunities for review with the therapist.

There is no commitment within CBT to a standard ‘50-minute hour’, or any other stand-
ard session length. A session involving in vivo experiments, for example with a client with
agoraphobia, may last 2 or 3 hours. On the other hand, a review session towards the end of
treatment may last only 20 minutes. Bear in mind that if relevant and productive homework
assignments have been set up, then the majority of treatment can be considered to be taking
place outside the ‘therapy hour’.

Empirical in approach

There is a strong emphasis within CBT on using empirical psychological knowledge. For
example, it is established that early loss of a parent predisposes one to depression in adult
life (Brown, Harris & Bifulco, 1986); that people with generalised anxiety disorder (GAD)
are intolerant of uncertainty (Ladouceur, Dugas, Freeston, Leger, Gagnon & Thibodeau,
2000); and people who are depressed have a reduced ability to access specific memories,
especially of positive events, i.e. they have an ‘over-general memory’ (Williams, Teasdale,
Segal & Soulsby, 2000). Therapy rests on this knowledge base. Furthermore, CBT has bor-
rowed from behaviour therapy a commitment to establishing the efficacy of treatment in
individual clinical cases (see Chapters 5 and 18).

As a therapist, you need to keep informed about the evidence from research trials and
use this to guide interventions in individual cases. It is sometimes claimed that the samples
studied by research teams are atypical of those found in clinical settings and therefore trial
data are not relevant. However, unless you have good evidence to demonstrate why another
approach would be likely to be more successful, then it is fairer to the client if the available
empirical evidence is given appropriate weight. This is not to discount therapist intuition
about what is likely to be helpful, merely to suggest that such insights should be built into
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a formulation that is consistent with evidence about psychological processes. None of us
should be cavalier about discounting well-described and apparently relevant data, and we
need to be aware that there is some indication that therapists tend to switch too early from
treatment protocols, and that this is detrimental to therapeutic outcome (Schulte & Eifert,
2002), although the evidence is not conclusive (Ghaderi, 2006).

Within individual therapy, the client is also encouraged to tackle his problems in an em-
pirical way. For example,

• Thoughts and beliefs are considered as hypotheses to be investigated – for ex-
ample, a woman who thought, ‘I am a useless mother’ was encouraged to see this
as one possible view among other possibilities and to look at the evidence support-
ing each view.

• Data can be collected to test out ideas – for example, a man who feared spiders
because he believed that they would run towards him was encouraged to collect
data about how often a spider on a tray ran towards a (therapist’s!) hand, rather
than away from it (see Chapter 9 for a discussion of Behavioural Experiments like
this).

• New beliefs can be formulated in the light of evidence and subsequently tested out
– there is an emphasis on ‘discovering how it is’ by trying out new behaviours,
new ways of thinking, new ways of interacting, and not simply relying on verbal
discussion or new insights for changes in feelings and beliefs. It is always import-
ant to be guided by the client about what new evidence would be helpful (again,
look at Chapter 9 for more detail about such interventions):

Following discussions with her therapist, a woman who was chronically depressed held a belief that
‘You must always try to make the most of your potential’. As part of therapy, she was working on a
new belief that ‘Things can be done for their own sake, and still feel satisfying and enjoyable. You do
not need to be making the most of your potential.’

To test this out, she chose to join a non-auditioned choir for the fun of it, and she began to learn
French so that she could ‘get by’, with no intention of becoming fluent.

Problem-oriented in approach

Your client’s problem may be a dysphoric mood, a relationship difficulty, an unhelpful be-
haviour (for example, a repetitive habit like hair-pulling), or an occupational problem (for
example, frequent loss of jobs). CBT identifies what problems are pertinent for the client,

C:\Users\John\AppData\Local\Temp\don71D3\text\part0015_split_000.html
C:\Users\John\AppData\Local\Temp\don71D3\text\part0015_split_000.html


and then focuses on resolving or reducing them. Problems are described in specific terms,
not at the general level of diagnosis. For example, if a client was suffering from depression,
you would want to know how this was actually affecting him and what specific aspects of
the problem he wanted help with: e.g. for one person, this may be self-critical thoughts,
low mood, social withdrawal, reduced interests, while for another it may be impaired con-
centration, poor sleep, tearfulness, and irritability.

Once you have agreed what problems will be tackled, goals are set for each problem
and these goals provide the focus for treatment. The process of goal-setting explicitly fo-
cuses the client on where he hopes to be at the end of treatment, and in what ways he wants
to be different from how he is now (see Chapter 11).

In choosing strategies to address your clients’ difficulties, you might well find that you
draw on other strategies in addition to those laid out in this text. For example, interventions
such as skills training (assertiveness, time management, etc.), or grief work, or couple ther-
apy, may also be relevant. Whatever interventions are used, they should be evaluated so
that you can review the efficacy of our treatment.

Guided discovery

The therapist uses a form of questioning often described as ‘Socratic’ in a process of guided
discovery, helping the client to clarify his thoughts and beliefs (see Chapter 7). This in-
volves carefully constructed questioning, to help clients understand the idiosyncratic mean-
ings of situations, to work out for themselves alternative ways of looking at things and to
test out the usefulness of new perspectives.

Behavioural methods

Behavioural interventions are a necessary element of CBT, and many assignments include
behavioural tasks and experiments. These are used to test out new perspectives derived in
treatment sessions, to enhance learning and also to encourage generalisation from treat-
ment sessions to everyday life – where the changes really need to be made. There is a wide
variety of possible behavioural interventions (see Chapter 9 for a thorough review of be-
havioural strategies), and some of the principles of behaviour therapy have been directly
adopted by CBT: for example, taking a graded approach to new tasks and breaking them
down into manageable chunks.
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In vivo work

CBT therapists often take therapy out of the office and into the real world, in order to help
with assessment or to carry out a behavioural experiment. Such real-life ‘in vivo’ work can
be invaluable. For example, a client with long-standing obsessional-compulsive disorder
(OCD) may have become unaware of the detail of his obsessional rituals, and you may
underestimate his problems unless you directly observe them. Similarly, it is important to
check out that changes in belief in a clinic setting are translated into real-life settings, so
it may be helpful to do experiments in vivo, possibly with the therapist accompanying the
client.

A man with health anxiety believed that if he became short of breath, he could pass out and die; he
therefore made sure that he always stayed within reach of a doctor’s surgery. During therapy in the clin-
ic, he had challenged this belief. With his agreement, the therapist then drove him into the countryside
where neither of them knew the whereabouts of doctors’ surgeries, and they ran up and down the road
to make him breathless (an activity he had been avoiding), so that he could test out his new belief that
he would not pass out.

If the client is trying out a difficult new behaviour, it may be helpful for you to be there
to offer encouragement and support. In some instances, therapist modelling of behaviours
may be useful, although you should withdraw as soon as possible, and allow the client to
continue alone in such experiments.

A woman with agoraphobia had catastrophic concerns about the consequences of becoming anxious,
particularly that she would be publicly ridiculed if she were to soil herself. The client accompanied the
therapist to a local shopping centre and observed from a distance the responses of members of the pub-
lic to an obvious brown stain on the back of the therapist’s skirt – responses best described as studied
indifference.

It is often possible to draw on the assistance of relatives or friends for in vivo work, but this
must be planned carefully, with an eye to detail, and it may be necessary to help the aide
identify and challenge unhelpful thoughts of their own. For example, a spouse may believe
that exposing their loved one to panic may be harmful; such a belief would be counterpro-
ductive in a behavioural experiment about the consequences of panic.



Summaries and feedback

CBT makes frequent use of summaries and feedback during sessions, which is one way
of keeping the agenda in focus. You might pause to summarise the main points under dis-
cussion approximately every 10 minutes, and more frequently than that in the early stages
of therapy. Summaries should include the emotions that the client has described, and the
meaning of the event or situation for him. This is not supposed to be an interpretation of
what the client has said. Indeed, it is better to use the client’s own words as far as possible,
rather than substitute your own. The latter may significantly change the meaning for the
client, especially if he has used a metaphor or some idiosyncratic phrasing.

It can be equally helpful to ask your client to summarise the discussion, by saying, for
example: ‘Can you feed back to me what you think the main points of our discussion are
so far? I would just like to check out that I am on the same track as you.’

This provision of summaries helps to ensure a shared understanding of key points. It is
sometimes startling to learn how misunderstood the client or the therapist has been.

After discussing why it is helpful to write down NATs, the therapist mentioned that it was really helpful
that the client was readily able to identify his thoughts. When asked for feedback, the client said that
he now understood that, as he was aware of his NATs but still felt bad, it was unlikely that he would
benefit from CBT.

Summaries can also be enlightening for the client. For example,

Therapist: It sounds as if the qualities that attracted you to your partner are now the things that you find
most upsetting. Is that right?

Client: Yes, but I had not thought about it like that before.

It is particularly useful to summarise the key points at the end of the session and to ask the
client what is the ‘take-home’ message for him – again, this will reduce misunderstandings.
It is also important to gather feedback on the session, for example what has been helpful,
unhelpful or upsetting.

Therapist:

It would be helpful if you would let me know if I say anything which is difficult to understand, or
indicates that I am barking up the wrong tree, or is upsetting in any way. It is sometimes difficult
for people to mention things that they do not like, or that imply that there is a mis-understanding.
It can be very helpful if you let me know if there are things that are unhelpful, because we can
then sort it out, or clarify what we meant. Have I said anything today which will play on your
mind, or was upsetting?
I will ask you a similar question at the end of each session. Do not hes-itate to let me know if
there is any comment you would like to make.



What are the main points that you will take away from today?

Clients are more likely to give genuine feedback if you take time early in treatment to ex-
plain why feedback is valuable and give honest encouragement when you receive it.

Each session can also begin with a request for feedback on the previous one – what had
been helpful or whether the client had any new ideas about the previous discussion. Again,
it is more likely that your client will review the session and give feedback, if you have dis-
cussed the advantages of thinking about the therapy between sessions, and taken seriously
the client’s feedback on this.

For example, a client said that he did not like to think about sessions when he was not with the therapist.
Exploration revealed that he struggled with negative thoughts about being overwhelmed, thoughts that
could then be dealt with.

Myths about CBT

In this section, we will identify and explore some of the common myths surrounding CBT.

The therapeutic relationship is not important in CBT

The therapist qualities that are valued in other therapies are equally important within CBT.
Warmth, empathy and unconditional regard, which were identified by Rogers (1951) as
important for successful psychotherapeutic work, have been found to be typical of CBT
therapists (for example, Wright & Davis, 1994) and to be valued by clients (Ackerman &
Hilsenruth, 2005). This contrasts with the mistaken view that CBT is impersonal and not
concerned about the therapeutic relationship. At the most basic level, if a client is to be
willing to reveal personally significant material, to carry out frightening and difficult new
behaviours and to feel safe, then he has to be able to trust the therapist. Therefore, although
CBT does not see the relationship as the major therapeutic tool, it is nevertheless seen as
an essential foundation for effective therapy. It is recognised that the therapist must pay
attention to any emerging difficulties in the therapeutic relationship and must attempt to
understand what client beliefs may have been triggered to produce them (see Chapter 3).

It is sometimes believed that CBT therapists have no interest in the client’s feelings
about the therapist. However, there has been an increasing recognition over the past 20
years of the importance of relationship factors – but construed in cognitive rather than psy-
chodynamic terms (see Orlinsky, Grawe & Parks, 1994).
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CBT is mechanistic – just apply technique X to problem Y

CBT is based on an explicit model that links emotion, behaviour, cognition and physiology,
and this model underpins the therapeutic strategies that have been shown to work effect-
ively. At a clinical level, there is often a specific model for the problems presented by a
client. For example, there is a model for panic disorder which highlights the role of cata-
strophic misinterpretation of benign physical or mental symptoms; there is a different mod-
el for depression which focuses on the client’s negative view of the self, other people and
the world. There may also be a fairly detailed protocol derived from such a model for treat-
ing clients with a specific kind of problem. In that case, a formulation based on the model
would be developed for the individual client, but the treatment would not be technique-
driven (e.g. ‘I think he needs some anxiety management training’), but would instead be
based on an understanding of what psychological processes are maintaining his problem
and what the specific relationships between emotions, thoughts, behaviours and physiolo-
gical features are important in his case. This is discussed further in Chapter 4.

CBT is about positive thinking

It is sometimes suggested that CBT is not concerned with the client’s circumstances or in-
terpersonal situation but is only interested in getting the client to see things positively. This
is a misunderstanding: CBT aims to help clients realistically evaluate their thoughts, not
to show that they are always wrong or that things are always positive. When people have
problems, their thinking may be excessively negative, but sometimes it is accurate – your
client may think his partner is not interested in him because his partner is not interested
in him! The formulation should take account of interpersonal and socio-economic circum-
stances and not assume that the client’s thoughts are distorted.

A woman presented with low mood following redundancy from her job in a hotel. This was the third
job that she had lost, the first two through redundancy, and the last after interpersonal difficulties with
her boss. She was feeling low because however hard she tried, it seemed that luck was against her, and
things went wrong. She felt hopeless about being able to improve things. Rather than assuming that her
view was distorted, the therapist helped the client to review the evidence, to see what had contributed
to each of the job losses and what responsibility she seemed to have for the outcomes. Therapy might
have needed to focus on her interpersonal skills, or her occupational standards, or possibly a tendency
to attribute blame to others. In the event, it appeared to be much as she had initially thought: luck had
been against her, and treatment therefore focused on helping her to tolerate the intrinsic unfairness of
events.
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CBT also acknowledges that some unhelpful thoughts may have been accurate in the past
but are no longer accurate. For example, a child growing up in an emotionally deprived
home may accurately have believed that ‘No one is there for me’, but this may no longer
be true in her adult world. The aim of treatment is to understand and resolve problems, not
to fix thinking!

CBT does not deal with the past

Most CBT sessions focus on the ‘here and now’, because most therapy is concerned with
tackling current problems and hence what is currently maintaining them. This is not to say
that CBT cannot work with past history when necessary, nor that it discounts the import-
ance of past experiences in accounting for problem development (see Chapter 4). The main
reason for focusing on the ‘here-and-now’ is that the factors that account for the develop-
ment of a problem are often different from the ones that are maintaining it, and so relatively
greater attention is paid to the present situation than to the past.

A 16-year-old girl with anxiety about wetting herself had had an experience as a young child when she
felt humiliated after wetting herself in front of her friends on a school trip. She had not been able to
‘hold on’ when instructed to do so by her teacher and had been teased by her friends. Now she was
older, she knew she was capable of holding on for many hours and no longer had friends who would
tease her. The problem now was largely maintained by avoidance of situations where she would not
have easy access to a lavatory, by not drinking before going out, and by a range of ‘safety behaviours’
like wearing long thick socks under her trousers so that urine would be absorbed if she did have an ac-
cident. For this girl, the problem had been precipitated by one set of factors, but was being maintained
by different ones.

CBT deals with superficial symptoms, not the roots of problems, so
alternative ‘substitute’ symptoms are likely to occur

As noted in Chapter 1, there used to be concern that simply ‘removing symptoms’ would
result in the emergence of other manifestations of an underlying problem. However, a num-
ber of studies show that CBT clients are, if anything, protected against relapse, rather than
developing further problems (e.g. Durham & Turvey, 1987; Williams, 1997; Hollon et al.,
2005).

The strategies taught in CBT are often readily generalised to other problems. In addi-
tion, the CBT formulation of a client’s problems aims to throw light on the psychological
processes maintaining them, and to intervene in ways that impact on these processes. In
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doing so it addresses fundamental maintaining patterns. This is discussed in more detail in
Chapter 4.

A woman with agoraphobic symptoms had a number of other difficulties, including obsessive-compuls-
ive problems about harm coming to her relatives, depression, worries about being rejected and aban-
doned by loved ones, and lack of assertiveness. The agoraphobic problem was successfully dealt with
at the beginning of treatment, as the client identified this as a priority because it prevented her from
functioning effectively as a wife and mother. She was able to travel around independently, even though
the issues concerning being abandoned were at that stage intact. The obsessional symptoms were sub-
sequently dealt with, before attention was paid to the more generalised concerns about self-worth.

CBT is adversarial

It is sometimes suggested that the CBT therapist tells the client what is wrong with his
thinking and how he ought to think. As one mental-health information centre leaflet put it,
‘Cognitive therapy takes the form of an argument between client and therapist. As such,
it is only suitable for the robust.’ In reality, only bad CBT looks like an argument! You
should aim to approach your client open-mindedly so that you can get a sense of what it is
to be him, to experience the problem as he does and to help him learn to question his beliefs
for himself. There are good psychological reasons for encouraging him, via questioning, to
work out new perspectives for himself. If he reviews the evidence for a belief for himself,
and then draws his own conclusions, he is more likely to be convinced (see Chapter 7).

CBT is for simple problems: you need something else for complex
problems

CBT is a wide-ranging and flexible approach to therapy, which skilful practitioners can ap-
ply to many psychological problems, provided the client is at least minimally engaged in
the process. Within Axis I disorders (as defined by the American Psychiatric Association in
the Diagnostic and Statistical Manual (DSM-IV-TR; APA, 2000), clients with very severe
and chronic difficulties have been helped by this approach (Haddock, Barrowclough, Shaw,
Dunn, Novaco & Tarrier, 2009), and there is now increasing evidence of its efficacy for
those with personality disorders (see Chapter 17).
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CBT is interested in thoughts and not emotions

CBT is indeed interested in helping people modify thoughts, but usually as a means to an
end, not an end in itself. Most clients want help with mood, feelings or behaviour rather
than with dysfunctional thinking. Cognitive change is a means of helping people change
in those other systems, but therapy is rarely fruitful if it is a purely intellectual discussion
of abstract thoughts. If the client is experiencing no emotion during the process, it is very
unlikely that he will achieve a shift in emotion or behaviour (Safran, 1998).

A depressed client who was socially isolated described a situation when she met some friends but per-
ceived herself to be on the edge of the group, and insignificant as far as other people were concerned.
She described the scene and her negative thoughts in a calm and measured way, and although she could
identify evidence that she was valued by the others (they included her in plans for the evening, they
chatted as though they assumed she would join them on a weekend trip), this had no impact on her view
that she was peripheral. She was asked to talk about the scene again, but while describing her negative
thoughts this time, she was asked to bring to mind and engage with how she was feeling during the
distressing situation. Only then did the strength of her negative thoughts begin to weaken.

CBT is only for clients who are psychologically minded

Typically, CBT needs clients to be able to recognise and talk about thoughts and emotions,
and to distinguish between them. It is also advantageous if a client can relate to psycho-
logical models – a vicious cycle or a preliminary formulation, for example. However, if a
client has difficulty in reflecting in this way, the therapist can help him to increase his capa-
city to do that (see Butler & Surawy, 2004), and it is worth offering a trial of a few sessions
to see if the client can take to the approach.

CBT is quick to learn and easy to practice

CBT has some powerful strategies that are relatively easy to learn and apply, and this book
introduces you to the basic skills. However, using the approach in a creative and flexible
way is as difficult as any other therapy, and you are reminded that you will need to receive
regular supervision (see Chapter 19) and keep yourself updated on developments in CBT.
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CBT is not interested in the unconscious

CBT does not use the concept of the unconscious in the Freudian sense but certainly recog-
nises that cognitive processes may not be conscious. In many instances, you and your client
are attempting to clarify the meanings of experiences that may initially be out of awareness.
This is not generally interpreted as repressed material but is taken to be at a pre-conscious
level, available on reflection to consciousness. Many clients need training to increase their
awareness of, for example, NATs or assumptions. Socratic enquiry is used to help the client
identify such cognitions and subsequently to establish the meaning of them. However, the
therapist does not offer an interpretation of her own; the client is by and large considered
to be the expert. This is discussed in Chapter 7.

There are instances when thoughts or images may be actively blocked by the client. For
example, someone who has been sexually abused as a child might dissociate from any ex-
perience or memory which is too distressing to deal with; in OCD, many clients never con-
front the disturbing thoughts that motivate their ritualistic behaviour, by avoiding situations
that would trigger the thoughts. Generally, the CBT techniques described in Chapters 8 and
9 are used to identify the nature of these unconscious thoughts or beliefs.

CBT demands high intelligence

CBT makes no greater demands on intelligence than any other therapy and, indeed, has
been adapted for use with people with learning difficulty. Similarly, CBT has been adap-
ted for use with children and young people (Graham, 1998), and with very elderly adults
(Wilkinson, 2002).

Summary

The basic characteristics of CBT make this a fascinating and satisfying way of working with clients, as you
help them develop strategies for managing problems, and guide them as they work out new, more adaptive
perspectives on their world.

Some of the key characteristics include:

• Collaboration, where client and therapist each bring their expertise to bear on the
problem.
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• A structured and active format, with agenda-setting and goals for treatment con-
tributing to a structured therapy, in which therapist and client actively engage in
the therapeutic process.

• Time limits, with most therapy lasting between 6 and 20 sessions.
• An empirical basis relying on psychological evidence, and emphasising measure-

ment of problems, and empirical estimates of outcome.
• Problem-orientation, with treatment addressed via a detailed formulation of the

problems.
• Guided discovery as the cardinal mode of questioning.
• Behavioural awareness, with many behavioural tasks and assignments.
• Summaries and feedback frequently used, to make sure that therapist and client are

on track.

Learning exercises

Review and reflection:

• If you are currently working in psychological therapy, are the assessment or
treatment sessions described here more structured than you are used to? If so,
how could you check with your client whether he is feeling able to say what
he wants to get across? Do you have any other misgivings about the struc-
ture?

• If you have read things about CBT that have surprised you, what were they?
Did you buy into the myths about CBT? If so, how strongly did you believe
each of them?

• Are there any aspects that you anticipate would make you feel uncomfort-
able? How could you tackle this in a graded way?

Taking it forward:

• If you look back at the last five clients you have seen, in how many sessions
did you agree homework that involved a behavioural task of some kind?
Could you identify any sessions where it would have been helpful to include
behavioural tasks? What could they have been?



• If there were any myths that you bought into (for example, that CBT is ad-
versarial), check out whether this was borne out in practice in your sessions
with clients. If so, think about how you could make the sessions more typical
of CBT, and try this out.

• Work out how you could explain to your client that feedback is helpful and
welcome, and practise this with two clients. How could you ask them wheth-
er your request made them feel uncomfortable in any way?

Further reading

Beck, A.T., Rush, A.J., Shaw, B.F., & Emery, G. (1979). Cognitive therapy for depression. New York:
Guilford Press.
A classic text which gives a very good description setting out characteristics of the approach.

Westbrook, D., Mueller, M., Kennerley, H., & McManus, F. (2010). Common problems in therapy. In
M. Mueller, H. Kennerley, F. McManus & D. Westbrook (Eds.), Oxford guide to surviving as a CBT
therapist. Oxford: Oxford University Press.
An interesting chapter where the authors discuss common problems in therapy associated with many
of the distinctive features of CBT.
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The Therapeutic Relationship

This chapter reviews the importance of the therapeutic relationship in CBT. We will look at:

• the extent to which the therapeutic relationship is an essential foundation for ther-
apy;

• the role of the therapist in CBT and the importance of non-specific therapist factors;
• ways of building collaborative client–therapist relationships – and of repairing rup-

tures in the therapeutic alliance;
• working with clients from different cultural backgrounds;
• boundary issues.

The therapeutic relationship as an essential foundation of therapy

An effective therapist–client relationship is important for treatment, with good evidence re-
lating quality of relationship to therapeutic outcome (Orlinsky et al., 1994). However, within
CBT the therapeutic relationship is seen as necessary but not sufficient for a good treatment
result, and in treatment trials there is typically a beneficial effect from CBT over and above
that of being in a therapeutic relationship (Roth & Fonagy, 2005).

Moreover, the evidence indicates that it may be the nature of the client’s participation
in treatment that is the strongest predictor of outcome. For example, a client is more likely
to do well if he is engaged with the therapeutic task, offers suggestions about treatment,
warmly interacts with the therapist and is trusting of the therapist; and a client who consist-
ently completes homework will do better than one who does not (Kazantzis, Whittington
& Dattilio, 2010). Furthermore, in so far as therapist characteristics are related to outcome,
it is the client’s perception of those characteristics, and not the behaviours themselves, that
predicts outcome (Wright & Davis, 1994). For example, if a therapist’s empathic skills are
assessed by both her client and by an independent observer, the client’s perception of em-
pathy is a better predictor of outcome. This highlights the importance of the client as an act-
ive contributor to the therapy process.

The therapeutic relationship can be viewed as a useful laboratory for working on prob-
lems, providing an opportunity to acquire new skills that can then be transferred to situations
in real life. For example, the client may learn to evaluate a ‘hot’ thought in a therapy session
with coaching from the therapist, before generalising the same technique to ‘real life’. The
client may also use sessions to review and modify unhelpful beliefs as they are played out



with the therapist in the clinical setting. Safran and Muran (1995) suggest that the therapist
can act in ways that provide new, constructive interpersonal experiences for the client, with
the client and therapist stepping back together from the interaction and examining what is
currently going on between them.

A client’s formulation included beliefs about others failing to be there for him when he was in trouble.
In a session where difficulties in the relationship seemed to be emerging, the therapist used her own
feelings as the cue for a discussion, saying ‘I am feeling quite defensive just now, and I wonder why.
Could we explore this together?’ The discussion revealed that the client was uncertain whether or not
the therapist could help him. They then went on to look at whether the therapist would be likely to
withdraw if things became difficult, or whether she would want to find ways of hanging in there even
in the face of difficulty, a discussion that was highly relevant to the client’s fears, and which led to the
therapeutic relationship becoming a ‘laboratory’ for testing out those fears.

Within this model, the ways in which the client responds to the therapist may be influenced
by beliefs developed early in life (possibly modified by subsequent experience), as well
as by characteristics and behaviour of the therapist herself. However, the therapeutic rela-
tionship is not construed in terms of ‘transference’, in the psychoanalytic sense that it is
a representation of another relationship from early life, but instead is considered as a re-
lationship in its own right, with the potential for providing the client with new evidence
about the range of possibilities for relationships – for example, a new belief like ‘People
may stay with you even if difficulties emerge between you’ may be strengthened. The ex-
tent to which any corrective interpersonal experience in therapy will colour other relation-
ships should be considered empirically. If the issues are being openly discussed, it is easier
to check out whether there is indeed any generalisation to everyday life.

Bordin’s (1979) analysis of the therapeutic relationships as a working alliance is useful.
He suggested that three components are necessary for a successful working alliance:

• Agreement on the task – what needs to be done in therapy, what the process of
change (cognitive? behavioural?) will be, what activities and techniques will be
used.

• Agreement on therapy goals – what is being sought from therapy in the short and
long term, (for example, ‘to leave the house having checked the cooker only once;
to complete tax returns without checking with my accountant’) with client and
therapist each contributing personal commitment to the goals.

• A positive therapist–client bond, typified by mutual liking, respect, trust and com-
mitment.



It is clear that a good working alliance is necessary for a good outcome (Krupnick, Sotsky,
Elkin, Simmens, Moyer, Watkins & Pulkonis, 1996). At its most basic, you cannot carry
out effective therapy with a client who drops out because he finds you cold and unempath-
ic. The alliance needs to be established within the first three or four sessions (Horvarth,
1995), but this is not to say that the quality of the relationship remains fixed. It varies as
treatment progresses, and it may be necessary to attend to breakdowns in the alliance in
order for therapy to succeed. Thus, the quality of your therapeutic relationship should con-
tinue to be a focus of concern throughout the course of treatment.

Although it is not clear whether effective CBT is typified by a particular kind of al-
liance, it appears from a number of studies (for example, Raue & Goldfried, 1994) that
whatever the therapeutic modality, clients consider similar qualities of the working alliance
to be important. These include:

• being helped to understand their problems;
• being encouraged to face whatever situations cause them distress;
• being able to talk to an understanding person;
• being at ease with the personality of the therapist.

Some of these features map onto central features of CBT – for example, presenting a for-
mulation of the client’s problems for him to comment on, designing behavioural experi-
ments to test out unhelpful beliefs. Some of the factors relate to the qualities of the therap-
ist, and these will now be considered.

The role of the therapist

One of the guiding principles of CBT is that, as therapist, you work empathically and col-
laboratively to engage the client in therapy (Ackerman & Hilsenruth, 2003). This aspect of
therapy is developed further in the chapter on Socratic method (see Chapter 7), but the gen-
eral approach is that you function as a guide and mentor rather than as an instructor. You
are ‘walking alongside’ your client as he explores new options for feeling and behaving,
and your role is to open up new opportunities for exploration, by asking questions or giving
information that may lead him into previously unexplored areas. You need to have a good
understanding of his current bearings in order to do this, so you need to adopt an open-
minded curiosity and respect about your client’s beliefs, emotions and behaviours, and not
to assume that you know how he feels or thinks.

This demands a lot of active questioning on your part, and the tone of the interaction is
crucial: it should not be accusatory (‘You can’t really mean you think that!’), nor persuas-
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ive or haranguing (‘Do you think it is possible that most people respond in this way and
that you are not picking up the cues?’). You should reflect a genuine, concerned interest in
the client’s current perspectives or feelings. This is a fine balance because, while you are
trying to get a detailed sense of what it is like to be your client in the current situation, you
also need to maintain a measure of scepticism about what he is saying, since it is possible
that he is making cognitive errors that will significantly distort the picture he presents.

Although the therapist’s role as guide is paramount, it may be appropriate to adopt an
educative, information-giving role from time to time:

A young man was troubled by intrusive ideas about stabbing other people. He was very reassured when
he was given the information that the vast majority of people from time to time have unpleasant intrusive
thoughts which they find repellent in some way. This was supplemented by appropriate reading. (Rach-
man & de Silva, 1978)

Another important role for the therapist is practical scientist, providing a model for the cli-
ent to adopt in relation to both current and future problems. Hypotheses about problems
and experiences are set up and tested, and new conclusions are drawn if appropriate. The
adoption of an open-minded approach is relevant throughout therapy, and the importance
of looking for evidence that contradicts your initial hypotheses is particularly important –
and this is as true for the therapist’s initial formulation as it is for the client’s initial beliefs.
Evidence inconsistent with your ideas is the royal road to new perspectives!

The collaborative nature of the therapeutic relationship means that you relate to your
client in an adult-to-adult way as far as possible. Thus you are open about your ideas con-
cerning his problems and share your formulation in a way that allows him to give feedback
on its relevance or accuracy; you may disclose information about yourself if this is in the
client’s interest; and you are free to say ‘I don’t know’ or ‘Can I just think that over for
a minute’, without needing to appear all-knowing. It is acceptable for you and your client
to problem-solve together. The only occasional exceptions to this openness are when it is
clearly in the client’s interest not to be open – for example, you might choose not to dis-
close early in treatment your ideas about a possible final weight for an eating-disordered
client.

Within the complex web of interactions between therapist, client and techniques, it is
clear that a good cognitive therapist also needs the characteristics identified by Rogers as
necessary for other therapies, namely warmth, empathy, genuineness and unconditional re-
gard for the client (Beck et al., 1979). Therapists who act in this way have been shown in
many studies to achieve better outcomes (Lambert & Bergin, 1994; Orlinsky et al., 1994).

Furthermore, in a survey by Wright and Davis (1994), they found that clients wanted
their therapists to:



• offer a physically safe, private, confidential setting, comfortable and free from dis-
traction;

• be respectful;
• treat client concerns seriously;
• prioritise client interests over their own;
• be competent;
• share practical information about how to make life improvements;
• permit the client to make personal choices when using information and therapist

suggestions;
• be flexible in evaluating the client – not assume that the client fits a theory or is

now totally understood;
• review how the client gets on if therapist recommendations are followed;
• pace herself well, not rush, or keep changing appointments.

Although none of these qualities are specific to CBT, they nevertheless give a useful check-
list of general rules to follow. Many of them are consistent with the general approach of
CBT (for example, are implied by a collaborative approach), and many would fall under
the general rubric of treating one’s clients in a respectful and empathic way.

Ways of building a positive and collaborative client–therapist
relationship

The general principles of the cognitive-behavioural approach provide a sound foundation
for building a good client–therapist relationship. For example:

• careful listening to get a real sense of how it is to be the client;
• taking time to set a shared agenda;
• making it clear that feedback is welcome; and
• carefully establishing the client’s goals for treatment

all contribute to an effective alliance.
Clients differ in what they bring to therapy, and consideration of these factors can also

ease the development of a good relationship. For example, some clients may be at a relat-
ively early stage in their ‘preparedness to change’ (Prochaska & DiClemente, 1986), and
the therapist needs to be aware of this. A client with an eating disorder may be willing to
think about extending the range of food she is eating only if she can be assured of no weight
gain; or a client with OCD may be unwilling to consider limiting hand-washing. In such



cases, collaboration might be better achieved through initial motivational work (Miller &
Rollnick, 2002) rather than active CBT.

It seems that inexperienced therapists are able to create a good working relationship
with their clients, but that more experienced clinicians are better able to spot potential rup-
tures in an alliance. We will now consider how to deal with ruptures when they occur, bear-
ing in mind that an experienced supervisor is invaluable in this area (see Chapter 19).

Ruptures in the therapeutic alliance

Do not be surprised that ruptures in the working alliance occur: your client’s problems have
often become so well entrenched that he is unable to deal with them independently, and
this means that change is likely to be difficult. As a result, he may experience a range of
unhelpful emotions and thoughts while struggling to deal with his problems.

Signs of a rupture in the therapeutic alliance

These may be reflected in non-verbal cues from your client related to emotional states such
as discomfort, anger or mistrust; or feelings experienced by you as therapist. There may
also be outward signs, such as not carrying out homework tasks, expressing scepticism
about the approach, or high levels of expressed emotion. The important issue is to be mind-
ful of the quality of the interaction between you and your client, so that you can take early
steps to intervene when difficulties arise. Do not ignore it and hope that it will go away.

How to deal with ruptures in the alliance

Watson and Greenberg (1995) point out that ruptures can be related to:

• the goals or tasks of therapy (for example, the client does not understand or agree
with the goals or strategies used in treatment);

• the client–therapist bond (for example, the client is not collaborative, or does not
trust or respect the therapist).
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They argue for dealing with the former problems by approaching them directly, e.g. by
clarifying the rationale for treatment, or possibly changing the approach. For example, if
the client believes that reducing avoidance is important but does not believe that reducing
safety behaviours (see Chapters 4 and 13) would be helpful, it may be best to switch in the
short term to reducing avoidance, possibly moving on to a behavioural experiment to in-
vestigate the role of safety behaviours once he has exhausted the contribution of avoidance
(if there is any remaining problem!).

If the rupture in the alliance seems to be related to your bond with the client, first deal
with this within your current therapeutic relationship, without assuming that the problem is
a reflection of your client’s characteristic interpersonal relationships.

A woman became very irritated when the therapist had to change an appointment. The therapist com-
mented on this, and sought to clarify what had triggered the angry feelings. It transpired that the client
was feeling let down, because it seemed to her that she must be of very low priority to the therapist.
When she was asked to consider other possibilities, she asked the therapist to explain why she could not
make the original appointment time. At this point, the therapist chose to reveal that she was going to a
family funeral, and that it was only in such circumstances that she would change an appointment. They
then discussed what the client could take away from this experience, and if it told her any more about
how to respond to unpleasant feelings. She said that she would continue to try to check out whether her
initial responses were likely to be accurate, or whether other explanations could be relevant.

If such work is unsuccessful, or if the formulation indicates that the client may, for ex-
ample, find it difficult to trust anyone, then it may be necessary to consider the rupture as
a characteristic pattern and to use the therapeutic relationship to provide the client with a
corrective emotional experience (Safran & Muran, 1995).

Newman (1994) makes the point that you should consider what contribution you are
making to any therapeutic impasse, rather than assume that the problem always resides
within the client:

A woman with health anxiety was making little consistent progress, despite a formulation that appar-
ently accounted well for her problem, and her commitment to homework tasks. The therapist was aware
that the client frequently had moist eyes, but she always denied that she was upset when the therapist
questioned her about it. In supervision, the therapist became aware that she was reluctant to discover
that the client had the potential for becoming very upset, because the client was slightly histrionic in
style, and the therapist had automatic thoughts about being ‘washed away’ by the woman’s distress. As
a result, she always asked the client about her feelings in a neutral voice, and never reflected her own
perception of the woman’s sadness. Not surprisingly, the client did not feel able to share her feelings
with the therapist, and denied that she was upset.
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If it seems that the therapeutic relationship is being affected by your own issues or
blind-spots, then you can discuss this with a supervisor; if this is not immediately avail-
able, then take the opportunity to do some work yourself: for example, listen to recordings
of your treatment sessions, keep a thought record of your NATs in session, do a downward
arrow for any hot thoughts. This can be interesting and enlightening; self-supervision is
discussed in more detail in Chapter 19.

If it seems that the impasse is related to your client’s issues, then, rather than viewing
this as an indication of poor motivation or ambivalence, it is more useful to formulate the
issue in the same way as any other problem. For example, you could consider:

• what function the behaviour may have (e.g. if the client is hostile, he may be pro-
tecting himself against feared rejection);

• what idiosyncratic beliefs may be fuelling the impasse (e.g. the client may believe
that a competent therapist would be able to read his mind);

• what fears the client may have about complying (e.g. if he were to change, he may
be faced with challenges he could not tackle);

• what skills he may lack (e.g. he may be unable to reflect on his emotional experi-
ence);

• what environmental features may be contributing (e.g. he may be exhausted
through caring for an elderly mother).

The problem can then be tackled in CBT in the same way as other problems. This could
include:

• revisiting the formulation and rationale;
• using Socratic method to clarify the issues;
• collaborating and providing choices, while providing structure, limits and guid-

ance;
• reviewing the pros and cons of change versus no change;
• communicating with the client’s language, metaphors or images;
• gently persisting when the client subtly avoids – don’t take ‘I don’t know’ for an

answer;
• maintaining an empathic attitude, and avoiding blaming or making negative inter-

pretations of your client’s behaviour.

Again, we remind budding CBT therapists that effective clinical supervision (see Chapter
19) will be as invaluable for them in tackling this kind of problem as it would be for the
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highly experienced. If a supervisor is not available at the time, then reflect on the issue by
yourself, as discussed above.

Working with clients from different cultural backgrounds

Another important area to consider is broadly that of cultural differences. Here we shall
think about some general aspects of working with clients whose ethnic backgrounds differ
from the therapist’s. Many of the same principles can be applied when working with people
differing in physical ability or sexual orientation, as well as age and social class, insofar as
their cultural experiences are different.

Although approximately 10% of the UK population belongs to an ethnic minority
group, there is a marked homogeneity among therapists, who are predominantly from the
dominant white culture. As a therapist you need to be mindful that your perspectives and
beliefs are probably grounded in that culture. It is therefore important that you try to learn
about the alternative beliefs of clients from other groups, so that you do not fail to consider
issues and questions potentially important for your clients.

It is worth bearing in mind that the dominance of the white British perspective in CBT
is not limited to therapists, but shared with society in general. It is easy to take for granted
the emphasis on the autonomy of the individual rather than on the value of collectivism, or
on assertiveness rather than on compromise or subjugation of one’s own needs; but if you
are working with someone from a different cultural group, then you need to be aware that
they may hold different views which would be supported by others in their community. It
is especially important that you are aware of your own blind spots and areas of prejudice.
For example, is the trouble at work which your client is describing an accurate description
of racism, rather than the distorted thinking that you were planning to guide him through?
Is this woman’s submissive attitude towards her family a reflection of cultural norms rather
than low self-esteem?

There are many ways of gaining information about different cultures. There are now an
enormous number of books about ethnic and cultural minority groups (Hays, 2006, gives
an extensive bibliography), but there are many other ways to gain relevant knowledge; for
example:

• read newsletters etc from the groups themselves;
• seek supervision from someone from the relevant group;
• attend cultural celebrations and other events organised by different communities

(e.g. Gay Pride Marches, or a local Carnival);



• read the historical accounts of the arrival and integration of any ethnic groups,
about legal decisions concerning them.

The dominant cultural message will otherwise colour our understanding of the experiences
of members of other groups, and we shall maintain our ignorance of how it is for them.

Is it worth the effort? There is disappointingly little research about the efficacy of CBT
with groups other than Western white ones, but there is a growing body of evidence about
how cross-cultural competence in the therapist may facilitate psychotherapy and improve
assessment (Hays, 2006). We will first consider issues of engagement at the assessment
stage, and then go on to think about more general ideas about modifying CBT for use in
different client groups.

Engaging your client

During an assessment, it is essential that you begin to engage your client. An important
bridge in building a good working relationship is demonstrating your respect of his culture.
If you bear in mind that the dominant culture will often by implication denigrate alternative
views of the world, it will be apparent that you need to pay explicit attention to, and genu-
inely value, the positive aspects of the different culture; this could be, for example, spiritu-
ality, sense of humour, or the involvement of children in family events within the group.

Acknowledgement of the environmental setting in which the client finds himself will
contribute to this. Your client’s problems may present in an adverse environmental setting
(for example, poor housing or difficulties accessing benefits), but there may also be pos-
itive features (for example, an active church/mosque or community facility) which you
should overtly note. Interpersonal supports may be very strong, and different from those
in the dominant culture; or there may be an important extended family, possibly includ-
ing aunts and uncles from a broader base than blood relatives, whose views about, and re-
sponse to, his problem may be more important in its maintenance than would be typical in
the dominant culture. Furthermore, if the client has a positive racial or ethnic identity, this
is often associated with positive self-esteem, lower levels of loneliness, anxiety and depres-
sion, and improved mastery, optimism, and coping, and this may be worth including in the
formulation if it is indeed an asset for your client.

On the other hand, distress caused by racism and discrimination figures highly in the
reasons that people from minority groups seek help (see for example, Kelly, 2006), and
may also contribute to low self-esteem. It is therefore important to acknowledge what the
experiences are, and not to assume that the distress is a result of distorted perception or
other cognitive error. As far as your working alliance is concerned, your client’s previous
experiences may, for example, result in her being reluctant to see a white therapist or a male



therapist or in being hostile if she does; acknowledging this as an understandable position
may be a necessary step in forming a working alliance.

It is also important to understand how the client’s background will have been crucial
in the development and maintenance of assumptions and beliefs; for example, the client’s
beliefs about the importance of personal privacy as opposed to the value of openness about
one’s feelings may be shared by most people in his community.

Clearly, no ethnic or other minority group is homogeneous, and the idiosyncratic exper-
iences and beliefs of the individual are as important as for people of the dominant culture.
For example, skin colour (such as being more or less black) may partly determine the kind
of racism suffered by someone, but may also contribute to self-esteem and status within
the minority group. More specific experiences of racist behaviour may account for beliefs
that have a direct impact on therapy; for example, the client may repeatedly turn up late for
sessions because she believes that the therapist would not hesitate to keep her waiting.

An important dimension to consider is acculturation, the extent to which the client has
adopted the dominant culture (including beliefs about self and the world), or remains with-
in his indigenous culture. It is as important as ever, throughout the assessment, to listen to
the idiosyncratic detail of what the client is reporting, and not to be blinkered by pre-con-
ceived beliefs of your own.

It is helpful to be open about the issues of race/ethnicity/minority status. Questions like
‘Are there aspects of your race and culture that are important for me to know in order for
us to work together?’ or ‘Are there any religious or spiritual beliefs that are important for
you to tell me about?’ can demonstrate your interest and potential respect.

The client’s understanding of the nature of his problem, and what he expects of the
therapeutic relationship therapist may be different from yours, and ways of modifying how
you work with this will now be considered.

Ways of modifying CBT for use with people from different cultural
groups

Enhancing the therapeutic relationship

Many of the distinctive characteristics of CBT mean that it is easily generalisable to clients
from different cultures, and allows a good working relationship to be maintained. For ex-
ample, CBT aims to adopt a non-judgemental stance; there is an emphasis on tailoring
treatment to the individual; it is a collaborative approach where the client’s perspectives on
and knowledge about his problems are respected and valued; and it aims to be empowering
and to equip the client with transferable skills.



However, in working cross-culturally, it is important that the therapist demonstrate her
credibility for the client. This can partly be achieved by showing respect for the client and
his culture, but it will also be useful to demonstrate that she has something to offer – which
may mean that it is important that she begins to work on a goal where a good outcome
could be quickly expected.

Having a therapist who validates their experiences will help clients maintain a good
working relationship, and may reduce the high drop-out rate which may otherwise bedevil
working with minority groups (Hays & Iwamasa, 2006). It is therefore important, for ex-
ample, not to discount reports of discrimination as necessarily distorted, whether arising
from ethnicity, sexuality, physical disability, or other group difference. By the same token,
by developing a genuine curiosity about the value of differences between groups, you will
be showing respect for the other culture, and increasing the strength of your relationship.

Dealing with different belief systems

Although CBT is generalisable to other cultural groups, there are no grounds for compla-
cency; there are limitations in the approach. CBT is non-judgemental as long as the ther-
apist is aware of the frames of reference that he is operating in, and is not blind to his own
underlying beliefs. For example, the approach is predicated on empiricism and rationality,
which implicitly devalues the spirituality that may be central to the world view of other
groups. However, as idiosyncratic beliefs about oneself and the world have primacy within
CBT, it should be ideally placed for working across cultural boundaries.

When a client and therapist have different beliefs about the nature of the problem, it is
helpful to acknowledge the differences, and if possible work with the CBT model in paral-
lel with the client’s model, hopefully demonstrating the usefulness of the CBT approach.

An Asian client who was highly educated and had lived in UK for 25 years presented with reduced mo-
tivation and enjoyment, social withdrawal, inactivity, neglect of himself and his work, and self-criticism
and hopelessness. Although he had been diagnosed as depressed, he did not agree with this diagnosis,
and would not take medication. He believed that the problem was that he had fallen out of love with
his wife of 20 years, and that without a woman behind him, life had no meaning and he could have no
motivation. This understanding of the problem was shared by his uncle and a friend, and so appeared
to be culturally acceptable.

It was agreed with the therapist that he would work on increasing his social activity, and on pleasure
and enjoyment of everyday activities, in order to improve his chances of finding a new partner. The
therapist explained that in CBT terms this approach might lead to improvement in his mood and level
of motivation. As his social activity improved, his general level of activity increased. Time was also
spent on identifying negative automatic thoughts about being unable to initiate action on his own be-
half, and he reported that he was feeling better in himself. It was important for the therapist to give the



client’s theory the benefit of the doubt, and to try to test out its usefulness using a well-developed CBT
strategy.

Similarly, in clients who present with somatic complaints, it can be helpful to adopt a two-
stage approach, where the focus in the first stage is on the presenting physical symptoms.
When you have a clear understanding of the nature of the problem, you can move on to
stage two, which involves linking the physical complaint to the other three systems familiar
in CBT – emotions, cognitions and behaviour. Naeem, Phiri, Rathod and Kingdon (2010)
described this approach with a woman who had headaches: once the therapist had made it
clear in the first two sessions that he understood the nature of the headache, he then linked
it to the emotional and physiological changes that can be associated with headaches, and
how they might be tackled, for example using relaxation.

In addition to differences in belief about the nature of the problem, the same can be true
of beliefs about the therapeutic process and relationship. For example, be aware that some
cognitive errors, such as black and white thinking, or perfectionism, may be unfamiliar to
your client. As usual, check out with your client whether you are making sense and wheth-
er what you are doing fits with his experience.

Some clients may find the collaborative nature of the therapeutic relationship surprising
and unwelcome, and may expect (and prefer) the therapist as expert. Asking questions, or
challenging you (as a perceived authority figure), may be unacceptable in some cultural
groups, and you may need to take special care when trying to get feedback, or to find out
if the formulation or homework makes sense. You can in this instance ask positive ques-
tions such as, ‘What did you find helpful about today?’ ‘Are there particular things that you
would like to focus on more?’, which do not imply criticism of the therapist. The more gen-
eral point is that it is important to look out for any ruptures in the therapeutic relationship,
and to bear in mind that a belief about the therapeutic process may be implicated.

Practical difficulties

At a more concrete level, there are a number of practical difficulties that may interfere with
psychotherapeutic effectiveness. These include ones relating to language and literacy, and
non-verbal social behaviours.

As CBT relies so heavily on unpicking the meaning of experiences, it is crucially im-
portant that differences in language between client and therapist, and their relation to ex-
perience, do not lead to misunderstanding. The ways in which concepts relate to each other
differ from language to language, and the straightforward translation of ideas might not
be possible. For example, the Greek language has three different words for love (sexual



love, brotherly love, and unconditional love) which are less finely differentiated in English
(Iwamasa, Hsia & Hays, 2006). It is particularly important therefore to check out with your
client that you seem to have understood what was being said. The preference for using the
client’s own words when summarising what she has said is therefore particularly germane
in cross-cultural work.

In its most extreme form, it may sometimes be necessary to involve an interpreter in
therapy sessions, though this merits careful consideration (Ardenne & Farmer, 2009) in or-
der to ensure the following:

• The interpreter is sufficiently psychologically minded.
• There is opportunity for minimal training in CBT working, for example to clarify

that summaries, as opposed to a more detailed translation of what the client has
said, are not adequate.

• Protection for the interpreter from vicarious traumatisation/despair.
• Acceptability of the interpreter to the client. This can be an issue if there are few

people locally who speak the client’s language, but care should be taken to estab-
lish acceptability, particularly if a family member, or other known member of the
client’s community is being offered as interpreter.

• The interpreter understands the importance of confidentiality.

Reading and writing skills may not be well-developed in some groups, so be creative. For
reading, make as much use as possible of translated material, or audio tapes or CDs. MP3s,
mobile phones, or digital recorders can be used to record NATs, and to record sessions.
Beads or counters are commonly used in counting in some cultures, and may be more fa-
miliar than a knitting or golf counter. You may find that your client is more familiar with
new technology than you are, so do not be reluctant to suggest cutting edge strategies, but
ask for his help when devising measures or homework aids.

Non-verbal and social behaviours differ between groups, and it would be worthwhile
becoming familiar about typical behaviour if you were working frequently with one cultur-
al group. For example, smiling can have very different meanings in different groups.

There are suggestions for reading some more detailed material at the end of the chapter,
which gives specific information about different ethnic minority groups. The most import-
ant sources of information however probably lie in your local communities.

We will now turn to considering issues about boundaries in CBT.

Boundary issues



‘[Keep] far from all intentional ill-doings and all seduction, and especially from the pleasures of love
with women and men.’

The Hippocratic Oath

The relationship between therapist and client is different from other social relationships,
and boundary issues need careful and serious consideration in CBT, just as they do in other
approaches. Treatment boundaries provide a framework for appropriate roles for the ther-
apist and client, and include structural components – such as where, when and at what cost
– as well as what happens in the therapy between the therapist and client. The main gov-
erning principles are common to all therapeutic encounters:

• The client’s needs must have primacy.
• Gratification of the therapist’s needs (beyond professional satisfaction) is excluded

from consideration in the therapeutic setting.

Therapeutic boundaries are set in such a way that the client can:

• feel safe;
• trust the therapist to act in his interest;
• feel free to disclose material of deep personal significance;
• be confident that he understands the therapist.

In addition, the therapist must also feel safe, by ensuring that there are sensible policies
about the kinds of referral accepted; assessments include a consideration of risk; and the
physical location and arrangement of the clinic/sessions takes account of safety.

The following guidelines for appropriate boundaries within CBT may be useful:

• Refrain from self-seeking or personal gratification.
• Maintain confidentiality unless it involves a significant risk to the safety of the cli-

ent or others.
• Evaluate the effect of a boundary violation on the client. Rather than adopting an

absolute rule like ‘never accept a gift’, consider the impact of such behaviour on
the client and the therapeutic relationship.



A gift of a jar of home-made chutney from one client could mean that a further attempt was being made
to identify the therapist as a family friend; while for another it may mean that the client was at last be-
ginning to see himself as an independent adult, equal in the relationship.

• Make choices about boundaries that minimise the risk of harm to the client. This
means only departing from ordinary clinical practice when it will clearly benefit
the client.

A behavioural experiment with a socially anxious man took place in a coffee shop. Part of the experi-
ment involved complaining that the coffee was too cold. The therapist did the task initially, and as part
of this, he had to disclose to the client how self-conscious and anxious he felt. Although that was cross-
ing the more usual boundary re disclosure of feelings, it was definitely in the interests of the client.

• Do not express opinions about, or otherwise interfere in, aspects of the client’s life
other than those relevant to the formulation and goals of therapy. If your client
sought help for his panic attacks, bear that in mind when he begins to tell you about
the way his child’s school is dealing with the child’s frequent absences – unless
it relates to his panic attacks, do not give your advice or opinion, or share similar
experiences.

• Seek to increase the client’s independence and autonomy, hence increasing his
freedom to explore and the choices available to him.

Maintaining treatment boundaries

The therapeutic relationship is non-reciprocal in a number of ways, putting the therapist in
a powerful role, even in the relatively collaborative mode of CBT. This non-reciprocity in-
cludes:

• extensive self-disclosure by the client, with almost total non-disclosure of signific-
ant material by the therapist;

• the emotional neediness of the client, compared with the exclusion of any of the
therapist’s emotional needs;



• the power attributed to healers in many societies in order for them to reduce suf-
fering and restore health.

Crucially, maintaining appropriate boundaries is the responsibility of the therapist: it is nev-
er reasonable to blame the client for infringements. The maintenance of boundaries is un-
equivocally your responsibility, whatever the behaviour of the client, so it is incumbent on
you to seek sufficient supervision and support if you are concerned about boundaries. In
rare cases (such as clients with sociopathy) it may be necessary to terminate therapy if the
client cannot maintain reasonable boundaries even with coaching and encouragement.

Although the power differential between therapist and client is generally acknow-
ledged, some therapists have felt exploited by their clients. For example, Smith and
Fitzpatrick (1995) described reports of clients with severe or borderline personality disor-
ders forming ‘special’ relationships with their therapists, where contact outside the therapy
became established. Some therapists have blamed clients for ‘leading’ them into flagrant
boundary violations. You might find yourself potentially over-involved with, and feeling
manipulated by, your client; but you must be alert to this and be prepared to discuss the
situation with both the client and other professionals.

It is sometimes argued that the nature of the transference relationship means that the cli-
ent may seek the fulfilment of needs arising from unresolved conflicts, and that boundaries
must therefore be very strictly enforced and contained by the therapist. Transference in this
psychoanalytic sense is not part of CBT theory, so although some boundaries are important
(as discussed in this section and below), such strict adherence to inflexible boundaries is
not necessary in all aspects of therapy. For example, if a client has to postpone a session for
some reason, this would usually be accepted by the therapist and would only be considered
to be resistance if it happened repeatedly, with no other explanation.

Effective CBT may mean that you need to visit your client at home, possibly at unusual
times of the day. For example, a client with obsessional rituals that are preventing him from
starting the day may need visiting first thing in the morning. Do not undertake this lightly.
Consider whether you should put safeguards in place to reduce the possibility of misinter-
pretations of your behaviour by the client: for example, an assistant could be taken along
for a home visit or a relative included in the setting-up of the session.

You might need to accompany clients into a range of everyday situations, for example
in order to do behavioural experiments. Personal feelings may even be disclosed, if this is
appropriate to the on-going task.

A socially anxious man had fears about sweating heavily, particularly in cafes and bars with bright
lights. The therapist arranged to have a couple of treatment sessions in a bright cafe. The therapist wet
his face, his back, and arm-pits to look as though he was sweating heavily, and the client sat nearby,



and observed the responses of the waitress and other people to the therapist. The client then asked the
therapist what thoughts were going through his head, and how he felt in the situation.

It is helpful to make the aims of such sessions very explicit, by spending time agreeing
what predictions are being tested out, how the experiment will be carried out, and so on
(see Chapter 9). This makes good technical sense and it also sets boundaries for the ses-
sion, making it clear that this is a treatment session with a specific purpose, and not a social
event. This can be difficult for some needy clients to understand, especially if the therapist
contact is the only social event of the week.

A woman with obsessional problems was finding it difficult to test out the effects of exposure and re-
sponse prevention on her fears of pushing people off the pavement into the path of cars. The therapist
and client therefore spent two lengthy sessions walking in crowded streets, busy with cars. Although
they planned what specific ‘tasks’ she should do as they walked along, and discussed changes in her
distress level as she walked past people near the edge of the pavement, they nevertheless had quite long
periods of time when they were not specifically addressing the problem. The therapist then discussed
general topics of a non-emotional and relatively non-personal nature, like annual holidays, but contin-
ued to be mindful of the nature of any disclosure and its possible impact on the client.

Finally, the open, collaborative style of CBT can sometimes be compromised if the therap-
ist is involved in a compulsory admission to an institution. The repercussions can be min-
imised if you discuss it openly with the client, including what it meant to him, and any
associated misperceptions, either beforehand or after the crisis has resolved.

Kinds of boundary violation

Although there is a continuum of boundary violations, any straying over boundaries should
be done in awareness of the principles sketched out earlier in this chapter. There are partic-
ular kinds of violation that are worth specific consideration.

Dual relationships, where the therapist and client are in a second relationship in addi-
tion to the therapeutic one: for example, being school governors together. Although ther-
apists are usually advised against such dual relationships, it is sometimes difficult to avoid
them. If a therapist lives in a small community, for example a rural setting or an academic
group, then barring her from treating all those with whom she had an existing relationship
might mean that they have no access to treatment at all. Similarly, if you are involved in
groups related to your political, religious, ethnic or sexual identity, then dual relationships
may be inevitable as people tend to seek out a therapist with similar values to themselves.
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In addition, despite ethical guidelines prohibiting dual relationships for therapists, it is not
uncommon for therapists to accept invitations to, for example, a client’s special event.

It may be possible to differentiate those dual relationships that are harmful to the client
or therapy from those that are innocuous. Gottlieb (1993) suggested that the therapist
should consider the other (non-therapeutic) relationship along three dimensions – power,
duration and whether the other relationship had a planned finite end – with risk to the client
increasing with increasing values on any of the three dimensions. You should be mindful
of such factors before entering into a dual relationship.

A therapist decided to join the only choir in her small local town, even though she knew that a current
client was in the choir. This meant that the client would see her with her friends, possibly being picked
up by her husband, and with opportunities for casual interactions in the ten weeks that the choir was
planned to rehearse. This was deemed to be acceptable, given there was no other choir available, and
the therapist was a musical enthusiast. It would probably not have been acceptable had the client been
the conductor, for example, where role reversal could have become an issue.

Self-disclosure would almost always be seen as inappropriate in psychodynamic therapy or
counselling, but there is a less rigidly drawn line within CBT. Self-disclosure can be useful
if it is done with the client’s interests in mind. For example, a therapist could disclose in-
formation about a past problem of her own that she had overcome, in order to increase the
client’s hope for improvement and confidence in the proposed method. Beck et al. (1979)
suggested that it is may be appropriate to use self-disclosure with more severely depressed
clients, as this may facilitate their engagement in treatment. It would probably never be
helpful to describe current problems, whether psychological or financial, social or sexual,
to a client: he can reasonably expect that the focus should be on his own problems.

It may sometimes be necessary to disclose personal details to a client – for example,
illness in the therapist or her family, or pregnancy – if the circumstances are likely to have
an impact on the delivery of treatment. But judgements of this kind may be less clear-cut
than they seem, and you should make use of supervision if you have concerns about shar-
ing such information.

A young client in her twenties was discussing whether to try to forgive her emotionally abusive mother.
Her therapist had been recently bereaved, and was grieving for the close supportive relationship that she
had had with her own mother. In the course of the session, the client said to the therapist, ‘I feel that you
really want me to make moves towards my mother’, and the therapist became aware that she had too
much emotional involvement in the client achieving that closeness for herself. Supervision confirmed
that disclosure would not be in the client’s interest, as the therapist’s own issues were not resolved.



Non-sexual physical contact may feel comfortable to some therapists, who would give a
distressed or frightened client a reassuring pat, but they may still confine this to clients of
the same gender as themselves. However, never underestimate the potential for clients to
misinterpret such actions. Departures from normal practice should not be made casually –
always be aware and mindful of your client’s formulation. For example, a touch on the arm
could be alarming to someone with a history of abuse, who has rules about maintaining her
distance from people; while a pat on the leg could be misinterpreted as sexual by a client
longing for physical closeness to another person, especially someone showing uncondition-
al warmth and empathy. A useful way to deal with this is to find a time when your client
is calm and to ask him how he would like you to react when he is highly distressed. For
example, you could say:

You were obviously very distressed when we were talking earlier. I wonder how I could be most help at
times like that. Some people like to simply express the feelings, and to deal with it themselves; others
may find a little pat on the arm comforting. Is there any particular way you would like me to react?

Obviously such discussion must be constrained by what you feel is right for your own
therapeutic boundaries.

Pope, Tabachnick and Keith-Spiegel (1987) reviewed three kinds of physical contact
between therapists and clients and found that a sizeable minority of therapists had experi-
ence of each kind of touching. According to a survey of therapists, the least unacceptable
was shaking hands with the client; that was practised often by 76% of therapists and was
generally seen as ethically acceptable. Hugging was considered acceptable in some circum-
stances by 44%, but was only practised regularly by 12%. Kissing was seen as unaccept-
able or rarely acceptable by 85% of therapists, and was practised only infrequently by 24%
and never at all by 71%.

The distinction between erotic and non-erotic physical contact falls along a continuum:
it is not ‘all or nothing’. Cultural influences are relevant here: in many European and South
American cultures, kissing on both cheeks is a customary form of greeting and may be only
rarely interpreted as erotic, even in a therapy situation. Holding back from kissing could be
seen by some clients as distant and aloof. In other words, the therapist has to draw bound-
aries flexibly and sensitively and cannot simply use rules about proscribed behaviour.

Sexual relationships between therapist and client are the most harmful kind of boundary
violation, with possible negative impacts on vulnerable individuals, as well as damage to
the therapeutic relationship. It is difficult to get data on the frequency of such behaviour,
and estimates of the number of therapists who have had sexual intercourse with at least one
client range from 1% to 12%, but these are likely to be underestimates because of the com-
pelling reasons for therapists to conceal the behaviour. There is an extensive literature on



the harmful effects on clients of such boundary transgressions (Pope & Bouhoutsos, 1986),
and some authors have suggested that in such cases the therapist should be charged with
rape, since the client could not be capable of informed consent within that relationship.

Therapists who engage in sexual behaviour with clients tend to gradually blur bound-
aries rather than suddenly descend into inappropriate behaviour. Inappropriate self-disclos-
ure, rather than other boundary violations, tends to precede sexual transgressions (Simon,
1991). Sexual violation of boundaries appears to be more common among middle-aged
male therapists who are professionally isolated and currently experiencing personal prob-
lems, often including marital problems. They typically begin to cross appropriate boundar-
ies by discussing their own problems with younger, female clients (Gabbard, 1991).

It is therefore incumbent on you as therapist to be aware of any gradual change in
boundaries with any particular client, and to raise this with your supervisor if it seems that
your relationship may be subtly changing. It may seem that your client’s needs may be best
met via a relationship different from a typical clinical one, but in that case, discuss it openly
with your supervisor, to protect both yourself from allegations by a client who may pos-
sibly misinterpret your motivation, and your client from possible abuse. Another sensible
rule of thumb is that in situations where there is a grey area, it is probably in the interests
of both client and therapist to err on the side of caution.

Summary

A good working alliance between you and your client is an essential component of successful CBT, without
which the sophisticated models of CBT would be irrelevant. The following principles are useful:

• Establish a good relationship early in therapy, then be aware of the quality of the
relationship throughout treatment, and attend to any developing problems between
you and your client.

• The therapeutic relationship can be seen as a laboratory where problems can be
worked on.

• Many of the cardinal features of CBT, such as collaboration, active participation,
use of guided discovery and so on, contribute to the development of a good work-
ing relationship.

• The therapist’s role in CBT is to be a guide, who is genuinely curious and respect-
ful about the client’s perspectives, aiming to broaden the range of possibilities open
to him.

• The Rogerian characteristics that typify good therapy in other approaches are
equally important in CBT.



• If there are disruptions in the therapeutic relationship, these are construed in cog-
nitive behavioural terms, and dealt with in the here and now, in terms of the im-
mediate situation; only if this is unsuccessful is the disruption dealt with as a more
enduring characteristic.

• Consider your own possible contribution to a breakdown in the relationship with
our client.

When working with clients from different cultural backgrounds:

• Remember that your perspectives on events are likely to be grounded in the dom-
inant culture, and different from those of other groups.

• Find out about the different groups with whom you work.
• Be aware of your blind spots as far as your beliefs are concerned.
• Focus on engagement and developing a good therapeutic alliance with an emphasis

on:
◦ showing respect for your client’s culture
◦ acknowledging the difficulties he may face through discrimination
◦ being open about issues to do with race/minority status.

In order to work cognitive behaviourally with different groups:

• Remember that CBT translates well to different belief systems.
• Demonstrate your credibility early on.
• Acknowledge if there are differences in belief about the nature of the client’s prob-

lems.
• Be aware that there may be differences in beliefs about the therapeutic relationship;

and also about cognitive processes.

There may be practical difficulties, for example in language and literacy, which may need to be creatively
tackled.

Boundary issues need careful consideration in CBT, particularly as clinical contact may be in unusual
places, at unusual times. The major principle is that the client’s needs are of prime importance.

• Three specific boundary issues were considered. These were:
◦ dual relationships
◦ self-disclosure
◦ physical contact.



Make use of supervision if you are concerned about a boundary issue.

Learning exercises

Review and reflection:

• What are your reactions to reading about the therapeutic relationship in CBT?
Are you surprised or reassured by anything you have read?

• If you have worked in other ways, in what ways do you behave differently
in CBT therapy compared with your work in other modalities? In what ways
are there similarities? In what ways would it be helpful to change?

• If you notice a disruption in your relationship with a client, what physiolo-
gical or cognitive cues in yourself alerted you to it?

Taking it forward:

• Find a client who is not very actively engaged in the session, for example,
frequently responding ‘I don’t know’. Think about the pros and cons of com-
menting directly on this, as opposed to trying to encourage him to be more
active, without explicitly addressing the issue. Try to explicitly follow up the
issue of inactivity, in order to test out whether the pros and cons that you lis-
ted were relevant.

• Find a client with whom you feel that boundaries are an issue. Reflect on the
ways in which they are being stretched, and on what has contributed to the
difficulties in maintaining more typical boundaries.

• If this chapter has raised issues for you, discuss them with your supervisor.

Further reading

Beck, A.T., Rush, A.J., Shaw, B.F., & Emery, G. (1979). Cognitive therapy of depression. New York:
Guilford Press.



This classic text describes clearly a style of therapeutic relationship which, as they say, facilitates ef-
fective treatment.

Gilbert, P., & Leahy, R. (Eds.). (2007). The therapeutic relationship in the cognitive behavioural psy-
chotherapies. Hove: Routledge.
The most comprehensive collection of CBT views on the therapeutic relationship.

Hays, P.A., & Iwamasa, G.Y. (Eds.). (2006). Culturally responsive cognitive behaviour therapy. Assess-
ment, practice and supervision. Washington, DC: American Psychological Association.
This book has detailed advice about working with different cultural groups. All of the examples are
American, but they give a good feel for the dimensions of difference.

Safran, J.D., & Segal, Z.V. (1990). Interpersonal process in cognitive therapy. New York: Basic Books.
An interesting book with interesting ideas about tackling difficulties in the therapeutic relationship.

Padesky, C.A., & Greenberger, D. (1995). Clinician’s guide to mind over mood. New York: Guilford
Press.
This book has some specific ideas on working with minority groups of different kinds.
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Assessment and Formulation

Central to the successful use of CBT is developing a formulation (sometimes known as a
case conceptualisation): an individualised picture that helps us to understand and explain
a client’s problems. This chapter describes the role of formulations, the assessment process
that is used to develop a formulation, how to construct formulations and some of the com-
mon pitfalls in this phase of treatment.

Formulation in CBT

Definitions and approaches differ, and there is no one ‘correct’ way of doing formulations
(see for example, Persons, 1989; Bruch & Bond, 1998; Butler, 1998; Kuyken, Padesky &
Dudley, 2009). However, most approaches share core features (Bieling & Kuyken, 2003).
Our working definition of a CBT formulation is therefore that a CBT formulation uses the
CBT model to develop:

• a description of the current problem(s);
• an account of why and how these problems might have developed;
• an analysis of the key maintaining processes hypothesised to keep the problems go-

ing.

Some of the benefits of making a formulation like this are:

• The formulation helps both client and therapist understand the problems, so that
what may present as a baffling collection of random symptoms moves from chaotic
confusion to something that makes sense. This process can begin to combat the de-
moralisation that is common in clients at initial presentation (and sometimes in ther-
apists, when faced with difficult and complex problems).

• The formulation acts as a bridge between CBT theories about problem development
and maintenance and the individual client’s experience. It is ‘the lynch pin that
holds theory and practice together’ (Butler, 1998). CBT theories are necessarily
pitched at a general level: they describe typical clients who have panic attacks, or
depression, or whatever; and they describe the processes involved in each disorder
in general terms and at a somewhat abstract level – as is appropriate for scientific



theories. But to apply those theories to an individual in a clinical setting, we need
to move from these generalisations to the specific experience of this person in front
of us. One important function of the formulation is to bridge this gap.

• The formulation provides a shared rationale and guide for the therapy which may
follow. If we have a reasonable understanding of the processes causing and main-
taining a client’s problems, then we can more easily see what interventions might
be useful to overcome those problems. A good formulation therefore makes it easy
to establish what therapy needs to do, at least in broad terms, and helps clients un-
derstand why particular strategies may be useful.

• The formulation begins the process of opening up new ways of thinking – a key
part of CBT – by giving clients a different way of understanding their symptoms.
Many clients come to the initial assessment with a view of their problems which
is either threatening, or self-critical, or both. For example, in OCD, clients often
see the fact that they have unpleasant thoughts as meaning that they must be evil
or immoral; or in health anxiety, they may see bodily symptoms as indicating that
they are seriously ill. The process of constructing a formulation can be a first step
in considering alternative views of the symptoms and can free clients to see differ-
ent ways of tackling them.

• Finally, the formulation can help the therapist to understand, or even predict, diffi-
culties in therapy or in the therapeutic relationship. For example, if low self-esteem
and self-critical thoughts are important elements in the formulation, we can predict
that this client may have difficulties in doing homework, because he will be worry-
ing about not doing it ‘well enough’ or worrying that the therapist will disapprove
of his thoughts. By taking account of such predictions from the formulation, we
may be able to avoid difficulties or manage them better.

Formulation: art or science?

Although the benefits described above might seem obvious, the scientific status of formula-
tion in CBT is actually far from clear. For example, there is a relative lack of research evid-
ence indicating whether formulations are reliable, i.e. whether different therapists agree on
a formulation for the same client (Bieling & Kuyken, 2003); and there is also little evid-
ence about whether treatment based on formulation is more effective than purely protocol-
driven therapy (i.e. therapy given in a standardised way so that all clients with a particular
problem get essentially the same treatment). In fact, there is one fascinating study which
suggests that behaviour therapy based on an individual formulation may sometimes res-
ult in worse outcomes than completely standardised therapy (Schulte, Kuenzel, Pepping &
Schulte, 1992), although another more recent study found some evidence of superiority for



CBT based on an individual formulation in bulimia nervosa (Ghaderi, 2006). It is not our
intention to explore these controversies in detail, but we think it is worth describing our
position on some of them.

First, as noted above, one of the roles of formulation is to act as a bridge between CBT
theories and the experience of an individual client. In fulfilling this role, it seems to us inev-
itable that the process of formulation lies somewhere in the no man’s land between science
and art (or at least craft). On the one hand, we are attempting to use empirically validated
and evidence-based CBT models, derived using scientific principles, to help our clients.
On the other hand, we have to apply these theories to the unique individuals with whom
we are working, and we therefore need to work with their idiosyncratic thoughts and feel-
ings. Such a process cannot be completely described in objective and generalisable terms:
the ideal formulation is not just ‘true’ in a scientific sense, it must also ‘make sense’ to the
client at the level of subjective meaning – and that is a task which involves as much craft
as science.

Second, even the most rigid treatment protocol needs some individualising: no treat-
ment manual can or should prescribe the therapist’s every word. There is, therefore, a need
to translate general guidelines into what is appropriate for this client at this time, which is
one of the roles of the formulation.

Finally, clinical practice inevitably brings us clients who do not ‘fit’ the protocols, cli-
ents for whom an intervention according to the protocol does not work, or clients for whom
there simply is no clearly recommended protocol (either from CBT or any other form of
treatment). In such cases, the only thing we can do – other than giving up – is to build an
individual formulation and develop a course of therapy based on that formulation.

Our view is, therefore, that CBT practitioners should start by assessing whether there
is some well-established treatment protocol which has been shown to be effective and, if
there is, then they should use that to inform the formulation and as a basis for treatment.
But they always need to apply the protocol within the framework of a formulation that can
guide its application to the individual client, and they also need to know when to leave the
protocols behind and develop an idiosyncratic treatment plan. An individual formulation is
the best tool we have for achieving both those ends.

Focus on maintenance processes

The main focus for CBT formulations and treatment plans is usually on current mainten-
ance processes. Several linked beliefs contribute to this focus:



• The processes that start a problem are not necessarily the same as the processes
that keep it going. Once a problem has begun, maintenance processes can take on
a life of their own and keep a problem going, even if the original cause has long
since disappeared.

• It is generally easier to get clear evidence about current processes than it is about
original causes, which may have happened many years ago.

• It is easier to change maintenance processes that are happening here and now than
to change developmental processes, which by definition are in the past. In any
case, if past events are indeed still having important effects, then they must be do-
ing so through some current psychological process.

Thus, the main focus of CBT, most of the time, tends to be on ‘the here and now’, and the
main focus of assessment and formulation tends to be the same. A client described the key
role of maintenance processes versus original causes to one of the authors thus:

Imagine you’re walking along a crumbly and unstable cliff-top. Whilst you’re walking near the edge, a
seagull flies down and lands near to your feet, and the weight of the seagull is enough to make the edge
of the cliff crumble. You fall over the edge, but you just manage to grab on to a branch 20 feet down, so
you’re left hanging there, clinging to the branch. Now if you’re dangling there, and you want to get out
of this situation and get safely back up to the top of the cliff … then it’s no use looking for the seagull!

A more prosaic analogy which makes the same point is that if you want to put out a fire
then you had better tackle what keeps it going – heat, fuel, oxygen, etc. – rather than look
for the match that started the fire.

This is not to say that history or development are irrelevant. We are talking about what
is usually the main focus of CBT, not about what is always the only focus. There are several
reasons why developmental history can be important.

• Information about the past is essential if one is to answer the question ‘How did I
get here?’, which is often important to clients. They want some understanding of
what led to their problems, and it is important to try to help them in that goal (al-
though not always possible in practice – sometimes the developmental causes of a
problem remain mysterious despite our best efforts).

• It may be useful to identify original causes in order to prevent their operating again
in the future. Following the analogy above, once the fire is out then it may well be
a good idea to find out where the match came from, so that we can avoid future
fires from the same cause.

• There are some difficulties where an important part of the problem is inherently
about the past. PTSD, or the consequences of childhood trauma, are obvious ex-



amples where it is clear that past events might need to be a focus of therapy. Anoth-
er area is ‘schema-focused’ therapy for people with personality disorders or other
complex problems. But even in these areas, the main focus is often on how the past
is operating in the present.

Thus, CBT assessment and therapy neither can nor should exclude the exploration of past
events and their implications, but the main focus of CBT is typically more biased towards
the present than the past, and towards specific examples rather than general rules.

The process of assessment

The aim of CBT assessment is primarily to arrive at a formulation which is agreed as sat-
isfactory by both client and therapist, and which will serve the purposes outlined above.1

Assessment within this framework is not a simple matter of ticking off a checklist of symp-
toms or completing a standard life history. Rather, it is an active and flexible process of
repeatedly building and testing hypotheses. Figure 4.1 illustrates this cycle.

The therapist is constantly trying to make sense of the information coming from the
client and building up tentative ideas about what processes might be important in the for-
mulation. Further assessment is then aimed at testing those hypotheses. If further evidence
seems to support the hypothesis, it may become part of the formulation; if not, then the
hypothesis will need to be modified and further evidence will be sought. This process con-
tinues until the therapist feels that there is enough of a formulation to begin discussing it
with the client. Eventually a working draft formulation is agreed. But even after that point,
further information that emerges during treatment may lead to modifications or additions
to the formulation. Most of the time such modifications will be minor ‘tweaks’, but some-
times new information will emerge that demands a significant reformulation of the prob-
lem.
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Figure 4.1 The process of assessment

Assessing current problems

In keeping with the centrality of maintenance processes in CBT, relatively more time tends
to be spent on exploring details of current experience than in some other approaches to



therapy. This is an aspect of CBT that beginning therapists often find uncomfortable, per-
haps partly because it involves an unfamiliar degree of structured questioning. Information
about history and problem development may be obtained from a fairly ordinary narrative.
However, the kind of information and level of detail about current problems that we need
for a CBT formulation cannot usually be obtained without careful, sometimes probing and
repetitive, questioning at interview (and perhaps from other sources of information as well,
as discussed in the next chapter). Of course it is crucial that you also pay attention to build-
ing rapport and a constructive therapeutic relationship (see below).

Problem description

The first step is to develop a description in the form of a problem list. Your aim is to get a
clear picture of the exact nature of the problem, at the level of specific patterns of thoughts,
behaviour, etc. Note that a problem in this sense is not a diagnostic label. Terms such as
‘depression’ or ‘social anxiety’ may be useful shorthand but are not enough in themselves
for our purposes. We need to be more specific and break presenting problems or diagnostic
labels into four ‘systems’, consisting of:

• Cognitions, i.e. words or images that go through the client’s mind when he has the
problem. A good question to get at these is: ‘What goes through your mind when
…?’ (for example ‘… when you’re feeling anxious’ or ‘… when you’re feeling
low’). It can also be useful to look out for changes of emotion during a session and
to ask: ‘What went through your mind just now?’ Such ‘hot thoughts’, i.e. thoughts
accessed whilst they are generating strong emotions, are often much more inform-
ative than thoughts reported in calm moments days or weeks later. Thought records
as part of homework can also be useful here. Remember that not all cognitions are
verbal, and it is always worth checking whether clients have upsetting mental im-
ages.

• Emotions or affect, i.e. the client’s emotional experience. It is not uncommon for
clients to have difficulty in distinguishing between thoughts and emotions. The
distinction is not helped by the fact that in English we often say ‘I feel that …’
when what we really mean is ‘I think that…’. A rule of thumb is that in general an
emotion can be at least crudely described in just one word: ‘depressed’, ‘anxious’,
‘angry’ and so on. If what he is trying to express needs significantly more than one
word – e.g. ‘I felt that I might have a heart attack’ – then it is probably a thought,
not an emotion.



• Behaviour, i.e. what the client does, actions that are outwardly visible. Useful
questions to ask are: ‘What do you now do because of the problem which you did
not used to do?’ (e.g. safety behaviours – see later); and, ‘What have you stopped
doing as a result of the problem?’ (e.g. avoidance of fear-provoking situations).

• Physiological changes or bodily symptoms, e.g. symptoms of autonomic arousal
in anxiety, such as increased heart rate, sweating, aches and pains, nausea, etc.; or
loss of sexual interest and appetite for food in depression.

A good strategy is to ask the client to go through the most recent occasion he can recall
when he experienced the problem symptoms. Having identified the time in question,
you then take the client through what happened, from moment to moment, starting with
whatever change he first noticed: perhaps a dip in mood, perhaps a worrying physiological
symptom, or perhaps a frightening thought. Elicit what happened in each of the four sys-
tems: ‘What went through your mind when that happened? How did it make you feel? Did
you notice any changes in bodily sensations? What did you do? And what was the next
thing that happened …’ and so on.

Triggers and modifying factors

Another area of questioning is to establish the factors currently affecting the problem, in
two areas:

• Triggers, i.e. what factors make the problem more or less likely to occur.
• Modifiers, i.e. what contextual factors make a difference to how severe the problem

is when it does occur.

As a simple example, a spider phobia by definition will be triggered by seeing a spider but
may also be triggered by seeing pictures of spiders, by seeing anything in the environment
that looks even vaguely like a spider, or even by the word ‘spider’ (some clients make up
different terms for spiders because the word itself is so distressing to them). When the pho-
bia is triggered by such situations, the severity of the fear is likely to be modified by other
factors: e.g. the spider’s size, its speed, how close it is to the person, whether he thinks he
can easily escape, and so on.



Be aware that many factors can operate as triggers or modifiers. Amongst those to con-
sider are:

• Situational variables. Are there specific situations, objects or places that make a
difference?

• Social/interpersonal variables. Are there particular people who make a difference?
The number of people around? Particular kinds of people?

• Cognitive variables. Are there particular kinds or topics of thought which tend to
trigger problems?

• Behavioural variables. Does the problem occur when the client or other people are
doing specific activities?

• Physiological variables. Is the problem affected by taking alcohol or drugs? Are
the problems more likely when the person is tense, tired or hungry? Does a wo-
man’s menstrual cycle affect the problem?

• Affective variables. Is a problem worse when the person is depressed, bored or up-
set? Some clients may react badly to any kind of strong emotion, even positive
emotion, because it makes them feel out of control.

Some clients will respond to this line of questioning by saying that they are always anxious
or depressed and nothing makes any difference. This is almost never true. Such a response
often arises because the client has become so distressed and overwhelmed by the problem
that he has lost the ability to ‘step outside’ and think about it objectively. Careful, gentle
questioning will usually bring out some factors that do make a difference. One question
that may begin to offer some clues is to ask the client what situation would be his worst
nightmare. By noting what dimensions the client uses to describe this worst situation, you
may get clues as to what variables are important. Another useful approach is to use self-
monitoring homework to spot differences that the client may not recall at interview.

Information about triggers and modifiers is useful in two ways. First, it starts to give
the therapist useful clues about possible beliefs and maintaining processes, by considering
what themes might lie behind the variables discovered. If someone is especially anxious
in situations where his behaviour might be observed by others, perhaps there is some ele-
ment of fear of negative evaluation; if he is particularly depressed when he perceives oth-
ers as rejecting him, perhaps there are some beliefs about being unlovable or unworthy.
These clues can then prompt further questions that can help to confirm or refute the ini-
tial guesses. Later chapters will give you ideas about the kind of beliefs that are frequently
found in different disorders.

The second benefit of this information is that it can be useful in treatment. It may be
helpful in identifying targets for treatment (e.g. if the client feels anxious in restaurants or



supermarkets, those might be areas he wants to work on); or in planning interventions (e.g.
when planning a behavioural experiment on what happens if the client panics, it is helpful
to know that he is more likely to panic in crowded shops and less likely to panic if accom-
panied by a trusted person).

Consequences

The last major area of the current problems is to look at what happens as a result of the
problems. This may be explored in four main aspects:

• What impact has the problem had on the client’s life? How has his life changed
because of the problem?

• How have important others (friends, family, doctors, work colleagues, etc.) respon-
ded to the problem?

• What coping strategies has he tried, and how successful has he been?
• Is he using either prescribed medication or other substances to help him cope?

The first question here is important to get a picture of what the client has lost (or, occasion-
ally, gained) as a result of having the problem. The next questions may give you important
clues about maintaining processes. Many maintaining processes arise from perfectly reas-
onable ‘common-sense’ attempts by the client or others to cope with the problem. Unfor-
tunately such responses may sometimes serve to maintain the problem. For instance, it is
almost a universal of human nature to avoid or escape from a situation perceived as threat-
ening – indeed, it is an entirely functional response in many situations (for example, if
threatened with physical attack). It just happens that escape and avoidance may also serve
to maintain unnecessary fears. Similarly, if your partner is worried about something and
asks for reassurance about it, then it is a perfectly natural reaction to give them the reas-
surance they want; again it is just an unfortunate fact that this can be at best ineffective
and at worst can exacerbate the problem. There are many other examples where such nat-
ural responses to a problem turn out to be unhelpful in the long run. Note that this is not
necessarily to suggest that either clients or other people are in any sense motivated (even
unconsciously) to keep the problem (see notes on possible problems, p. 93 below).

Another reason for exploring coping is that sometimes clients have developed quite
good coping strategies. With a bit of shaping up – perhaps being more consistent or taking
things further – these coping attempts can provide effective treatment strategies. It is al-
ways worth asking clients about what they think helps: often they have good ideas!



Maintaining processes

A crucial focus of assessment and formulation is trying to identify maintenance patterns,
i.e. the psychological processes that keep a problem going. These are often in the form of
vicious circles, or feedback loops: cycles in which the original thought, behaviour, affect-
ive or physiological response gives rise to effects that ultimately feed back to the original
symptom so as to maintain or even worsen it. In later chapters we will look at some of
the specific processes that CBT theories suggest may be important in different disorders.
In this section we summarise some of the most common vicious circles you will meet re-
peatedly in many different disorders. This should serve as a guide to some of the things to
look for during an assessment.

Figure 4.2 Safety behaviours

Safety behaviours

The concept of safety behaviour has assumed a central place in many current theories of
anxiety disorders since it was outlined by Salkovskis (1991). Anxious clients frequently
take steps to do something which they believe protects them from whatever threat it is that
they fear. For example, someone who fears collapsing in a supermarket may cling tightly
on to the shopping trolley so as not to fall over; someone who fears being seen as boring
and dislikeable may take care not to reveal anything about himself. People are endlessly
inventive, and no matter how many clients you see, they will still come up with safety be-
haviours that you have never met before. Although this kind of behaviour is easily under-



standable, it can have an unnoticed and unintended side effect. It blocks the threat beliefs
from being disconfirmed, because when nothing happens, the ‘lucky escape’ is attributed to
the success of the safety behaviour instead of resulting in a decreased perception of threat
(see Figure 4.2).

There are several popular stories that illustrate this concept to clients. One concerns a
man who comes across a friend standing in the street waving his arms up and down. When
he asks the friend what he is doing, the answer is, ‘Keeping the dragons away.’ ‘But there
are no dragons around here,’ the man replies. To which his friend says, ‘See, that’s how
well it works!’

Stories like this can naturally lead on to therapeutic strategies by helping clients to think
about how the dragon-fearing man might learn that actually there are no dragons. Most cli-
ents will easily come up with the answer that he needs to stop waving his arms so that he
can see that there are still no dragons. They can then be asked to consider whether that
might have any lessons for their own problems and thus build on the formulation (see also
Chapters 13 and 14 on anxiety disorders).

Figure 4.3 Escape/avoidance

Escape/avoidance

Avoidance (or escape) can be considered as a particularly common form of safety beha-
viour. However, it is worth identifying avoidance separately, partly because of its near-uni-
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versal prevalence in anxiety problems and partly because its unhelpfulness is immediately
clear to clients in a way other safety behaviours may not be. This is perhaps because the
notion is part of ‘folk psychology’, as shown in the advice that if you fall off a horse, the
best thing to do is to get straight back on it (see Figure 4.3).

Note that avoidance is not necessarily as obvious as running away when one meets an
anxiety-provoking situation. For example, someone who gets anxious in social situations
might accurately report that he does not avoid such situations. However, careful explora-
tion might reveal that although he talks to people, he never looks them in the eyes, or he
never talks about himself. In other words, there is more subtle avoidance despite the lack
of obvious avoidance.

Figure 4.4 Reduction of activity

Reduction of activity

This maintaining process, illustrated in Figure 4.4, is as common in depression as avoid-
ance is in anxiety. Low mood leads to reduced activity, which then leads to the loss of most
of what used to give positive feelings of pleasure, achievement or social acceptance. Lack
of positive rewards in turn maintains low mood.
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Catastrophic misinterpretation

Originally conceived by Clark (1986) as the central cognitive process in panic disorder, this
cycle (Figure 4.5) can also be important in clients with other problems such as health anxi-
ety or OCD. The central idea is that bodily or cognitive changes – most often symptoms
caused by anxiety, such as increased heart rate, breathing difficulties or other signs of auto-
nomic arousal – are interpreted as indicating some immediate and serious threat: that I am
about to have a heart attack, or a stroke, or that I am ‘going mad’. Naturally enough, such
a thought causes yet more anxiety, and hence more symptoms, which seems to confirm the
imminent threat … and so it goes round.

Figure 4.5 Catastrophic misinterpretation

Scanning or hypervigilance

This process is common in health anxiety and is also seen in other problems such as PTSD.
Figure 4.6 shows how the worry that one might have a serious illness leads to scanning or
checking for the symptoms that one believes indicate the illness. This scanning, and the
increased salience of the symptoms due to their significance for health, leads one to notice
what may actually be perfectly normal bodily symptoms. Those symptoms are then inter-
preted as confirmation of one’s fears. In some cases, the checking behaviour may even pro-
duce worrying symptoms. For example, a client who feared that her throat would close up
and she would choke would frequently and strenuously try to clear her throat with a loud

C:\Users\John\AppData\Local\Temp\don71D3\text\part0010_split_001.html#figure4-5
C:\Users\John\AppData\Local\Temp\don71D3\text\part0010_split_001.html#figure4-6


‘Ahem’. As a result, she produced unpleasant feelings in her throat, which she then took as
confirmation that there was indeed something wrong.

A useful metaphor to illustrate this kind of process is to ask clients to remember a time
when they have been thinking about buying a particular model of car. They may have no-
ticed that at such times it seemed as if suddenly the roads were absolutely full of that kind
of car. What can we make of this? Most clients will readily concede that it is unlikely that
the owners’ club for that particular car has decided to follow them around. Those cars were
actually always there, it’s just that they were not noticed until they became important. Now
that they have become important, they see them everywhere.

Figure 4.6 Scanning or hypervigilance

Self-fulfilling prophesies

This refers to a process through which people with negative beliefs about others’ attitudes
towards them may elicit reactions that appear to confirm those beliefs. Figure 4.7 illustrates
this process for two examples: socially anxious and hostile behaviour. In the first case, the
expectation of rejection by others leads to withdrawing from social interactions: e.g. de-
clining invitations to social events, or not joining in attempts at conversation. Over time
this behaviour may lead to others ceasing to make such social approaches – which of course
serves to prove to the person that other people do not like them.
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A similar pattern can be seen in some forms of hostile or aggressive behaviour. The
expectation of hostility from others can lead to aggressive behaviour, for example in order
to show that one is not to be intimidated. The aggression may then elicit hostile behaviour
from others, thus confirming one’s prediction of hostility.

Performance anxiety

This pattern (Figure 4.8) is common in social anxiety, in male erectile dysfunction and in
some less common problems such as people who are unable to urinate in public toilets
(paruresis or ‘shy bladder syndrome’). Worry that one is not going to be able to perform
‘adequately’ (talk coherently, or maintain an erection, or urinate) leads to anxiety, which
in turn may indeed disrupt performance, resulting in hesitant speech, erectile difficulties,
inhibition of bladder release, etc. This, of course, strengthens the negative beliefs about
performance.

Figure 4.7 Self-fulfilling prophesies
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Figure 4.8 Performance anxiety

Figure 4.9 Fear of fear

Fear of fear

Although apparently simple, fear of fear can be difficult to treat. This process, illustrated in
Figure 4.9, arises when people find the experience of anxiety itself so aversive that they de-
velop anticipatory fears about becoming anxious again. These fears then produce the very
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anxiety of which they are afraid. The difficulty in treatment stems from the fact that this
cycle can become so detached from outside influences that there is nothing tangible to fo-
cus on: some clients are unable to say much more than that they find the anxiety intolerable.
Sometimes, however, you will be able to find an external feared consequence – perhaps
that anxiety will result in madness or a physical problem. Such external consequences can
give you a way in, for example by doing behavioural experiments to test the reality of these
feared consequences (see Chapter 9).

Perfectionism

A common pattern in clients with negative beliefs about their own capacity or worth is the
cycle involving perfectionism shown in Figure 4.10. The desire to prove oneself not com-
pletely worthless or incapable results in such high standards that one can never meet them
consistently, and, therefore, the sense of worthlessness is maintained rather than reduced.

Figure 4.10 Perfectionism
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Figure 4.11 Short-term reward

Short-term rewards

We end with one of the most basic maintaining processes, going right back to the days of
learning theory and operant conditioning. Figure 4.11 shows the process of behaviour be-
ing maintained by rewarding short-term consequences, despite negative longer-term con-
sequences. This process occurs because humans – indeed, all animals – have evolved to be
more strongly shaped in their behaviour by short-term consequences than long-term ones.

The importance of this process is obvious in many problems such as substance abuse,
some forms of eating disorder, aggressive behaviour, escape and avoidance behaviour and
so on.

Note that all the above cycles are intended as general outlines of possible processes, not
universal laws: use them as ways to start your thinking and adapt them as necessary for an
individual client.

Assessing past history and problem development

Having considered common current maintenance patterns, we move on to looking at the
past: the client’s history and the development of the problem. This part of the assessment
aims to identify vulnerability factors, precipitating factors and modifying factors.

C:\Users\John\AppData\Local\Temp\don71D3\text\part0010_split_001.html#figure4-11


Vulnerability factors

Under this heading, we are looking for anything in the person’s history which might have
made him vulnerable to developing a problem, but which does not by itself necessarily
mean that he will develop a problem. For example, we know from Brown and Harris’s clas-
sic work (1978) that factors such as the loss of a parent in childhood make a person vul-
nerable to depression, but that does not mean that everyone who has lost a parent will in-
evitably become depressed. For depression to develop, other events need to come into play
(in Brown and Harris’s model, ‘severe life events’ – or what we have called ‘precipitants’
below).

In CBT terms, the main factor believed to contribute to such vulnerability is the devel-
opment of particular beliefs, either in the form of assumptions or core beliefs (see Chapter
1). A multitude of such beliefs may be relevant, and their exact form is highly idiosyncratic
to particular clients, but common examples are: ‘I must succeed at everything I do’; ‘If you
are nice to others then they ought to be nice to you’; ‘I can only cope with life if I have
a partner to help me’; or ‘I am worthless’. Although a pervasive sense of worthlessness is
fairly obviously unhelpful, many of these beliefs may enable a person to function well for
long periods of time. It is only when they come up against some situation that resonates
with the belief in an unhelpful way that problems may result: in the above examples, when
they do not succeed, or do not get the respect they crave, or do not have a partner. Later
chapters will look at some beliefs commonly thought to be linked to particular problems.

Precipitants

The events or situations that actually provoke the onset of a problem are known as the
precipitants. In the standard cognitive-therapy model they are also known as ‘critical in-
cidents’. Precipitants are factors that seem to be closely associated with the actual onset
of a problem or with a significant worsening of a long-standing problem. Although there
may be a single significant event which precipitates a problem (perhaps most obviously in
PTSD), it is often the case that there is no single event, but rather a series of more minor
stresses, any one of which the person might have coped with, but which overwhelm the in-
dividual when they occur together in a relatively brief time. When there is a single event,
other than major trauma leading to PTSD, then we often find that the event in some sense
‘matches’ a pre-existing belief: for example, the person who feels it is essential to be in a
relationship loses an important relationship, or the person who believes he must always be
coping and in control comes up against something uncontrollable.
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People sometimes get confused between precipitants (which provoke the onset of a
problem, as defined above) and triggers (which trigger a problem now, as described above
on p. 70). Both refer to factors that provoke a problem, but the differences are:

• precipitants happened by definition in the past, whilst triggers are continuing to
operate in the present;

• precipitants typically happened once, or at least a limited number of times, whilst
triggers can happen many times per day.

So, for example, think about someone who has developed a fear of driving in cars. Then
the precipitant for this fear might have been having a car crash, or a near miss, five years
ago: the precipitant happened once, and it happened in the past. On the other hand their fear
may now be triggered any time they have to go in a car, and perhaps also when they see TV
programmes or other media showing ‘dangerous’ driving: the triggers are happening now,
and they may happen relatively frequently.

Modifiers

Just as we look for modifying factors in the current problems, so it may also be useful
to look at modifying factors across time. Clients often report that the problems have just
slowly grown worse, but sometimes careful exploration reveals that there have been times
of improvement or of rapid worsening. Common modifying factors include changes in re-
lationships; major role transitions such as leaving home, getting married or having one’s
children leave home; and changes in responsibilities such as a promotion at work or having
a child.

The order of assessment components

In what order should you explore these different aspects of the client’s problems? We do
not believe there is any one ‘right’ way of doing this, for the simple reason that both cli-
ents and therapists vary. Some clients have little idea of what to expect from a psycholo-
gical assessment and no strong preferences about how to proceed and are happy to follow a
structure largely set by the therapist. Other clients may be set on telling their story in chro-
nological order, from birth to the present day. Yet others may at first want nothing more
than a space to express their distress. Therapists need to be responsive to these differences.



That said, all other things being equal, our preference is to begin an assessment by ex-
ploring the current problems. Starting here is relatively easy for most clients, and it helps to
orient the therapist in later stages of the assessment. You know quite a bit about the problem
and, therefore, have some hypotheses about what kind of area may be important to explore
when looking at problem development and personal history.

At first, you may prefer to take a structured approach to assessment, keeping the focus
fairly tightly on one area at a time. Later on, as you gain experience and the structure be-
comes second nature, you may find that you can ‘loosen up’ and allow the conversation
to wander around more, whilst still retaining in your mind the structure and how different
aspects of the problem fit together.

‘Non-specific’ factors and the therapeutic relationship

We noted in Chapter 3 that one of the common myths about CBT is that it has little interest
in the therapeutic relationship, and we hope it is clear that this is not true. Whilst CBT does
not generally give the therapeutic relationship a central curative role, it still regards the re-
lationship as an essential vehicle for change. This is particularly important during the as-
sessment, when that relationship is being established. Although we have talked about some
of the technical aspects of assessment, we want to make it clear that paying attention to
the human relationship between client and therapist is just as important – indeed, probably
even more important. If you forget to ask a particular question you can always come back
to it later, whereas if you fail to respond with warmth and humanity to your clients, they
may not come back at all! It is therefore crucial not to get so absorbed in the pursuit of in-
formation that you stop genuinely listening to what the client is saying or fail to notice and
respond to distress.

Newcomers to CBT sometimes worry that asking the number of questions that a CBT
assessment demands must automatically mean that the client feels harassed and intruded
upon. Our experience is that this is not usually so. If questions are asked with warmth and
empathy, in a genuine spirit of curiosity and desire to understand, most clients will see the
assessment as a positive experience with someone who is interested in, and wants to under-
stand, their way of looking at the world.

A good technique, throughout therapy but perhaps especially during assessment, is to
pause frequently to summarise your understanding of what the client has told you and to
ask for their feedback on whether you have got it right. This has several benefits. It gives
you time to reflect and to think about where to go next. It helps reduce the risk of mis-
understanding, by giving the client a chance to correct differences between your summary
and what they meant to convey. And the request for feedback conveys the message that the
client is an active partner and that the therapist is not necessarily all-wise and all-knowing.
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Making formulations

Not too fast; not too slow

The process of assessment and formulation is worth spending time on, because developing
a good formulation will pay dividends in more efficient and focused therapy. But how
much time? You may feel two opposing pressures. Sometimes, there is an urge to ‘get stuck
in’ and get into treatment as quickly as possible. On the other hand, therapists sometimes
feel that they cannot come up with a satisfactory formulation until they know absolutely
everything about their client’s history, from the moment of birth to the present day. The
best answer is probably somewhere in the middle.

In general we would recommend a two-session assessment, at least until you are fa-
miliar with the CBT approach. In the first session, aim to get as much as you can of the
necessary information. You then have the time between sessions to try to make sense of the
information and develop a formulation. Trying to construct a formulation will very quickly
highlight any important gaps in the assessment. You can then go into the second session
with a clear idea of what else you need to know and, in most cases, develop the formula-
tion in discussion with the client by the end of the second session. This is not a hard and
fast rule. In some cases, perhaps with very complex problems or with clients with whom
you find it difficult to form a relationship, the process of assessment may take longer. On
the other hand, as you become more experienced in CBT you will probably find that with
clients with straightforward problems you can develop at least a rough formulation within
one session. But the two-session approach works well for most beginners most of the time.

Diagrams

The best way of communicating formulations is through diagrams rather than words. There
are two common approaches to drawing formulations. Many CBT therapists have a white-
board in their office and use this to draw up formulations. Others just draw them onto pa-
per. The whiteboard has the advantage of being larger and therefore easier to see and also
easier to rub out as changes are made. On the other hand, doing the formulation on paper
means that it is easier to make a photocopy for the client to take away.



In either case, it is helpful to make the process of drawing up a formulation as collab-
orative as possible. Don’t just produce a beautiful formulation like a rabbit out of a hat.
Involve your client in the process, asking him what should go where: ‘From what we have
discussed so far, what do you think might have led to the problem starting?’, ‘What do you
think the effect is when you do that?’, and so on. Kuyken et al.’s (2009) book is a really
useful source of ideas about what they term ‘collaborative case conceptualisation’.

Figure 4.12 shows a possible template for formulations. This is not meant to be pre-
scriptive. There are many different ways of showing formulations, and you will probably
develop your own style. This is just one possible approach, which does at least give a clear
picture of the most important elements in any formulation.

An alternative template that is sometimes useful is what is known as a ‘vicious flower’
model, in which the central core and the various maintenance processes look a bit like a
flower with petals – hence the name (Salkovskis, Warwick & Deale, 2003; Butler, Fen-
nell & Hackmann, 2008: 78–80). This model is particularly useful when there is some core
concern that drives several different vicious circle maintenance processes; the model al-
lows you to draw together different aspects of a complex problem in a way that facilitates
movement back and forth between the more generalised core problems and the specific ex-
amples of how the problem shows itself (see Figure 4.13 for an example). Moorey (2010)
has also recently presented a useful vicious flower model aimed at conceptualising the key
processes in depression.

Sample formulation

Figure 4.14 shows an example of a formulation for a client who presented with a fear of
becoming incontinent of faeces whilst driving. This had led to his being unable to drive
more than a mile or two from home. That was just far enough for him to continue to get to
work but was only achieved by plotting an intricate route that kept him in easy reach of a
public toilet. The relevant information summarised in the formulation is as follows.
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Figure 4.12 A template formulation



Figure 4.13 Example of ‘vicious flower’ formulation

Vulnerability

Two factors seemed important. First, that he had been brought up in a family where bowel
functioning was of more than average concern: in his words, his family were ‘obsessed by
bowels’. He recalled that as a child he would be asked every day whether he had opened
his bowels and, if he had not, he would be given laxative medication.

Second, and probably more important, he recalled with some distress an incident when
he was 11 or 12 years old when, whilst he had a stomach bug, he had in fact been incon-
tinent on the school bus on the way home. Not surprisingly, he remembered this as an ex-
tremely shameful and humiliating experience.



Beliefs

It was hypothesised that these earlier experiences had led to beliefs that his bowels were
liable to malfunction, and that, if they did, the results could be catastrophic. Perhaps related
to this, he reported that he had always felt a slight association between bowels and anxiety:
when he felt anxious, he would tend to want to go to the toilet, and when he felt an urge to
open his bowels, there was some degree of anxiety.



Figure 4.14 An example formulation

Precipitants

This client’s history is an interesting illustration of the earlier point about the ‘fit’ between
precipitants and pre-existing beliefs. Some years before the incident that started the
presenting problem, this client had suffered what would seem a far more ‘traumatic’ exper-
ience, when he had hit someone in his car and the person had died as a result. The accident
was not his fault – the other person had run out into the road in front of him and he had had
no chance to avoid them – but nevertheless it was obviously upsetting. However, despite
significant temporary distress, it did not lead to persisting problems.

What did lead to the presenting problem seems a much more trivial incident, but be-
cause it linked with his beliefs, it proved more powerful as a precipitant. The incident oc-
curred at a time when he was under a great deal of stress at work, due to conflict within
the company. During this time, whilst driving to work and feeling a bit under the weather,
he had a sudden urge to open his bowels and he became very anxious that he would lose
control. Nothing disastrous actually happened. He found a place to pull over, went behind
a hedge and then carried on driving to work. However, this immediately led to further anxi-
ety, which increased steadily over the next few months.

The problems

He became anxious at the thought of driving more than a short distance from home (emo-
tion). He had typical anxiety symptoms, including increased heart rate, muscle tension,
feeling hot and so on, but particularly an unsettled stomach (physiology). He believed that
if he did not reach a toilet within a few minutes of getting an urge to open his bowels, he
would lose control (cognition). He avoided driving almost entirely except for getting to
work and coped with that only by his safety behaviour of staying within range of public
toilets. He also focused a great deal of attention on his bowel, checking both before and
during any journey whether he needed to go to the toilet and always trying to open his
bowels before he set off (behaviour).

Maintenance

Three main maintenance processes were identified. First, his avoidance of driving outside
‘safe’ areas was a safety behaviour that blocked any testing of his beliefs about his lack of
control of his bowels. Second, his anxiety created bowel symptoms that were interpreted



as proof of lack of control. And, finally, his constant checking of his bowels constituted
‘scanning’, which led to his noting bowel sensations that were actually perfectly normal.

Suitability for CBT

A common question from beginning therapists is: ‘Who is “suitable for CBT?”’ The truth
is that there is not much solid evidence about how we should match clients to therapies –
whether CBT or any other therapy. Safran and colleagues developed a set of criteria that
have been widely discussed, and two studies have found that these predict better outcome
in short-term CBT (Safran, Segal, Vallis, Shaw & Samstag, 1993; Myhr, Talbot, Annable
& Pinard, 2007). A client will do better (on average) if he:

• can access NATs in session;
• is aware of, and can differentiate, different emotions;
• relates well to the cognitive model;
• accepts responsibility for change;
• can form a good collaborative therapeutic alliance (using evidence from previous

relationships);
• has problems of relatively acute onset and history;
• does not show unhelpful ‘security operations’, i.e. attempts to control anxiety to

such a degree that therapy is difficult;
• shows ability to work on one issue at a time in a relatively focused way;
• is reasonably optimistic about therapy.

However, these factors are not well established and the strength of the association with out-
come is not great, so use them as a guide rather than a rigid set of criteria. Furthermore,
they were devised to assess suitability for short-term CBT – one may be able to overcome
less positive factors in longer-term work.

Faced with the lack of evidence about suitability, many therapists offer clients a trial
period – perhaps five or six sessions – during which both client and therapist can evaluate
how well CBT fits for this individual. Although five or six sessions may not be long enough
to resolve the client’s problems, it usually is long enough to get an idea of whether CBT
seems to be useful. If it is, then the therapy can continue. If not, you can consider other
treatment plans. Of course, the decision to discontinue treatment needs thoughtful discus-
sion so as to avoid upset to the client as far as possible.



Possible problems during assessment

As previously noted, a common difficulty for beginners in CBT is getting sufficient de-
tailed information about the problems. This may be due to therapist or client difficulties.

Problems for the therapist

For therapists, the difficulty may lie partly in not yet knowing what information is im-
portant. With more experience with a range of psychological problems, you will develop a
sense of what areas are likely to be important in particular problems. You should also read
about CBT models, so that you know what theorists see as important (we hope that the rest
of this book will help!). One of the skills that experienced therapists demonstrate is not so
much always asking the right questions but recognising quickly when they are asking the
wrong question and rapidly moving on to try a different angle.

It is important to try to feel your way between giving up too easily and persisting too
long. In most cases, if your client is not managing to tell you much about an area of ques-
tioning, it is worth persisting for at least a while and trying different approaches. Clients
often find one question easier to answer than another, and what initially seems a totally
fruitless line of enquiry may suddenly open up in a more productive way. However, do not
be so persistent that the client feels as if it is an interrogation rather than an assessment!
In general, our experience is that when you are first learning it is worth persisting slightly
beyond the point that feels completely comfortable to you; it will usually be acceptable to
the client.

Problems for the client

For clients, there may be several difficulties that make it hard for them to answer your ques-
tions. In any particular case, it is important to understand what is causing the difficulty, but
there are two common classes: those where the client genuinely does not know the answer
to your question; and those where he does know, but is reluctant to answer.

Common reasons for clients not knowing the answers include:

• The client has become so used to the problem (or so demoralised by it) that he no
longer notices the factors you are trying to assess. Often, further gentle question-
ing can begin to elicit variations and thus reveal more information. Another useful
technique is self-monitoring (see Chapter 5), either done close to the time of emo-
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tional upsets so as to increase the accessibility of thoughts or done hourly to pick
up variations in mood.

• Avoidance or other safety behaviours have become so widespread or so effective
that the client no longer experiences negative thoughts and thus cannot report
them. A useful metaphor for understanding this is the reaction of an experienced
driver seeing a red traffic light. He would not consciously think ‘I had better stop,
because if I don’t a car coming the other way might crash into me, and that would
be very unpleasant’. He would just automatically brake on seeing the red light. On
the other hand, if he put his foot on the brake and nothing happened, then his negat-
ive thoughts and emotions would be easily accessible! A useful strategy, therefore,
can be to try a small behavioural experiment (see Chapter 9), used as an assess-
ment strategy. If the client is willing to see what happens if he does not avoid or
does not perform his usual safety behaviour, then the thoughts and emotions are
likely to become much more apparent.

• The client is amongst that small proportion of people who simply find it very dif-
ficult to access or report thoughts and emotions. Some people get better with prac-
tice, so it is worth persisting for a while, for example via homework, as above. A
few people never do get comfortable with thoughts and feelings. In such cases, a
more traditional behavioural approach may prove more fruitful.

Examples of knowing the answers but being reluctant to report them, include:

• Fear of the therapist’s reactions. For instance, the client may think that you will
disapprove of his thoughts or behaviour, or find his symptoms ‘silly’, or laugh at
him. Always try to discover the reason for the client’s reluctance before trying to
do anything about it. Most clients will be able gradually to talk about the obstruct-
ing thoughts, even if they do not yet feel able to talk about the original thoughts
themselves. It may also be helpful to offer the client suggestions about the kind of
worries other clients have reported, so that he realises that the therapist has heard
this kind of thing before (but without putting words into the client’s mouth).

• Other feared consequences of reporting the symptoms openly. A client may fear he
will be diagnosed as ‘mad’ and locked away, or a client may think that the ther-
apist will contact the police or social services and have her arrested or have her
children taken away. With some problems there may be quite idiosyncratic fears.
Some people with obsessive-compulsive problems report fearing that their protect-
ive rituals, particularly those involving ‘magical thinking’, will no longer work if
they reveal the full details, thus putting themselves or others at serious risk. Again,
it can be helpful to offer clients examples of common fears and also perhaps to cla-
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rify the differences between different kinds of mental-health problem (for example
that OCD is different to schizophrenia).

Possible problems in making formulations

Effect is not purpose

It is important to avoid the assumption that clients or their relatives necessarily intend (even
unconsciously) the consequences of their behaviour. The fact that one of the effects of an
agoraphobic client’s behaviour is that her husband always has to accompany her does not
by itself prove that she is behaving like that in order to have her husband always with her.
Similarly, an obsessional client’s husband reassuring her in a way that seems to maintain
the problem does not show that he is doing that in order to keep her obsessional. This is
not to say that such motivation (sometimes called secondary gain) does not exist; just that
it is not universal. Some independent evidence is needed, beyond the mere effect, to show
that it is important in any particular case. Freud himself is supposed to have said in relation
to Freudian symbolism, ‘Sometimes a cigar is just a cigar.’ We might perhaps extend this
to ‘Most of the time a cigar is just a cigar.’ Most clients and their families want to get rid of
their problems: they just get trapped in patterns of thought and behaviour that do not help
them to achieve that goal.

Censoring the formulation

Therapists sometimes ask whether there is any element of a formulation that should not be
shared with the client. As a general rule, the answer is ‘No’. As part of the collaborative
approach of CBT, the formulation should be open. A possible, but rare, exception to this
is if the full formulation would contain some element that might threaten the therapeutic
relationship. Discussions about the formulation will typically happen fairly early on in the
relationship, when there may not yet be sufficient trust and confidence to contain conflicts.
An obvious example would be if you thought you had sufficient evidence to assume sec-
ondary gain as part of the formulation (see above). Even with strong evidence for that kind
of process, the client might be offended by such a suggestion early on in therapy. It might
be wise not to make it part of the formulation until the relationship has strengthened and
such issues can be openly discussed.



Spaghetti junction

It is not necessary for a working formulation to contain every piece of information you have
about a client. Including too much in a formulation can result in a nightmare of criss-cross-
ing lines and boxes that is confusing rather than clarifying. Remember, the aim of the for-
mulation is to make sense of the information gathered from the client and to explain the key
processes involved. A degree of filtering and simplification is necessary and desirable to
make the formulation reasonably easy for both client and therapist to grasp. A good motto
is the saying attributed to Einstein: ‘Everything should be made as simple as possible – but
no simpler.’

Tunnel vision

Sometimes we may fix too early on a hypothesis and then get ‘stuck’, only paying attention
to information that confirms the hypothesis and not looking for other information (Kuyken,
2006). It is important to remember that in order to test a hypothesis adequately, we have to
look for evidence that would refute that hypothesis, not just evidence that supports it.

We can also sometimes try to force clients into fitting the formulation, rather than mak-
ing the formulation fit the client. It is crucial that you are responsive to what clients tell you
and that the formulation is idiosyncratic to your client.

Formulations need to make sense

A common problem is a formulation that has boxes and interlinking arrows that look fine
but which, and on closer examination, make no logical sense. This can happen as a result
of careless use of the simple four-systems diagram sometimes called the ‘hot cross bun’
(Padesky & Mooney, 1990: see Figure 4.15).

Although this model is popular and can be very useful as a simple reminder of the mul-
tiple interconnections between the four systems, it needs to be made more specific if it is
to form the basis of a useful formulation. Used without enough consideration, it can lead to
lumping together miscellaneous thoughts in one box; putting equally disparate piles of be-
haviours, emotions and bodily changes in other boxes; drawing arrows between the boxes;
and then sitting back, satisfied that the problems have been explained. But they have not,
because the arrows do not represent any comprehensible process. Instead of being specif-
ic about what behaviour is linked to what thought or what emotion, we just have one big
arrow linking all thoughts to all behaviours, all emotions, and so on. Although each one
of these links might make sense when taken individually, they make no sense at all when
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they are all lumped together. As a result, the therapist (not to mention the client) is likely to
struggle to explain how these supposed links operate.

Always think critically about your formulations and ask yourself what psychological
process the arrows and boxes represent. Make sure you can explain how a thought in one
box leads to a behaviour in another box, or how that behaviour has an effect on a specific
belief. In short, make sure your formulations make sense.

Figure 4.15 The hot cross bun

Formulations need to be used

It may seem obvious that a formulation cannot help if it is not used, but it can be forgotten.
Having constructed the formulation, therapists sometimes file it away as a task completed
and never think about it again. Remember that the point of the formulation is to guide both
therapist and client throughout treatment. Try to get into the habit of referring back to the
formulation frequently: ‘How does this experience fit with the formulation?’; ‘What would
our formulation suggest might be a good way forward here?’; ‘Is this work [in session or
as homework] going to make a difference to an important maintaining process?’

Core beliefs and schemata

Finally, a note of caution about the transition from the formulation to treatment plans. There
is sometimes a belief that if your formulation contains core beliefs or schemata, then (a)
those must be the primary targets for treatment, because they are more ‘fundamental’ or



‘deeper’ than NATs or behaviour; and (b) you should therefore begin by modifying them.
This is rarely true. Core beliefs and schemata are certainly broader in their applicability
than a typical NAT, but that does not necessarily render them more important or more fun-
damental and certainly does not imply that working with negative thoughts and behaviours
is ‘superficial’. On the contrary, almost all the evidence currently available for the effect-
iveness of CBT is based on working primarily at the level of specific automatic thoughts
and their associated behaviours. There is also evidence that working at that level actually
results in changes at the wider belief level as well (see, for example, the fascinating ‘dis-
mantling’ study of Jacobson et al., 1996). Our approach is to keep things as simple as pos-
sible and work with more general beliefs and assumptions only when it is clearly necessary
because we have got as far as we can with more specific thoughts and behaviours.

Summary

• CBT formulations aim to provide a concise description of the key features of a
problem, how it got started and what keeps it going.

• CBT assessments are used to gather the information for, and test out the key hy-
potheses of, a CBT formulation, so that we end up with a model that is based on
evidence and makes sense to both client and therapist.

• The formulation should, whenever possible, be based on an established treatment
model that has an evidence base for its efficacy; when patients do not easily fit an
established model then you need to develop a formulation by applying basic CBT
theory to your individual client.

• CBT formulations mainly (but not exclusively) focus on the current maintenance
processes. As well as helping both client and therapist to understand the important
processes, they provide the foundation for treatment plans (which will typically
aim to disrupt the identified maintenance processes).

• Formulations can take different forms, but are often in the form of diagrams, so as
to make clear the ‘vicious circle’ maintenance processes.

Learning exercises

Review and reflection:



• What do you make of the comparative lack of research evidence to show that
formulation-based therapy has any advantage over completely standardised
therapy? Does this mean we should give up formulations, or does it show that
the research up to now is too limited? How could we find out more about the
scientific status of formulation?

• What kind of evidence is needed for one to conclude that ‘secondary gain’ is
operating in a particular case? If there is such evidence, how would you go
about discussing it with your client?

Taking it forward:

• Try to draw up a formulation diagram for a couple of your clients and see
how far you can get. What problems do you run into? How could you over-
come those problems?

• Take these formulations to supervision and discuss with your supervisor how
well they work and what you could do to test out whether they are accurate.

• Practise drawing up formulation collaboratively with your clients and elicit-
ing their reactions. Do any of your clients find the formulation unhelpful? If
so, in what way?

Further reading

Grant, A., Townend, M., & Mill, J. (2009). Assessment and case formulation in cognitive behavioural
therapy. London: Sage.
Contains interesting discussions of some of the key theoretical and empirical controversies around case
formulation, but also has fascinating extended accounts of individual clients and their formulations.

Kuyken, W., Padesky, C., & Dudley, R. (2009). Collaborative case conceptualization. New York: Guil-
ford Press.
A creative and inspiring book on different kinds of case conceptualisation (i.e. formulation in our
terms) and how to use them collaboratively with clients through all stages of therapy.



1Of course, in many service contexts an assessment may have other, more generic, purposes as well, such as
risk assessment, establishing urgency, or screening for particular treatments. However, we shall not consider
such assessments further here.
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Measurement in CBT

Introduction

We have already discussed the commitment within CBT to an empirical approach in es-
tablishing the effects of treatment, both for groups of clients and for individual cases, and
this issue will be considered in more detail in Chapter 18. This chapter will describe how
to translate this empirical approach into action with individual clients. We will look at how
measurement can be used to increase your understanding of problems at the assessment
stage and during subsequent treatment. We will also consider why it is worthwhile using
measures in this way, how to devise them and will give examples of the kinds of measures
that might be useful.

The empirical nature of CBT

From the start, we want to encourage the client to view treatment as an experiment, in which
thoughts, feelings and behaviour, and the relationships between them, can be investigated
during both assessment and treatment.

Assessment and formulation

At assessment, it is helpful to ask the client to collect data about the nature of the problem, to
supplement and fine-tune what he reports in the assessment interview. Such data may con-
tribute to two main goals.

1. To help elaborate the formulation: e.g. it may be helpful to look at triggers for par-
ticular thoughts, feelings or behaviours, and how these relate to each other, so that
tentative ideas about a formulation can be explored further.

2. To provide a baseline against which the problem can be compared in the future: for
example, measuring the frequency or severity of the problem.

A depressed client believed that she was ruining her children’s lives by continually ‘going on’ at them,
shouting inappropriately and being unable to regain control once she had ‘lost it’. She agreed that it
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would be useful to keep a diary to find out how frequently this occurred, and when it happened (see
Figure 5.1). The main thing that she learned at this stage was that in fact she did it rarely, only twice in
a week. This was very helpful information, as she saw herself as always angry and nagging, presum-
ably as a result of noticing and then remembering situations that were consistent with her belief about
herself.

Figure 5.1 Rating scale for how often a woman ‘lost it’ with her children, and what triggered it (‘los-
ing it’ meant shouting for more than a minute)

During and at the end of treatment

Once the client has a good description of the problem, what triggers and maintains it, he
can begin to try out new ways of behaving, thinking and interacting and then assess what
effect this has on the problem. Regular measures allow both client and therapist to evaluate
the impact of interventions. It is particularly important to gather data at the end of treatment
so that overall progress can be assessed.

A client with OCD recorded how long it took her to leave her house if she planned to go out, and how
long it took her to get away from work at the end of the day. As she introduced response prevention into
a number of tasks (see Chapter 14), she could clearly see the effect of this intervention on the length of
time it took her to leave home and work (see Figure 5.2).
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Figure 5.2 Length of time spent leaving places when disrupting OCD rituals

To take another example of evaluating treatment changes:

A man who was very anxious away from home realised that arriving early for trains was a safety be-
haviour when travelling. It kept in place his belief that ‘only by staying 100% in control will I be safe,
and not be rejected’. He experimented with arriving at places either just on time, or even late, in order
to find out whether there were catastrophic results and found that no one commented or appeared to
notice. To his surprise, he found that he was slightly less anxious on the days that he reduced his punc-
tuality, not more anxious, as he had predicted (see Figure 5.3).

Figure 5.3 Chart of arriving on time (or late) at events and the effect on others and anxiety levels
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Although very simple measures were used in each of these cases, they provided helpful
data about the nature of the problems and their responses to straightforward interventions.

Why bother with measurement?

You may need to be creative and ingenious in devising useful monitoring to assess prob-
lems and evaluate the effects of different interventions. However, this begs the question of
why you should use measures at all. There are a number of reasons why it is helpful to
gather data to supplement information derived from interviews:

• Regular measures allow you to obtain a baseline of important aspects of the prob-
lem and then to use that to assess the effects of future intervention.

• Observations of behaviours, thoughts or feelings made at the time they occur are
more reliable than retrospective estimates (Barlow, Hayes & Nelson, 1984).

• Direct observations by the client in real life can have therapeutic effects in them-
selves, for example by providing accurate information about the scale of the prob-
lem or about its progress.

A client assiduously produced thought records each week and carefully picked the most distressing ex-
amples for consideration in the session. This significantly coloured her assessment of how the previous
week had been, as her attention was focused on the difficult times. To counteract this, she began to rate
her mood three times daily (eventually reducing this to once daily when her mood was more stable) and
was very surprised to find that on many days her mood was considerably lighter than she was reporting.
This was very encouraging for her, as she had been doubtful that she would be able to use cognitive
therapy.

• Once they have begun to improve, many clients lose awareness of how disabling
the problem was initially. Baseline measures of the problem can help the client to
assess his progress more accurately.

As a client’s agoraphobic symptoms improved, he focused on his difficulty driving to nearby market
towns, claiming that going into his local town had never really been a problem. This was dispiriting
for him, as it seemed that he was making little progress. However, a review of his early diaries was



sufficient to reassure him that indeed he had made enormous progress and that tasks that he now took
for granted had initially presented real problems for him.

• If an intervention does not have the impact that the formulation would predict,
measurement can help you and the client to work out why. For example, it may be
that the treatment is not being delivered appropriately. A client was feeling out of
control and overwhelmed by everyday domestic tasks.

As a first step, she decided to spend 20 minutes on three days each week tidying up papers that covered
the surfaces in her kitchen, and to rate how overwhelmed she felt. This intervention appeared to have
little impact, but a diary in her therapy notebook indicated that she was only managing to do it once a
week and was taking this as further evidence that she was overwhelmed. These data allowed the ther-
apist and client to trouble-shoot and work out how to increase the probability that she would carry out
the task – in this case, by doing it at her most productive time, when she was alone in the morning.

There are therefore sound reasons for using measures as part of routine clinical practice.
We shall now consider how to do this in ways that will provide you and your client with
information that will be genuinely helpful for therapy, beginning with a note on the psy-
chometric qualities of measures.

Psychometric aspects of monitoring

Reactivity of measurement

The process of monitoring can have a positive or negative effect on whatever is being
measured. In habits such as smoking, a beneficial reduction may occur if the client becomes
aware of triggers and responds to the beginning of a potential cycle by inhibiting a re-
sponse. On the other hand, change can be in the opposite direction. For example, some cli-
ents’ response to the initial monitoring of NATs is an increased preoccupation and/or fre-
quency of negative thoughts, which may increase anxiety or depression in the short term. It
is helpful to tell your client that a temporary exacerbation of the problem is possible and to
encourage him to persist with monitoring long enough to see its longer-term advantages.



Validity and reliability

When standardised measuring instruments such as questionnaires are developed, an enorm-
ous amount of attention is paid to psychometric qualities, particularly validity and reliabil-
ity.

A valid measure is one that measures what it purports to measure and not some irrel-
evant feature: for example, a questionnaire of social anxiety should not be couched in lan-
guage so complex that responses to it are affected by a person’s verbal ability, or by the
differing norms of his social group.

A reliable measure achieves the same result or score when repeated under the same
conditions at another time, or with another assessor. A measure low in reliability is affected
by extraneous features and produces inconsistent findings.

Standardised measures, such as a well-developed mood questionnaire, will usually have
been tested for validity and reliability. However, in many cases you need ingenuity to de-
vise more idiosyncratic measures, and it is then important to try to make them as reliable
and valid as possible in the circumstances. The following section suggests how this can be
achieved.

Obtaining useful and accurate measures

Most of the principles that will be described here are easy to apply but can make an enorm-
ous difference to the value of the measures used.

Simplicity

Do not overburden your client. Begin with a limited task that does not ask too much. As
your client becomes more persuaded of the value of information obtained through monit-
oring, and becomes more skilled, you may increase the demands on him, but still keep in
mind the difficulty of observing and recording.

A depressed man began treatment by going out each day for a short walk, and he recorded how long he
walked for (in minutes), and how much he enjoyed it (on a 10-point scale of enjoyment). As treatment
progressed, he also began to record NATs, to rate how critical his wife was (on a 10-point scale), and to
record the three best things he had done that day. In addition, he was able to monitor specific activities/
tasks for particular purposes. This was quite onerous for him, but he felt it was all relevant.



It is important to continue monitoring only while the measures continue to be useful. On the
other hand, bear in mind that it is useful to have some measures, for example a mood rating
or questionnaire, that are continued throughout treatment so that you can look at variations
over the course of treatment.

Consider measures in more than one system

Although it is important to limit demands on the client, you should bear in mind that dif-
ferent aspects of the problem may change in different ways, and that this detail may need
to be tracked.

A woman with anxieties about her health focused on reducing the amount of time that she discussed her
worries with her husband and mother, or asked for reassurance (i.e. a behavioural aspect). She kept re-
cords (see Figure 5.4) which included information about behavioural, cognitive and emotional aspects
of the problem. In the first two weeks, her success in effecting behavioural change had little impact
on her anxiety or on the strength of her beliefs that she may have something seriously wrong with her
health, but they then began to improve.
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Figure 5.4 Records of different aspects of health anxiety

Relevance

Only ask for information that you will use and that will make a difference to treatment. It is
unlikely that the client will go to the trouble of monitoring unless he sees its relevance, and



it may also jeopardise the therapeutic relationship if you ask for information merely ‘out of
interest’.

Specific, clearly defined targets

In order to improve the reliability of your measures, try to ensure that two observers en-
gaged in the same task would agree on their observations. This means spelling out in detail
what you want to be recorded.

If you are asking someone to record the frequency with which they ‘lose their temper’ you could ask,
‘Let’s try and be specific about what we mean. For the purposes of this exercise, what would you want
to include in “losing your temper”? What would you be doing that would mean that you had lost it?’
This might include shouting loudly, saying unkind and inappropriate things, banging doors; but would
not include talking across someone or feeling angry but not shouting.

The advantage of operationalising in this way is that, should any incident occur, the client
would not have to make a judgement at the time about whether what had happened was
included in the definition.

It is not uncommon that an internal state is the focus of measurement, in which case it
is not possible to use the criterion of agreement by two observers. Nevertheless, you should
take care to minimise the ambiguities in what is being recorded.

One client became dissociated in a number of situations and was recording where this happened. It was
agreed in advance that she would look for instances where she had been unaware of her surroundings
but that she would not include occasions when she felt unpleasantly vague and light-headed but was
still aware of where she was.

Provide clear and simple instructions

Do not expect the client to remember what the task entails, because he may either forget it
altogether, or his memory may distort the task: write it down (or, even better, get the client
to do so).



Use sensitive and meaningful measures

In some cases, measures that are most sensitive to change, and therefore helpful in plotting
progress, may not capture the characteristics of the problem that are most important for the
client. Both sensitive and meaningful measures are important but for different reasons: the
first because they allow you to look at the effects of interventions relatively quickly, and
the second because they focus on what the client believes to be the central, meaningful as-
pects of the problem.

A depressed woman was most interested in whether her mood was improving in response to treatment.
As part of therapy, she was trying to increase the number of pleasurable and satisfying activities she
engaged in, and she kept a daily record of how many hours she managed to work, and how many social
contacts she had, and these were totalled each week. She also kept a daily mood rating. Although these
measures were directly related to an aspect of the formulation (reduced activity), she was more interes-
ted in her scores on the Beck Depression Inventory that she completed every fortnight, as she felt this
best captured how she was getting on in general.

Provide aids to recording

Minimise demands on the client by providing as much support as possible for the practical
task of monitoring, at least in the early stages of therapy. Rating forms or diaries should be
drawn up for the client, with as many copies as will be required. The record sheets should
be as simple and discrete as possible, bearing in mind that many clients would be embar-
rassed to be seen recording personal information. For example, the client could carry a
small index card for recording information on a day-to-day basis; he could use differently
coloured dedicated pages in his diary; or he could use a memo pad in his mobile phone or
hand-held computer.

Train the client to use the measure

Even if the task appears to be straightforward, always ask your client to go through a recent
example and carry out the recording process with you. This will ensure that the task is clear
to him and will allow you to discuss difficulties that crop up. For example, you could say,
‘Can we think about the last time that you felt panicky, and fill in the record about that?
What would you put in this column here, where it says “Situation”?’

Also spend some time clarifying rating procedures, as they may be unfamiliar to your
client.



For example, you might say, ‘That’s interesting; people often experience several emotions, which is
why the column is labelled “Emotions”. It is also useful to have ratings of the strength of the emotions,
so let’s go over that. Zero on this scale means that you are not feeling anxious at all, and 10 means “as
bad as you could possibly imagine feeling”. Can you think of a time when you have felt like that? …
and what about a 5; can you think of a time when you felt moderately anxious, halfway between these
two? …. and what about a 7? Can you think of a time when you have felt quite a bit more than “mod-
erate”, but not as extreme as a 10?’

Remember that you are anticipating that your client will learn the skill of self-monitoring
and be able to use this to manage problems in the future.

Collect data as soon as possible after the event

If records are not completed until some time after the event, it is likely that recall will be
less vivid and/or will be biased by the client’s mood at the time he completes the record. It
may not be possible for him to record an experience as soon as it happens, particularly if
he is with other people, but he should be encouraged to go over in his mind what he will
record and to complete the task as soon as it is practically possible. Alternatively, it may be
possible for him to make a brief note at the time and to complete the full monitoring at a
more convenient time.

Pay attention to the monitoring

The therapist should never fail to take notice of information that has been collected. If the
information is truly valuable, then the next session should to some extent rely on it; but in
any case, it is important that the client’s efforts are rewarded by genuine interest, so that he
will be willing to continue monitoring in future. Ensure that feedback on any such home-
work is part of your shared agenda for the session.

What sorts of information to collect

There are many different ways of recording useful information, and the following examples
give a flavour of this variety. There will be other examples in later chapters, and many aca-
demic papers and books will also give measures for specific problems that can be adopted
for clinical use.



Frequency counts

A useful rule of thumb is that if there is something relevant that you can count, then count
it. Counting is potentially the most reliable measurement method, even though it may ap-
pear to be overly simplistic. The variety of features that can be counted is almost boundless,
and it is worth trying to think of aspects of the problem that could be measured in this way.
Examples include:

• number of self-critical thoughts;
• number of times of checking (that the house is locked, that there are no spider’s

webs, etc.);
• number of eye-lashes pulled out (in trichotillomania);
• number of toilet rolls used in a week (to assess OCD problems or bladder/bowel

worries);
• number of phone calls received;
• number of times of swearing;
• number of times clothes changed;
• number of urges to binge.

Therapist and client creativity is the only limit to the variety of possible frequency counts.
It is important to have an idea of what the frequency might be before monitoring; it is

not helpful to ask someone to record the number of intrusive thoughts in a day if the total
is likely to be a few hundred! Should the frequency be very high, then the client can be
asked to take a sample at a relevant time of day (for example, a half-hour period when the
thoughts are at their most troubling) or, if there is no reason to focus on a particular time,
an arbitrary time (for example, between 5 and 6 o’clock).

Duration of event/experience

The duration of an event or experience may also be relevant, and is also likely to be a reli-
able measure. Examples include:

• time spent washing for an obsessional client;
• time spent checking his body for someone with health anxiety;
• time spent travelling alone for a client with agoraphobia;
• time able to concentrate on reading for a depressed client.



Again, use your imagination.

Self-ratings

These are amongst the most commonly used measures, as they can capture the quality of in-
ternal events such as emotions and cognitions. They are less reliable than frequency counts
or measures of duration, but their reliability can be improved if the simple guidelines out-
lined above are followed. Although they are more reliable than a simple description of the
experience, they remain subject to shifts in ‘anchor points’, in the sense that a rating of
‘moderate’, or 5 on a 10-point scale, may mean something different at the beginning of
treatment compared with the end, as the individual gradually comes to have fewer highly
distressing experiences.

If a discrete event is being monitored, then the client can be asked to rate it each time it
occurs. For example, a man with anxiety about micturition rated how anxious he felt before
going to the lavatory and also rated how much urine he passed (see Figure 5.5).

However, if the phenomenon being measured is continuous (as anxiety may sometimes
be) or occurs very frequently, then it may be necessary for the person to choose a time to
rate (as described above under ‘Frequency Counts’). An alternative is to do an average rat-
ing for a period of time: for example, to rate average anxiety during the morning, afternoon
and evening; more detailed information can then be obtained, for example using the level
of anxiety as a cue to begin to look at triggers (see Figure 5.6).
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Figure 5.5 Diary for a man anxious about micturition

Figure 5.6 Diary of anxiety about work



Diaries

Diaries can combine the kinds of measure described above and allow you to look at the
links between different aspects of problems, such as the relationship between the problem
and particular triggers, safety behaviours and modulating variables. As diaries are more
multi-faceted, it is even more important to pay attention to setting up the recording and
training the client in their use. Unless care is taken, the client may return with information
that is inconsistently collected and difficult to analyse. Get feedback from the client about
what is relevant, whether the recording sheet seems sensible and whether there are ambi-
guities that would make it difficult to use.

Figure 5.7 shows a diary from a woman with a phobia about vomiting, which prevented
her from carrying out a range of social and domestic activities. The diary included aspects
she felt were important, particularly her sense of achievement, which compensated for the
anxiety she experienced in the short term.

Figure 5.7 Diary recording success in dropping safety behaviours

Two diaries in common use are described later: the Dysfunctional Thought Record
(DTR) in Chapter 8, and the Activity Schedule in Chapter 12.
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Questionnaires

There is an enormous range of questionnaires available for clinical use, many of them ori-
ginally developed for use in research trials (see Chapter 18 for some questionnaires com-
monly used in clinical practice). A major advantage of many questionnaires is that they
will provide you with the scores of relevant groups – for example, the normal population,
or a group of depressed out-patients – so that you can compare your client’s score to others.
However, a questionnaire may not be as sensitive a measure as a simpler record focused
on the client’s own problem. In other words, questionnaires are different from rating scales
or frequency counts, but not necessarily better: it depends on what information you need.
In any event, it is important to use questionnaires that are well standardised and validated,
otherwise, the results of the questionnaire may be unreliable.

Other sources of information

Although the majority of the information used in therapy is provided by the client, different
data sources can be relevant: these might include other informants, live observations of be-
haviour and physiological data.

Other informants

It may be helpful to interview other people for several reasons.

• They may have information unavailable to the client – for example, a client may
believe he behaves oddly in social situations, and someone else’s view can provide
useful information; or a relative may report that their spouse is very quiet and ini-
tiates little conversation whether at home or out socially, and this may not be obvi-
ous to the client.

• The problem may have an impact on the other person – for example, a client
with obsessional problems may involve relatives or other significant people in his
rituals, as with a client who would not allow anyone into the kitchen for the rest of
the day after she had rigorously cleaned it.

• The way someone else responds to the client’s problems may be relevant to its
maintenance; for example an elderly husband was very loathe to let his wife go out
for even a short walk, to begin building up her self-confidence following an RTA,
as he feared that she might become unsteady or lose her way.
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• The other person’s beliefs about the problem may be important – for example, that
medication is likely to be the only effective solution.

Other informants should be approached in a similar way to the client, recognising that they
will need to be engaged, to be given hope and, possibly, to be educated about CBT. The
reasons for using Socratic enquiry will also apply to them just as much as to the client (see
Chapter 7).

Although an interview is the most common way of obtaining information from other in-
formants, they can be asked to provide more directly observed material in the same way as
the client. Frequency counts, ratings, diaries and questionnaires may all be useful in some
circumstances.

The issue of confidentiality should be discussed with both the client and the other in-
formants, to establish whether there are things that either party does not wish to be dis-
closed. It is worth checking out whether the reasons for this are well founded or perhaps
based on an erroneous belief. For example, a relative may be concerned that mentioning
worries about suicidal ideas might put such ideas into the client’s head, when in fact this is
not a risk.

Role play and live observation

Observing your client at the time the problem occurs can provide significant information
that the client has forgotten or of which he was unaware. For example, a client with a com-
plex hand-washing ritual took for granted some of the details involved, including that she
washed the soap and put it back on the sink after completing each stage in the ritual; a man
with social phobia was unaware of the extent to which he averted his gaze in casual social
interactions.

Sometimes, you can observe behaviour in naturalistic settings: for example, a therapist
accompanied a client with social anxiety into shops and observed his interactions when he
asked for goods or presented items for purchase. At other times, you might contrive a situ-
ation: for example, the therapist asked a client with OCD to briefly ‘contaminate’ herself
by touching a doorknob with her bare hands (which she usually avoided) and then to carry
out her usual ritual to make things safe.

You can, of course, use the full range of measures while observing the client, including
frequency count and rating scales.
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Physiological measures

Many research reports, particularly those involving anxiety, include measures of physiolo-
gical state, and indeed, it may be the physiological symptoms that are the most upsetting
for the client as, for example, in panic disorder. Although there are simple, portable in-
struments for measuring, for example, heart rate or galvanic skin response, these are rarely
used in routine clinical practice. Often, the client’s perception of the physical changes, and
their meaning to him, are sufficient indices of change within that response system.

A client feared fainting when anxious, and in order to give him information about the state of his blood
pressure (BP), he was asked to focus on his heart rate (HR). This was raised, and the therapist ques-
tioned him about the relationship between HR and BP, and then explained to him that fainting results
from a decrease in BP.

Thus, the focus was on an indirect measure of a physiological variable and did not demand
direct physical recording.

Making the most of the data

Time and energy go into collecting information, so you should ensure that you make good
use of it. First, examine it carefully to see what it says about the hypothesis it was designed
to test. This may involve collating the data in some way. For example, if the client has pro-
duced a series of questionnaires over a number of weeks, graph the results and look for
variations. This is shown in Figure 5.8 for a series of Beck Depression Inventory scores
from a client being treated for depression.

Figure 5.8 Graph of the BDI scores over treatment
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Figure 5.9 Diary of anxiety scores rising with increasingly difficult tasks

However, a series of diaries may be more difficult to summarise, and this may be par-
ticularly difficult if, for example, the client’s anxiety scores are not declining as he attempts
more and more difficult tasks. Figure 5.9 shows data from a client who was severely claus-
trophobic. It may be helpful to ask him, in the session, to group tasks by their difficulty
level. He could then look at improvements in anxiety for activities at each difficulty level.

As the treatment progresses, the responsibility for collating and interpreting informa-
tion can increasingly be handed over to your client. You can ask your client to review his
own diaries and identify themes or the most important incident to discuss. This helps cli-
ents develop the ability to review and prioritise, which is necessary for effective problem-
solving.

Problems when using measurements

The client does not appreciate its potential value

It is important to discuss your client’s doubts and, if necessary, to get agreement to do some
measurement as an experiment.
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The client cannot read or write

You will need ingenuity to find other modalities for the client to record relevant data – for
example, using a mobile phone or an MP3. It is helpful to get the client’s advice about how
to circumvent the problem, as he will probably have tackled other situations like this.

Poor reliability or validity of a questionnaire

Always check that a questionnaire has data on reliability and validity and that its normative
data are relevant for your client.

Summary

• Measuring the qualities of the problems presented by the client, and then assessing
changes as treatment progresses, are crucial aspects of CBT. It can be an interest-
ing, creative and collaborative part of therapy, as you use your ingenuity to design
measures. Although much useful information is gleaned from the clinical inter-
view, it can be helpful to have supplementary information, both at assessment, and
during and at the end of treatment. There are a number of reasons for this includ-
ing:

◦ to allow you to assess the effects of intervention
◦ to capitalise on the more reliable there-and-then observations of the prob-

lem
◦ to benefit from any possible therapeutic effects of measurement
◦ to allow the client to compare baseline with subsequent measures, so as to

more accurately plot progress
◦ to reinforce the idea that treatment can be seen as an empirical exercise.

• It is important to bear in mind the psychometric properties of measures, such as
reactivity, reliability, and validity. The latter two can be maximised by following
some straightforward rules, which are described in the text.

• The measures you collect should be integral to subsequent sessions, and it is very
important that you always show genuine interest in the data your client produces.



• Measures differ in their level of complexity, ranging from simple counts, through
ratings and diaries, through to questionnaires. Think carefully about what inform-
ation you want, and be creative with your client in devising relevant measures.

• Bear in mind that there are other sources of information – relatives, friends, other
staff, psychophysiology – in addition to that provided by your client.

• Make as much use as you can of whatever data your client brings – graph it if that
would be helpful, try to relate different aspects to each other, and to whatever hy-
potheses are thrown up by the formulation.

Learning exercises

Review and reflection:

• There are suggestions in the chapter about how to maximise the validity and
reliability of any measures that you devise. Think about those suggestions:
are there any that you would have problems with? If so, how could you tackle
the difficulty?

• It is sometimes claimed that the important aspects of the problems that people
present cannot be measured. Consider three clients’ problems, and consider
what aspects of their problems seem to be difficult to measure. What would
you be forfeiting or ignoring if you tried to measure them? What would you
gain if you devised a measuring scheme and collected some data?

Taking it forward:

• It can be instructive to carry out some monitoring for yourself, to get an idea
of how enlightening and onerous it can be. You could, for example, do a
thought record (see Chapter 8) for a day; or you could keep records about
the frequency of a behaviour that worries you – snapping at people, scratch-
ing your head – and what triggers it on each occasion. Note the challenges
that such monitoring presents, and consider how these could be minimised
for your clients.

• Review your clients’ notes and try to identify missed opportunities for data
collection and evaluation. Consider how you might now do something about
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that. Plan just how you will collect more relevant information and how you
will share the rationale for doing so.

Further reading

Hayes, S.C., Barlow, D.H, & Nelson-Gray, R.O. (1999). The practitioner: research and accountability
in the age of managed care. Boston: Allyn & Bacon.
These authors have consistently argued for therapists to adopt the role of scientist practitioner for the
benefit of clients, and this book gives a good resume of this approach.
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Helping Clients Become Their Own Therapists

Introduction

One of the most powerful components of the learning model of psychotherapy is that the patient begins
to incorporate many of the therapeutic techniques of the therapist.

(Beck et al., 1979, p. 4)

In CBT we teach the client to become his own therapist, with the skills to manage relapse.
Essentially, the cognitive therapist aims to make herself redundant, and this means thor-
oughly educating the client in the model and methods of CBT. There is more to this than
simply sharing the cognitive model and strategies with clients. There are ways in which we
can make therapeutic techniques more accessible and more memorable and ways in which
we can prepare the client for independent long-term coping. In Chapter 3 we described how
the therapeutic relationship is crucial in helping a client to explore and learn, and how col-
laboration is fundamental to learning the skills of CBT. This chapter will focus on ways in
which client learning can be further enhanced and relapse management established.

Helping the client learn and remember

Clients cannot take on the role of therapist unless they can recall the model and methods of
CBT. There are many models to explain learning, but perhaps one of the most relevant for
us as therapists is the adult learning theory of Lewin (1946) and Kolb (1984).

Adult learning theory

This model emphasises the importance of experiential learning and the value of reflection.
It comprises four necessary stages in effective learning:

• Experience
• Observation
• Reflection
• Planning.
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These form a cycle as illustrated in Figure 6.1. For learning to be effective, it needs to move
through all the stages of the cycle.

This understanding of the elements of effective learning can help therapists in many
ways: for example, in deciding when to provide information and when to use Socratic
method and in creating assignments to make learning more memorable. The next chapter
focuses on the Socratic method, but it is worth noting here that the Socratic method con-
tains elements of the learning cycle. When using it, we cue clients to observe on their
experiences (observation); use this to develop new understandings of their problems (re-
flection); then synthesise new possibilities and ways forward (planning new experiences).
Similarly, Chapters 8 and 9 focus on cognitive and behavioural techniques respectively,
and you will again see how these crucial elements of CBT are linked by the learning
cycle: cognitive techniques help the client develop new insights and possibilities (observa-
tion–reflection–planning) which are tested ‘in the field’ (experience).

Figure 6.1 The adult learning cycle (adapted from Lewin, 1946 and Kolb, 1984)

As an example of the learning cycle, you could present the model of cognitive therapy
or illustrate the interactions of feelings, thoughts and actions in a way that takes the client
around all four elements:

Experience; Observation
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Therapist: How did you feel?
Client: Pretty anxious: I was scared.
T: And what was running through your mind?
C: I thought that I would embarrass myself – look like a fool.
T: So what did you do?

C: I told my boss that I couldn’t do the presentation because I would be on annual leave – I
then booked in annual leave.

T: So you got out of doing the presentation: how did that leave you feeling and what was go-
ing through your mind then?

C: After the initial relief, I felt even worse. I still hadn’t faced my anxiety of public speaking
and now I had the fear that my boss would realise that I’d lied to her.

T: It seems that you felt scared and you thought that you would embarrass your-self; so you
avoided what frightened you but soon regretted it.

C: Well, yes.

Reflection
T: So, what might you learn from this?

C: I suppose it’s obvious really: if I get scared, I should face up to my fears. Running away is only
making me feel worse about myself and I think that it makes me more anxious.

Planning
T: Facing up to your fears … do you have any thoughts on how you might go about doing that?

This could then lead to planning a behavioural experiment that would provide an exper-
ience that could be reviewed, and so on. This incorporation of experience and cognition
has been shown to promote greater cognitive, affective and behavioural change than purely
verbal interventions (Bennett-Levy, 2003) and to help to bridge the ‘thinking–believing
gap’ that clients often experience (‘I know it with my head but I just don’t feel that it is so’)
(Rachman & Hodgson, 1974).

It has been suggested that we each have preferences in the way that we use information
and learn from it. Honey and Munford (1992) mapped these preferences on to the learning
cycle and identified four preference types: activist, reflector, theorist and pragmatist. As
you can see, they use the descriptive labels differently from Lewin and Kolb, which can be
confusing. As you read through the descriptions of each stage in the cycle consider your
own preferences.



Experience (Activist)

The time of action, engagement, ‘doing’. This is the preferred quadrant of the activist, who
enjoys being engaged in something tangible. Within therapy this might include role play or
setting a behavioural assignment.

Observation (Reflector)

The part of the cycle where there is reflection upon what has happened: the preferred pos-
ition of the reflector, who takes time to digest events and mull them over. In sessions this
could include the process of reviewing a client’s thought diary or collecting feedback at the
end of a meeting.

Reflection (Theorist)

Making sense of what happened by relating it to previous experiences and knowledge. This
analytical phase is preferred by the theorist, who enjoys searching for understanding. In
therapy, this might be the process of reflecting back on the formulation of a problem, gen-
eralising from an experience or abstracting principles.

Planning (Pragmatist)

The phase when practical implications of a new understanding are considered, preferred by
the pragmatist. This marks the time when plans are made, thus creating the basis for further
experience. In therapy this is the time of preparing the next step, setting goals and tasks
based on a new understanding.

Personal preferences can result in the under- or over-emphasising of elements of the
cycle. For example:

• The activist might dwell disproportionately on the ‘doing’ part of the task, for in-
stance engaging a client in a behavioural assignment but then failing to review it
thoroughly. This means that it is difficult to appreciate the implications of the ex-
perience and to take it forward. At worst, the experience is wasted.

• The reflector might review the assignment but fail to make links with previous ex-
periences or to generalise to develop principles. In this case, planning would be
impaired as it could lack a theoretical basis and would be unlikely to make links
with the client’s problem formulation.



• The theorist will make links, but if observation is weak she will have little to work
with. If the phase of planning is also weak, then meaningful future opportunities
for learning can be lost.

• Finally, the pragmatist will focus on creating concrete plans, but these will be less
effective unless she is properly engaged in the active phase and the stages of obser-
vation and theorising. Unless all four phases are involved, even the best planning
is unlikely to result in new skills being learnt or remembered.

Your own preferences might interact unhelpfully with the preferences of your client. For
example, two reflector-theorists might have an agreeable and stimulating time philosoph-
ising but not be sufficiently active in therapy, so that experiential learning does not oc-
cur. Problems can also arise from an antagonistic combination, such as the activist–theorist
therapist frustrated by the reflector or the pragmatist client, who might seem frustratingly
slow or obsessive. Thus, in some instances, difference in preferences can underpin prob-
lems in the therapeutic alliance (see Chapter 3). Conversely, different preferences and
styles can complement each other. An activist client can be encouraged to reflect and plan
by a therapist with different preferences just as the activist–pragmatist therapist can build
on the theorising of the ‘armchair’ client and help him better engage in behavioural exper-
iments.

From the above, it is clear that learning style is relevant to training clients in cognitive
therapy, and to the development of the therapeutic alliance. Therefore, it is worth taking
time to reflect on it.

Remembering

Learning is not just about acquiring knowledge; information also has to be retained and it
has to be retrievable. Since clients need to be able to remember salient points from ther-
apy, an understanding of memory and how we might help clients can be a valuable adjunct
to our work. There are several useful resources for understanding more about memory and
information-processing, but one of the most informative and readable is Alan Baddeley’s
Your memory: a user’s guide (2004). This section owes much to this text.

The main systems involved in remembering are:

• Short-term memory (STM): This is the ‘temporary holding point’ for information
(20–30 seconds): the information will be forgotten if it is not relevant or rehearsed
enough to be transferred to long-term memory.
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• Long-term memory (LTM): This is the ‘depot’, where information may be held in-
definitely. Contrary to some beliefs, memory is not held like a recording that gets
replayed when we recall something. It is more like a jigsaw puzzle, with the pieces
being stored in different parts of the brain waiting to be reconstructed when we
remember. This is an important point because it makes memory susceptible to dis-
tortion.

Is this important in clinical practice? Yes: the following example illustrates how under-
standing something about learning and memory can be relevant to helping a client get the
most out of a technique.

Whilst learning a relaxation technique, a man reclines in a chair in his therapist’s office. His sensory
memory processes verbal instruction, the tone of his therapist’s voice and the physical sensation of re-
laxing a body part or breathing slowly. This will be held in STM while the client carries out instructions
and reflects on the effects of relaxation. If the exercises are considered relevant, they are then more
likely to be stored in LTM.

If the exercises are not considered relevant, or are poorly attended to, they will be lost. Let us assume
that the rationale for introducing relaxation exercises was initially persuasive and the client attended
to the instructions, practised at home and returned to the session giving feedback on the experience.
However, it emerged that his practice was not as the therapist expected. Although some elements of
the regime had been remembered, parts had been forgotten and parts had been mixed up with other ex-
ercise instructions. Overall, the exercises had not been helpful. Discussion revealed what might have
contributed to this.

1. He did not remember the rationale for the exercises and so struggled to appre-
ciate their relevance.

2. The exercise had only been practised once in session, there had been little de-
briefing and nothing written down: thus he had formed a poor memory of the
exercise.

3. In trying to recall the relaxation exercise the client had unwittingly drawn on
memories of yoga techniques learned years earlier, which disrupted his recol-
lection.

4. Both therapist and client tended towards the ‘activist’ quadrant of the learning
cycle and were light on planning.

How might the client’s recall have been improved?



• Relevance: material that is perceived as important or meaningful is likely to be re-
membered. This is why sharing a rationale – and checking that the client under-
stands and agrees with the rationale – is so important in therapy.

• Focus: distractions impair memory, so clients benefit from being focused. The
therapist should minimise distraction and keep the client directed towards the task.

• Repetition: repeating information and experiences will render them more memor-
able. In this case, the therapist might usefully run through the relaxation exercise
more than once.

• Active engagement: getting feedback from the client would also have helped. This
would have prompted rehearsal of the information and encouraged the formation
of personal links: subjectively relevant material is always more memorable than
information that does not have personal associations.

• Memory aids: we all forget things, so we all benefit from notes, lists and so on. It
might have been helpful to have given this client a handout restating the rationale
and the techniques of relaxation, or to have recorded the exercise.

• Familiarity: we tend to ‘reorganise’ our memories in the light of previous experi-
ences and beliefs (Bartlett, 1932). Therefore, it is useful if the therapist checks out
the client’s responses to, and associations with, a particular technique. Often, pre-
vious experiences can helpfully be incorporated – in this example, familiar yoga
techniques could have been structured into the exercises, making them more mem-
orable.

• Working through the learning cycle: the client would have benefited from being
cued to reflect on the exercise, consider what he had learnt and how he might take
that forward. The conceptualisation and planning stages of the learning cycle offer
an opportunity for trouble-shooting and for making concrete plans to practise.

Principles of effective learning apply to each of the cognitive and behavioural techniques
we introduce to our clients, from simple diary-keeping through to complicated behavioural
experiments. By using them you can help clients learn the skills of symptom management;
but you also want your clients to be able to manage their difficulties in the longer term, and
so they must also become skilled in relapse management. We turn to this now.

Relapse management

As stated earlier, clients must become independent of the therapist, and that means they
need to remember the techniques of CBT and to be able to use them in difficult situations
and to draw on them after a setback. It is crucial to long-term success that clients are able
to tackle setbacks productively. You might wonder why this section is called relapse man-



agement rather than prevention. Although some treatment approaches might aim to have no
relapses, it can be almost impossible to prevent some degree of relapse in some disorders
and with some clients. Clients who anticipate that they can completely prevent relapse are
therefore likely to be disappointed. However, it is possible to learn how to manage such
events and to regain progress that has been lost.

Our recommendation is that relapse management is introduced early on in therapy so
that it is developed as a skill that can be refined over the course of treatment. The most
basic form of relapse management comprises three questions that the client asks himself
following a setback:

• How can I make sense of this?
• What have I learnt from it?
• With hindsight, what would I do differently?

In this way, your client develops the habit of analysing and profiting from setbacks. For
example:

Carol struggled with an eating disorder and had periods of binge-eating. One evening she bought quite
large quantities of her favourite foods, went home alone and consumed it, only spitting out chewed
mouthfuls when she became over-full, but unable to stop eating. During this time she could not stop
herself. Such an evening would usually have marked the beginning of a significant decline. She would
have woken the next day feeling physically unwell and uncomfortable, she would have concluded that
she was a hopeless failure and her mood would certainly have been depressed. As a ‘hopeless failure’
she would have felt powerless to resist the urge to comfort eat. However, on this occasion, she asked
herself:

• How can I make sense of this lapse? She realised that she had been feeling
stressed at work for several days but had kept pushing herself in order not to
think about her troubled relationship. In addition, she had begun to resume
her old habit of starving throughout the day in an attempt to lose weight. Once
she had reflected on her situation, she was then able to say: ‘It’s no wonder
that I fell off the wagon. Not only was I stressed to breaking point but I set
myself up for a binge by not eating during the day.’

• What have I learnt from it? ‘I realise that, for me, it is dangerous to starve as
a means of weight control – it backfires. Also, I need to keep a check on my
stress level: when it gets too high I am vulnerable to comfort eating.’



• With hindsight, what would I do differently? ‘Hard as it is, I would try to eat
“sensibly” and avoid starving. Looking back, I made a mistake in trying to
pretend that I did not have problems in my relationship and then throwing
myself into my work as a distraction. If I had that time over again I would
acknowledge my problems, or maybe even talk to someone about them rather
than ignoring them.’

Not only does this give Carol a plan for coping in the future, but she has learnt more about
her particular needs and vulnerabilities. With each setback she will be able to continue
to ‘fine-tune’ her understanding of difficulties and develop a wider and more individually
tailored repertoire of coping responses.

The pioneers of relapse work in CBT are Marlatt and Gordon (1985), who first deve-
loped their model and strategies in the treatment of addictive behaviours. However, their
understanding of relapse risk and management has proven to be relevant across psycholo-
gical disorders (Witkiewitz & Marlatt, 2007). They identified several factors that rendered
clients vulnerable to relapse. A particularly potent one was a dichotomous, or ‘all or noth-
ing’, interpretation of a setback. They observed that clients who perceived themselves as
either being in control or having failed tended to relapse at the first sign of difficulty: these
clients flipped from feeling in control to feeling as though they had failed completely. Once
in the ‘failure’ mindset, they tended to be dominated by a sense of hopelessness which
drove unhelpful behaviours such as continuing to drink for comfort. Instead, Marlatt and
Gordon encouraged them to develop a continuous notion of being in control and slipping
out of control, which could accommodate minor and even significant setbacks without the
client automatically assuming failure (see Figure 6.2).

Holding onto this model of a spectrum of experiences between control and perceived
failure increased the likelihood that a slip or a setback would be perceived as a temporary
aberration which could be corrected. To further encourage resilience, clients would be
urged to consider the different stages along the continuum and to ask:

• When will I be at risk of this happening?
• What are the signs?
• What could I do to avoid losing control?
• What could I do if I did lose control (damage limitation)?
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In this way, clients can recognise ‘early warning signs’ and try to avert a lapse, whilst still
having a well-considered back-up plan. Thus, a lapse can be construed as an anticipated
event for which there is a solution.

Figure 6.2 The dichotomous and the continuous view of control

What factors besides dichotomous thinking predisposes a person to relapse? Marlatt
and Gordon identified a sequence of events that systematically increased the likelihood of
relapse. These were:

• Being in a high-risk situation: for example, a depressed person being socially isol-
ated, or someone with an eating disorder not having eaten for too long.

• Having poor or no coping strategies: for example, poor mood management skills
or no helpful ideas for dealing with hunger pangs in a controlled way.

• The sense of loss of self-efficacy: for example, thinking ‘I’m hopeless. It’s my
fault that I’m depressed,’ or ‘There’s no point in trying to resist. I just can’t.’ Such
thoughts give a person ‘permission’ to let go or give in. This step can be exacer-
bated by substance misuse.

• Engaging in unhelpful behaviours: for example, withdrawing further or binge-eat-
ing.

In Marlatt and Gordon’s view, the worst was still to come: they recognised that many cli-
ents who were striving to remain abstinent from problem behaviours became caught up in
a powerful cycle of unhelpful thoughts and behaviours once they ceased to be abstinent.
They called this the ‘Abstinence Violation Effect’ (AVE) and saw this as marking true re-
lapse – a state of not being able to break away from the problem behaviours because of
compelling negative thoughts (see Figure 6.3).

C:\Users\John\AppData\Local\Temp\don71D3\text\part0012_split_001.html#figure6-3


Figure 6.3 The relapse cycle

An advantage of identifying the steps en route to the AVE is that they offer clear points
for interventions which can interrupt progress towards relapse. As memory and perform-
ance are often impaired in distress, it is advisable to encourage your clients to write down
their personal plan for minimising relapse and to make sure that they have easy access to
it, of course. Below we lay out some strategies for each of the steps towards relapse:

• Being in a high-risk situation: The key is to identify (through monitoring), predict
and, where possible, avoid high-risk situations. For example, if a depressed person
learns he is at risk of becoming miserable when socially isolated, he needs to strive
to maintain social contacts; if a woman with an eating disorder is at risk of binge-
eating when over-stressed or hungry, she needs to avoid getting into those situ-
ations. However, difficult circumstances are sometimes unavoidable, so vulnerable
clients may find themselves in a high-risk situation. This does not make relapse
inevitable, although it is more likely if the client has poor coping strategies or has
grown increasingly ambivalent about change (in which case it may be helpful to
try to re-motivate clients by using a motivational interviewing approach: see Miller
& Rollnick, 2002 or Rollnick, Miller & Butler, 2008).

• Having poor or no coping strategies: Clients are encouraged to develop appropri-
ate cognitive and behavioural coping strategies and to plan how they would put the



strategies into action. Although this is a routine part of their CBT, it is helpful for
clients to keep reminders of what works for them, which they can access at times
of need when their memory might be impaired by their emotional state. Someone
prone to depression might list all the social activities and contacts he could try if
he felt vulnerable; the woman at risk of binge-eating might keep a reminder of the
activities that curb her urge to binge.

• The sense of loss of self-efficacy: This is a very cognitive element in the course
of relapse, and therefore CBT is well placed to help clients develop realistically
hopeful and empowered self-statements. For example: ‘It is my way of thinking
that is bringing me down, but tough as it is I can “coach” myself out of it again.
Furthermore, there are a lot of friends out there who want to support me,’ or, ‘I
can resist. I have resisted in the past. I am not saying that it is easy but I know that
it’s possible for me.’ Again, clients need to anticipate when they are likely to use
such statements, and it can be helpful to rehearse using them either in role play or
in imagination. This also affords the therapist an opportunity to check that the self-
statements are not unhelpfully bullying or critical.

• Engaging in the unhelpful behaviour: for example, withdrawing further from so-
cial activity, or binge-eating. As you saw in Figure 6.3, clients can get locked in
a powerful and unhelpful cognitive–behavioural cycle. You can use techniques of
cognitive restructuring (Chapter 8) to break the pattern and to support behaviour-
al change (Chapter 9), which will in turn provide support for further cognitive re-
appraisal. This is illustrated in the examples in Figure 6.4. Clearly the more ambi-
valent the client, the more difficult it might be to generate such helpful statements.

It is worth noting that ambivalence about change (which is discussed more fully in Chapter
11, on the course of therapy) can render a person even more vulnerable to lapses and re-
lapse, and you need to keep track of your client’s motivation to change.
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Figure 6.4 Breaking the relapse cycle

‘Self-help’ reading (bibliotherapy)

Your clients’ progress and maintenance can be enhanced by their reading relevant literat-
ure. Chapter 16 reviews different methods of delivery of CBT, amongst which is bibliother-
apy. If you are intending to supplement CBT with such literature, do make sure that you
have read the booklets or books yourself, so that you can evaluate the quality or demands
of the text before you recommend them to clients.

Possible problems

Therapist maintains role of expert; client strives to remain a patient

First, discover what assumptions might be relevant to this problem: what makes sense of
it? For example, perhaps you are thinking: ‘I have to know more than the client in order be
competent’; or the client believes, ‘I can never help myself, so there’s no point in trying’.
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The obvious next step is evaluating and challenging such unhelpful assumptions. Use su-
pervision (self, peer or expert) to help clarify and rectify this type of impasse.

Course of therapy not reflecting the learning cycle

Review your, and your client’s, learning styles and preferences and, if appropriate, use su-
pervision to discuss the possible impact on your work and ways of overcoming problems.

The client wants to be ‘fixed’ or ‘parented’

Some clients do not readily take to the idea of collaboration and self-help. Sometimes, a
few sessions of socialising your client into the ways of CBT will be sufficient to shift his
expectations of passivity or long-term care. However, there will be those who continue to
find the goal of self-help unappealing, or even frightening. Try to uncover the assumptions
that explain this attitude – assumptions that might have to be tackled before your client can
engage in CBT. This can take some time, and you need to ask yourself if you have the time
and the skill needed to do this (see Chapter 17 for more discussion of working with com-
plex clients). In any case, an essential guideline is to review regularly. Clarify unhelpful
patterns, and if it is not possible for you to help your client with CBT, then consider referral
to a therapy that better meets their needs at this stage. For example, supportive counselling
might be better for some clients or a more obviously inter-personally focused therapy, such
as cognitive analytic therapy (CAT).

Relapse management is reserved until the end of treatment

Awareness of personal vulnerability and its management is relevant from the onset of ther-
apy. Try to build this into early sessions by asking: ‘When can you imagine struggling with
this?’ or, ‘When do you see yourself being at risk of having a setback?’ If your client has
a lapse, use the opportunity to review this thoroughly (setting aside enough time to do so),
encouraging your client to learn from setbacks early on in your work together.

Therapist feels pressured and skimps on relapse management

Relapse management is an investment of time, but it is a worthwhile investment as it can
save your client the distresses of relapse and it can save your organisation the cost of offer-
ing further treatment. If your client cannot see trouble coming or handle it when it arrives,
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then he will be vulnerable to relapse – even if he is otherwise skilled in cognitive and be-
havioural techniques.

Summary

An over-arching goal of the cognitive therapist is to ensure that the client becomes his own therapist. We aim
to make ourselves redundant by communicating the knowledge and skills necessary to maintain progress and
minimise relapse. We can do this most effectively if we attend to the principles of adult learning theory and
memory, and if we invest time in addressing relapse management.

• Adult learning theory reminds us to attend to the strengths and preferences both
we and our clients show when encountering new information. It also reminds us
to be conscientious in encouraging clients to spend time in each ‘quadrant’ of the
learning cycle:

◦ observing
◦ reflecting and making links with previous knowledge and developing new

ideas
◦ problem-solving and thinking how to take things forward
◦ creating active experiences.

• Models of memory remind us of the importance of maintaining focus, encouraging
rehearsal of new material, emphasising its relevance, using memory aids and ex-
ploiting familiarity with previous experiences and knowledge.

• Relapse management is the key to continued progress and its concepts really need
to be introduced from the beginning of treatment so that clients have good oppor-
tunity to develop the ability to learn how to learn from their setbacks.

Learning exercises

Review and reflection:

• Note what strikes you as being particularly interesting or important in this
chapter: how you are going to remember this?



• How do learning theory or memory processes fit with your understanding of
CBT – do they make sense when you consider them in the context of your
work? How do they fit with your experiences of having to remember pro-
cedures and protocols or the difficulties your clients have in recalling things
from one session to the next?

• How does relapse management fit with your experience of dealing with set-
backs, either personally or with your clients? Does it seem like a valid ap-
proach?

Taking it forward:

• Learn more about your learning style, perhaps by completing a learning
styles questionnaire (see Honey & Mumford, 1992), or by recording your
sessions and observing how you interact with different patients.

• Learn more about memory by reading more on this topic (for example, Bad-
deley, 2004) or by signing up for a relevant course or a workshop.

• Plan your clinical sessions in order to enhance memory (both yours and your
client’s!) and to get the most out of your learning style.

• If relapse management is a particularly pertinent section for you, update your
reading (see below); you could introduce it in your sessions and evaluate
its impact on client progress. Review with your supervisor your attention to
helping your client become his own therapist, to ensure that you keep this in
mind.

Further reading

Baddeley, A. (2004). Your memory: a user’s guide (2nd ed.). London: Carlton Books.
An excellent introduction to memory, written by a leading expert who knows how to communicate
with the lay person as well as the specialist. It is a classic work, really well researched and informed
yet not at all difficult to read and highly relevant to our work as client coaches and trainers.

Honey, P., & Mumford, A. (1992). The manual of learning styles. Maidenhead: Peter Honey and Asso-
ciates.



This is the manual which explains and helps you evaluate your learning style. It has been in use now
for nearly twenty years, which gives you an idea of how helpful it has been. It is rather expensive
though, and perhaps only for those who need a detailed analysis of their learning style.

Witkiewitz, K., & Marlatt, G.A. (2007). Therapist’s guide to evidence-based relapse prevention. Burl-
ington, MA: Elsevier.
This is one of the few relapse prevention texts that cover a range of psychological problems, rather
than simply substance misuse. Invited authors address eating disorders, mood disorders and PTSD, for
example. Marlatt was key in developing relapse preventions models and methods over 25 years ago,
so he brings a huge amount of knowledge and experience to this edited text.
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Socratic Method

Introduction

A cognitive therapist uses many types of question (see James, Morse & Howart, 2009 for a
review). For example, we use direct, information-gathering questions, which can range from
a simple ‘What is your address?’ to a far more challenging ‘Have you made plans to kill
yourself?’ At other times we ask social questions to put our clients at ease (‘How was the
trip to Wales at the weekend?’, ‘Did your son’s exams go well?’ etc.) or we make enquir-
ies to clarify confusion: ‘Just what was it that she said to you?’ However, the single type
of question most strongly associated with CBT is the Socratic question. Although there re-
mains some dispute as to the precise definition (Carey & Mullan, 2004), it is generally ac-
cepted that, Socratic questioning is a ‘cornerstone of cognitive therapy’ (Padesky, 1993). In
this chapter we will look at why this approach is considered so invaluable and how you can
develop your skill in using it.

The Socratic method derives from Socrates, a philosopher living in Athens around 400
BC. He spent his time in the marketplace, encouraging the young men of Athens to ques-
tion the truth of popular opinion. His unique approach was using questions to help his stu-
dents reach a conclusion without directly instructing them. In this way, he supposedly eli-
cited from a totally untutored slave-boy the basic principles of geometry.

A Socratic question was one that the student had the ability to answer – although he
might not yet realise it. Socrates encouraged students to make use of their own knowledge
base, to form their own opinions, and to see new possibilities, which they could act on. So-
cratic questions are not aimed at proving the questioner’s point – the intention is to encour-
age the other person to query their view and to develop new outlooks.

In CBT, Socratic questioning affords the therapist and client the same opportunities: re-
vealing what clients already know but what they have not yet considered, or have forgotten.
Through sensitive questioning, clients are encouraged to use what they know, to discover
alternative views and solutions for themselves, rather than the therapist suggesting them.

The Socratic method can encompass more than enquiry. The primary aim of the therapist
is to direct clients’ attention to possibilities that had previously been outside their attention,
and there are means other than questioning to achieve this. For example, we can reflect di-
lemmas to help clients achieve a new perspective:

Therapist: So it sounds as if you criticise yourself if you do X, and you give your-self a hard time if you do Y.
Client: It is rather ‘no win’. I hadn’t though of it that way – no wonder I feel bad.



Also, we can offer information:

T: I ran a clinic yesterday. Five of my five clients had been abused as children. How does that strike you?
C: That I am not the only one – I am not so weird.

Although there are different ways to achieve the goal of encouraging new perspectives, the
most commonly used Socratic technique in CBT is the Socratic question.

So, what is a good Socratic question? You have asked a ‘good’ Socratic question if:

1. your client can work out an answer to it; and
2. if the answer reveals new perspectives.

A ‘good’ question draws the client’s attention to information relevant to the issue being
discussed but which might be outside his current focus. This can be helpful in clarifying
the meanings of problems, and it can also be used to help the client make use of the new
information in order to re-evaluate previous conclusions and to construct new plans.

However, what is a good Socratic question for one person at one time is not necessarily
good for a different person, or at a different time. Take the question: ‘What is a good So-
cratic question?’ Clearly, this would not be useful if I asked it of a person who did not
know the answer, but what if I asked it of a colleague who could come up with the answer?
Would that make it good?

It would not be good if I asked a colleague who readily answered the question, but
simply thought, ‘So what?’: she already knew the answer and so learnt nothing from the
exercise. However, imagine that my colleague had lost confidence in her ability to teach
CBT and had told me that she knew nothing of worth and could contribute very little to
our training programme. In that context, answering the question might help her realise that
she had specialist knowledge and could contribute to training. In this case, the enquiry pro-
voked an answer that illuminated the issue.

Why choose Socratic questions?

Why do cognitive therapists strive to develop a repertoire of good Socratic questions? The
answer lies in their effectiveness in encouraging a personal review of a situation and, where
relevant, a shift in attitude, feeling and behaviour.

In his self-help book, David Burns (1980) wrote: ‘Through a process of thoughtful
questions, you discover on your own the beliefs that defeat you. You unearth the origin of
your problems by repeating the following questions over and over: “If that negative thought
were true, what would it mean to me? Why would it upset me?” Without introducing some



therapist’s subjective bias or personal beliefs or theoretical leanings, you can objectively
and systematically go right to the root of your problems’ (p. 239; emphasis in the original).

Although didactic teaching has value in CBT, Socratic questions encourage clients to
review data and draw their own conclusions – conclusions that are more likely to be mem-
orable and convincing.

Socratic questions can be helpful in many areas of therapy, as we illustrate below.

1 Assessment and formulation

In identifying the cognitions, affect, behaviours and sensations pertinent to a client’s dif-
ficulties, Socratic dialogue can elaborate something that might ‘cross a client’s mind’ but
was not previously fully acknowledged. Simple questions such as: ‘How do you feel?’
or ‘What went through your mind?’ can help clients clarify and articulate feelings and
thoughts. Other examples of useful assessment questions are:

What did you do when that happened?
What did it mean to you when you thought/did that?
When was the first time that this thought occurred to you?
Did you have any other feelings?

You can also further inform the formulation by asking questions that help you check out
hypotheses generated by the preliminary formulation, such as:

And when that happens, how do you feel?
What goes through your mind when you feel like that?
What do you tend to do at those times?

This encourages further exploration, thus building and revising the formulation.

2 Education

An essential part of cognitive therapy is teaching the client the skills of CBT. Some of this
is best achieved didactically and experientially: for example, teaching assertiveness skills
and breathing techniques. However, the links between thoughts and feelings, and their im-
pact on motivation and behaviour, are often better explored collaboratively using a Socratic
approach. A standard means of examining these links is to encourage the client to engage in
a hypothetical exercise and imagine the consequences of different thoughts. For example:



Therapist: Imagine that you believed that dogs were dangerous and you saw a dog: what would go through
your mind?

Client: That dog could bite me!
T: How would you feel?
C: Nervous, anxious.
T: What would you do?
C: I’d avoid the dog – I might even run away.
T: Now imagine that you believed dogs were cuddly and safe: what would go through your mind?
C: I suppose I’d think – Oh, he looks sweet.
T: How would you feel?
C: I imagine that I’d feel rather nice. I’d feel relaxed and pleased, especially if the dog was friendly.
T: What would you do?
C: In that case, I’d probably approach it and stroke it.
T: What does that suggest about the links between thoughts and feelings, or thoughts and actions?

C:
Well, I guess that this shows me that my thoughts make a difference to my feelings. My attitude
towards something affects the way I feel about it. I suppose it also shows that the way I feel about
a situation can make a difference to how I respond. Is that what you wanted me to say?

T: It’s not about what I wanted you to say, but rather about the conclusion you draw. What you just
said – did you mean it? Did it seem true for you?

C: Well, yes, I can see that it’s true – but it seems a bit simple, doesn’t it?

This particular technique can be elaborated if necessary. Further questions can be added,
such as: ‘… and what might happen if you avoided/approached the dog? … what might
you learn about dogs? … what might you learn about yourself?’ thus encouraging the de-
velopment of further scenarios that can facilitate further exploration of the linkages.

3 Questioning unhelpful cognitions

The Socratic method is an ideal tool for prompting clients to consider a range of possibilit-
ies that lie outside their current perspective and so construct alternative views of a situation
or event. Several types of question can be used for this purpose:

• ‘evidence for’ questions
• ‘evidence against’ questions
• ‘alternative view’ questions
• ‘consequences of’ questions.



Questions that elicit evidence supporting the problem cognition are important in building
up a balanced view of a situation; they also enable the client to see that ‘it’s no wonder that
I have this thought’ and therefore minimise the likelihood of self-criticism, such as ‘I am
stupid for thinking like this’. Questions here include:

In your experience, what fits with this belief, what makes it seem true?
Why might any of us have that thought at some time?

In searching for evidence that is inconsistent with the problem cognition, you direct the
client’s attention to incidents or experiences that provide alternative possibilities and chal-
lenge the original belief, thus questioning the validity of unhelpful cognitions. You might
ask:

I’m just wondering, do you have any experience of this not being the case?
Is there anything that doesn’t seem to fit with that thought?
How might someone else view the situation?
Is that so all of the time, or are there occasions when things are different?

Once clients have reviewed why they hold a belief (even though it might be unhelpful) and
have looked at ways in which the belief might not stand up to scrutiny, then they can be
guided towards generating alternative possibilities by questions such as:

Now that you have looked at the bigger picture, how would you view your original concern?
Given what you’ve just described, how likely do you think it is that the worst will happen?

In this way, you encourage the client to stand back and review the situation, reflecting on
the bigger picture that has emerged. This is essential training in CBT if your client is going
to become his own CBT therapist (see Chapter 8).

Enquiry about the consequences of holding a current view (and an alternative view)
will elicit the pros and cons of current beliefs and can provide a rationale for change that
can motivate your client in taking the risk of changing their outlook and possibly their be-
haviours.

How helpful, or unhelpful, is it to hold this particular belief?
What good, if any, comes of holding this belief?
What is the downside of seeing things this way?
If you see the world this way, how do you feel, how do others react?
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4 Problem-solving and working out solutions

You can guide your clients towards good problem-solving by using the Socratic approach
to encourage first precision and then creativity.

So, just what is it that you fear will happen?
How might your friend try to deal with such a dilemma?
Given that you have identified avoidance as an obstacle to gaining confidence, how would you advise a
friend to go about dealing with this obstacle?

This can then explore as many coping options as possible. You can also use the Socratic
approach to tease out the pros and cons of a solution by asking your client to consider what
might go well and what might go badly, and you can prompt him to devise back-up or re-
serve plans.

What is the worst-case scenario if this solution does not work?
How would you prepare for that?
How might you guard against it happening? What could you do if it did happen?

Thus, you can guide him through the stages of defining the problem, generating as many
solutions as possible, planning to put a solution into action and devising contingency plans.

5 Devising behavioural tests

Once the client has a new perspective, he needs to take it forward and check its validity.
Thus, the insights that Socratic questioning can generate often need to be followed by be-
havioural testing (see Chapter 9). For example, when working with a person with a phobia,
we generally hypothesise that it will be helpful to face the fear. You can use the Socratic
method to elicit the rationale for a behavioural experiment along these lines:

What do you think would happen if you held your ground and did not run away?
What would go through your mind?
And if you were able to remain in the situation, what would go through your mind?
How would you feel? What would this mean to you?

This can lead on to questions that shape the behavioural experiment, such as:

How might we set up a situation where this could happen?
What would make it easier for you to take on the challenge?
How will you gauge your success?
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In this way, experiments can be evolved collaboratively. Similarly, trouble-shooting can be-
come a collaborative venture, for example:

What could go wrong?
What is the worst-case scenario?
How might you prepare yourself/deal with this if it happened?
How might a friend prepare herself/deal with it if it happened?
What would we learn from that?

It is important that, as far as possible, experiments arise from the content of the session and
are closely linked with the development of insight. Thus, if a client draws a new conclu-
sion, for example: ‘If I could stay in that situation, like I used to do, then I’ll get back my
confidence’, then you can ask, ‘How might you check that out?’ Similarly, discoveries in
session can be linked with behavioural change by asking the question, ‘Given what we’ve
covered today, how might you take things forward?’

After experiments, Socratic enquiry can be used to prompt analysis of what happened,
highlight problems and doubts and then move on to reconstruct new conceptualisations and
further behavioural experiments.

6 In supervision

A final note regarding the Socratic method is that it can be as useful in supervision as it is in
therapy, a point that has been strongly promoted by Overholser (1991). All the arguments
for using it as a therapeutic tool stand when using it as a supervisory tool: it enhances learn-
ing, fosters collaboration and tests hypotheses. (See Chapter 19 on supervision and CBT.)

When do we use Socratic enquiry?

A Socratic question is not the only ‘good’ question in CBT. Therapists have many tasks: es-
tablishing a collaborative relationship, gathering information, deriving a formulation, skills
training, and so on. Different forms of question can yield different results, which can be
useful at various points in therapy in achieving a range of goals. For example, informa-
tion gathering might sometimes be best achieved through direct questions (e.g. ‘Are you
currently working?’), while establishing a warm and empathic relationship might merit a
leading question (e.g. ‘You seem distressed – is this too upsetting for you?’).

Whatever type of question we choose, Beck et al. (1979, p. 71) advise that ‘Questions
must be carefully timed and phrased so as to help the patient recognise and consider his
notions reflectively – to weigh his thoughts with objectivity,’ and they warn that a client:
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‘may feel he is being cross-examined or that he is being attacked if questions are used to
“trap” him into contradicting himself’.

This reminds us that a good Socratic question is asked in the context of a good thera-
peutic relationship. Your aim is to communicate warmth, empathy and a non-judgemental
attitude, whilst minimising client angst and hopelessness, so as to facilitate engagement,
lateral thinking, creativity and recall. A client should feel that his perspective is interesting
rather than ‘wrong’, and that his exploration of new possibilities will be valued and con-
sidered, rather than negatively judged. Clients need both the knowledge and the confidence
to answer a question.

How is it done?

There is a common misconception that the effective cognitive therapist operates like a slick
courtroom lawyer who never asks a question unless he knows the answer and, with two or
three brilliant questions, reveals the ‘truth’. It is interesting, therefore, that Beck has de-
scribed the television detective Columbo as his role model. The gentle inquisitive style of
the television hero – never pushy or omniscient – reflects a respectful and genuine enquiry.
This attitude is crucial to ‘good’ Socratic questioning.

The style and purpose of Socratic questioning in cognitive therapy was most thought-
fully reviewed by Padesky (1993). She highlighted the important difference between using
Socratic questions to change minds and using them to guide discovery. In summary, she
argued that the therapist who ‘changes minds’ illustrates that the client’s thoughts are il-
logical, while the therapist who ‘guides discovery’ reveals new possibilities. She argued
that genuine curiosity was key to achieving the latter. Teasdale (1996), commenting on
Padesky’s view, has suggested that, at a psychological level, ‘changing minds’ invalidates
specific thoughts or meanings, while ‘guiding discovery’ creates alternative mental frame-
works. Consider the impact on your client: ‘You are wrong’ versus ‘There are other possib-
ilities.’

The cognitive therapist should strive to guide discovery not only by adopting a position
of curiosity but also one of humility. Humility enables us to anticipate that we might learn
from the client, rather than assuming that we always have (or should have) the answer. In
this way, we can avoid falling into the ‘changing minds’ trap.

Metaphor and analogy can aid Socratic questioning. Each encourages your client to
imagine a parallel situation so that the focus is temporarily shifted from his original view.
By doing so, the strong emotion of the personal situation is tempered and your client may
be able to think more productively. Clients can be encouraged to develop their own meta-
phors to help them discover more about their problems and solutions. For example:



Therapist:
You say that it feels as if you have a pigeonhole in your mind that collects and stores all the
hurt and betrayal from the past. What would it mean if you also had a pigeonhole that collected
memories of good relationships?

Client: I would be able to recall good times and positive relationships.
T: How might we begin to build a pigeonhole for the positive memories?
C: I have no idea!

T: Well let’s think about it. If you were trying to help a friend hold on to memories of good times
and positive relationships, how might you do it?

C: I would encourage them to keep a notebook – or perhaps to keep a record on their mobile phone.
T: Is that an idea which would work for you? And if so, how?

C: Well – if I remember something, or if one of my friends recalls something positive, I could write
it down so that I don’t forget quite so easily. Then I’d have a record.

T: Yes, you would have created a pigeonhole. How might we try to ensure that you checked that
pigeonhole regularly?

C: I’d have to look at my notes regularly – I could try to review them at night before I go to bed. I
could try to get into a routine of doing that.

Examining analogies can also prompt the client to stand aside from his own situation and
consider a parallel one. For example, a question like: ‘How would you advise your son, if
he faced a similar dilemma?’ can shift the client into a more hopeful and practical mind-
set which enables him to begin to generate new ideas for coping. Similarly, questions such
as: ‘How might a friend view the situation?’ or ‘How might a detective go about collecting
evidence?’ can help the client step into another ‘mindset’ and view things differently and
more productively.

The skill of Socratic questioning is one that might come more naturally if you do not
try too hard. In many social interactions you formulate hypotheses and ask questions that
facilitate but don’t lead, and that permit flexibility and genuine responses. We use Socrat-
ic methods in our daily life without even realising it. Drew Westen, in his introductory
psychology text (1996), gives the example of meeting someone at a party – a situation
where there might be much Socratic enquiry. Imagine a man walking into a party and being
greeted by an attractive, warm and friendly woman. He hypothesises: ‘She is interested in
me’. It is very unlikely that he would just approach the woman and ask her out, it is more
likely that he will use a line of questioning that will enable him to collect information to
support or refute his hypothesis and will give the other person an opportunity to feed back
her intentions in greeting him. He might begin with a friendly:

Hello, I’m Billy – a colleague of the host.

Depending on the responses that he gets, he might gauge the woman’s romantic interest
and ask further questions to clarify her interest and intentions. For example, he might ask:



The band here is excellent and local – do you ever go out and listen to them?

If she continues to be friendly and replies that she often goes to listen to them and always
enjoys the occasion, he then might maintain his hypothesis and continue with gentle ques-
tioning. However, at some point her response or behaviour might challenge his hypothesis
and he would revise it without having jumped to a premature conclusion that could have
resulted in embarrassment. For example, he might ultimately conclude:

She is a member of the host’s family and is helping the party run smoothly. She is polite and sociable
rather than interested in a date with me. (Adapted from Westen, 1996.)

Downward arrowing

This refers to a type of systematic questioning that aims to help clients elaborate on, or
‘unpack’, their experience or NATs and perhaps identify the more fundamental meanings
underlying an unwanted reaction. In some texts it is called ‘vertical arrow restructuring’.

Bea stated that she had to return to the house repeatedly to check that the door was locked. It was not
immediately apparent to her why she needed to do this, but gentle, systematic questioning by her ther-
apist gradually revealed that she felt rather incompetent and did not trust herself to lock the door prop-
erly. She feared that she would be burgled and would carry the blame for the loss to her family. This
conclusion made sense of her drive to return again and again to make sure that the door was locked.

If you use the downward arrow technique, your questions should be paced and phrased so
that your client never feels interrogated, but rather that you are taking a genuine interest.
You might begin a line of enquiry with questions like:

Just how did you feel at the time?
… and what was going through your mind?
Any particular thoughts or pictures?

Such questions help clients re-activate the affect of the moment and focus on relevant cog-
nitions. In the example above, Bea reported:



‘I felt anxious, really nervous and tense and I was sure that the only way I could deal with these feelings
was to go back again and check. I was thinking: I’ve got to make sure, I’ve got to make sure.’

Your initial line of enquiry might be followed by further questions that help the client
gently tease out or ‘unpack’ the personal relevance of a thought or an image – questions
such as:

I wonder what seems so bad about that?
In your view, what does that mean?
What does that say about you?
What would that mean about your life/your future?
What would others think of you?
How would you label that?
Can you describe the worst thing that could happen?
And if that were true – then what?

Through such questions, you and your client can discover more about the belief system re-
lating to a particular problem.

When first asked what would be so bad about being burgled and what it meant to her, Bea was reluctant
to think about it and there was a period of silence. Her therapist acknowledged that this was difficult
for her and suggested she take her time. Eventually, Bea revealed:

‘It would be terrible because it would be all my fault … It would prove how useless I am and no one
would trust me again. They wouldn’t respect me within my own family. I would feel so ashamed and
unworthy.’

Like many of our clients, Bea found downward arrowing an emotionally charged challenge.
For this reason we need to be prepared to pace it sensitively, accept periods of silence, look
for ways of making the task easier for our client and we must be prepared to stop the ex-
ploration if a client finds it too distressing.

Once the relevant beliefs have been identified, they can be examined and tested using
cognitive testing and behavioural experiment. It is worth remembering that you can also
discover more positive beliefs, such as: ‘On the whole, people seem to like me’, or ‘If I put
in the effort, I can get things done’. Sometimes more positive beliefs are simply revealed
as part of the course of questioning but we can increase the likelihood of uncovering them
if we ask questions such as: ‘What would be so good about that? How might that help you?
What positive things does that suggest?’ Positive beliefs can enhance progress – for ex-
ample, someone who believes himself likeable and capable is likely to engage well with



you, can probably take on quite challenging social assignments and would be motivated to
engage in homework tasks – so it is useful to identify them.

Through downward arrowing, the client’s fundamental belief system is often revealed
(as in Bea’s case). This is sometimes referred to as ‘the bottom line’ (Fennell, 1999), al-
though it is often more akin to a ‘bottom triangle’, comprising the elements of Beck et al.’s
(1979) cognitive triad: beliefs about the self, others and the world, and the future. These
elements relate to each other, and finding yourself going round the triangle is often an in-
dication that the ‘bottom line’ has been reached:

Therapist: … and what might that say about you?
Client: That I am bad. [Self]
T: … and what would that mean to you?
C: That no one is going to want to know me. [Others]
T: … and if that were the case, what would that mean to you?
C: That I will always be alone and miserable. [Future]

In trying to determine whether or not the bottom line has been reached, ask yourself:
‘Would anyone feel the way my client does if they held this view and believed it as much
as he does?’ If your answer is ‘Yes’, then you have probably uncovered a core belief.

It can take several sessions before the core belief system is revealed, and sometimes it
is simply not accessible. In fact, it is not always necessary to reach the bottom line (or tri-
angle) in order to carry out effective CBT, and much productive work can be carried out at
the level of a NAT or with the rules and assumptions associated with core beliefs. However,
there can be advantages in uncovering core beliefs. First, an understanding of core beliefs
can aid a client in understanding persistent vulnerabilities: ‘It’s no wonder that I have no
social confidence and am depressed if I feel bad and undesirable’. Second, identifying core
beliefs paves the way for schema-focused work, if necessary, as core beliefs are a key com-
ponent of many schemata (see Chapter 17).

There is always a danger that if you have a strong belief in a hypothesis you may use
the downward arrow technique simply to pursue its confirmation (to ‘change minds’). It is
crucial to remember that however well informed we might be, we are sometimes wrong.
A great strength of Socratic dialogue, provided that it is coupled with curiosity and humil-
ity, is that it can lead us to conclusions that we did not anticipate. A useful rule of thumb
when using the technique is to devise questions that might refute your hypothesis. When
you think that you have confirmed your hypothesis, ask another question or two that is de-
signed to disprove your theory. This both helps you refute an incorrect hypothesis and also
guards against your being too narrow in focus.
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Stages in Socratic questioning

Padesky (1996a) has defined four stages in Socratic questioning. These are the stages of:

1 Concrete questioning: structured, information-gathering questions, which begin to inform your hypotheses
about the client’s difficulties. For example:

• How long have you felt low in your mood?
• How often do you binge?

2
Empathic listening: careful, non-judgemental attention both to what the client is saying and to how it is
said. The client can communicate a great deal through tone of voice or facial expression, which can further
impact on your hypotheses and influence subsequent questions.

3 Summarising: feeding back a synopsis in order to check hypotheses, clarify information or reiterate a
point. For example:

• You say that you have felt depressed for the past three months, but that for several years you
have felt rather low.

• You seem to be saying that you probably binge every evening, but you are sometimes unsure
whether or not you have actually binged.

4 Synthesising or analysing questions: these encourage either the development and expansion of an idea or
a theme (synthesising), or the refinement of key information (analysing). For example:

• When we review the past few years, your lowest points seem to be: when you split up from Paul;
after the birth of Karen; when you feel that your marriage is not going well. Is there anything
that links these events? [Synthesising]

• Although there are many circumstances in which you binge, on what evenings are you most
likely to? [Analysing]

Socratic enquiry helps the client review relevant evidence as widely as possible. You are
more likely to obtain this ‘bigger picture’ by maintaining curiosity and not being too con-
strained by a hypothesis; and by continually asking ‘and is there anything else?’ If you get
bound by rigid expectations, then you might terminate your enquiry before a wide enough
data base has been uncovered. Consider the following example of different ways of ap-



proaching Jon, an anxious and miserable 14-year-old referred to the school psychologist
because of poor performance in some subjects.

Approach 1: The psychologist asked about Jon’s schoolwork and concluded that the
issue was indeed study-related. She hypothesised that Jon was experiencing specific aca-
demic difficulties and her questions were focused on this hypothesis:

Tell me more about the subjects that you’re not doing so well in …
Maths and physics: have you always struggled with these topics? …
So maths and physics have always been difficult for you, and now it’s even harder to keep up. [Sum-
mary] …
If a friend of yours was struggling with a subject, what would you suggest in order to help him out?

In this way, the therapist efficiently progressed to her target of developing more efficient
studying strategies.

Approach 2: This time the psychologist developed the hypothesis that Jon was exper-
iencing specific academic difficulties and initially asked similar questions. However, she
followed these focused questions with an exploratory enquiry:

I can probably help you with your study technique, and we’ll talk through some of the strategies later
– but first, I was wondering if there is anything else on your mind when you find yourself struggling in
class.

It then transpired that Jon felt judged by the maths and physics teacher, Mr Smith. The psy-
chologist focused her enquiry, finding out more about the relationship with the teacher. It
became clear that Jon struggled in class because he felt especially anxious and self-con-
scious with this particular teacher. The psychologist then constructed a new hypothesis, that
Jon had specific interpersonal difficulties with Mr Smith. Again she asked more explorat-
ory questions, ascertaining the nature of their relationship:

How do you imagine Mr Smith views you? What goes through your mind?

Jon then revealed that he believed that this particularly conventional and religious teacher
was blaming him for his parents’ impending separation. Jon blamed himself for his parents’
marital problems and felt guilty, even sinful.

The formulation was now quite different from the initial hypothesis. Jon was insecure
and distressed because his parents were going to separate. Increasingly, he felt responsible
for this, but he also felt isolated and could not discuss it with his parents. Shame inhibited
him from sharing his troubles with his friends. He soldiered on. In lessons with Mr Smith,
however, he felt judged and was reminded of his guilt. This interfered with his ability to
perform in the class.



Having too narrow a focus is not necessarily a therapeutic disaster, as the limitations
of the intervention will become apparent and you can reformulate. However, there are ad-
vantages to building the bigger picture as early as possible, as it communicates empathy –
the therapist really ‘gets it’ – and this can inspire hope. Also, the formulation will be better
informed and will lead to more relevant interventions or more sensitive prioritisation of is-
sues.

Cautious and compassionate Socratic enquiry

A skilled therapist can become increasingly adept at ‘unpacking’ cognitions and identifying
key, fundamental beliefs. However, this can become anti-therapeutic if you become overly
focused on getting to the bottom of a problem without empathic pacing, a practice a col-
league of ours calls ‘psycho-bulldozing’. It can leave clients feeling that you are insensitive
and can result in your missing opportunities to teach them about the role and management
of cognitions. There is useful material to be worked with en route to the ‘bottom line’, and
it can help the therapeutic dialogue if exploration is sensitively paced and punctuated by
summaries.

Maria is a depressed, 30-year-old divorced woman who, despite an impressive academ-
ic background, never remained employed for more than a few weeks. She tended to start
jobs with great hope and enthusiasm but never sustained them. She was well defended emo-
tionally and tended to minimise emotional responses, often appearing rather superior and
arrogant. However, the downward arrow procedure distressed her unless it was paced very
carefully. Because of this fragility, her therapist did not proceed directly to the bottom line
but achieved this over several sessions. In such cases, it is helpful to ask:

Is it alright for me to continue with these questions?
Do you need a bit of a break? Let me know if you do.

Clients like Maria may have spent a long time trying to avoid the pain that is provoked by
a core belief, and a therapist must not underestimate the fear and distress that uncovering it
might elicit. In summary, this is the course that Maria’s therapist followed:

Therapist: Why did you give up the project?
Client: I was not good enough.
T: And that means?
C: There was no point. I have to be the best, or else I’ve achieved nothing.
T: Can you tell me more about the importance of being the best?
C: If I’m not superior, I’m wasting my time.
T: What is so bad about wasting time?



C: Time wasting is failure.
T: Let’s imagine that you did waste time and you felt like a failure. What would that mean to you?
C: If one is a failure, one is pathetic.
T: Are you able to tell me what that means to you personally?

At this point, Maria revealed a core belief. Before this, however, many assumptions, ripe
for further exploration, had been revealed. The assumptions that Maria disclosed gave op-
portunities to address thinking biases; to look at the pros and cons of holding a particular
assumption; to construct vicious circles explaining the maintenance of the assumptions; to
look at evidence for and against them; to challenge beliefs; to set up behavioural experi-
ments; and to introduce techniques such as continuum work (see Chapter 8 for descriptions
of cognitive techniques). For example, the statement: ‘There was no point. I have to be the
best, or else I’ve achieved nothing’, gave an opportunity to highlight dichotomous thinking
and unrelenting high standards and to explore the behavioural, emotional and occupational
consequences of having such thoughts.

When Maria disclosed this painful core belief, she was tearful and it was clearly a brave
and difficult thing for her to say. Her worst fear was that she would be revealed as the
‘candy floss’ that she believed she was. As it was not obvious why this might be so upset-
ting, the therapist asked her to describe a person who was ‘candy floss’. She reported that
this was her family’s term for the most despicable sort of character: soft, vulnerable and
sensitive. As she elaborated, she completed the triangle when she said that ‘candy floss’
people end up despised, rejected and lonely. Interestingly, as she said this, she became less
upset. The words ‘soft, vulnerable, sensitive, despised, rejected and lonely’ did not provoke
the emotion that was triggered by ‘candy floss’. This is a reminder of the importance of
uncovering the idiosyncratic meaning for the client: the word or phrase that carries the dis-
tress and helps him make sense of the problem.

It might seem obvious, but the tone you use when posing Socratic questions will com-
municate messages to the client. Consider the commonly used downward arrow phrase:
‘What is so bad about that?’ If delivered in a brusque manner, a client might infer that you
are suggesting that he is making a fuss about nothing, thus compromising the therapeutic
relationship. If you pose the question in a gentle, inquisitive manner, perhaps prefaced with
‘This might sound like a silly question, but …’, then it is more likely that the client will feel
able to respond without fear of being criticised or judged. Gilbert (2005) has studied the
role of the ‘compassionate voice’ in cognitive therapy and argues for the advantages of cli-
ents developing a compassionate inner voice. You can be a good role model for promoting
this voice. By using phrasing and a tone of voice that communicate support and non-judge-
ment, you are leading by example.
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Socratic questions and self-help

Ultimately, clients must become both Socrates and his pupil. They need to stand back, re-
view and develop new perspectives. An invaluable aid in learning to do this is the daily
thought record (DTR) (see Chapter 8). This record of key events guides the user through
the stages of identifying key emotions/cognitions, exploring the validity of the cognitions
and then synthesising a new perspective. With rehearsal, this procedure can become second
nature.

Some authors have produced annotated DTRs that prompt the user with salient Socratic
questions at each stage in the log’s completion (Greenberger & Padesky, 1995; Gilbert,
2005). For example:

What is going through my mind and how much do I believe it?
What supports this?
What contradicts my conclusions?
How might someone else view this situation?
What would I advise someone else?
What evidence is there to support alternatives?
What thinking biases can I identify?
How does my thinking help or hinder me achieving my goals?
What effect would believing an alternative have?
What’s the worst thing that could happen?
How would I cope?
Can the problem situation be changed?
What can I do differently?
How can I check this out?

Others have produced lists of key questions for clients to use as prompts (Fennell, 1989),
and clients can be encouraged to keep their own log of questions that have been particularly
productive for them, such as:

What line of enquiry has helped me in the past?
What do I imagine a therapist asking at this point?

Problems when using Socratic questions

Here are some of the more common difficulties in Socratic questioning, with suggestions
for managing them.
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The client cannot access the key thoughts or images in the session

Encourage clients to record relevant cognitions at or near the time of the problem occur-
ring. It can also be useful to discuss a recent experience, using imagery or role play if ne-
cessary, in order to evoke the emotional state related to key cognitions: stronger emotions
are likely to make relevant cognitions more accessible. As suggested in Chapter 8, it is also
helpful to look out for clear changes in emotions within the session, as these can reflect
‘hot cognitions’ that might be relevant, and can be explored very close to the event. En-
courage exploration of affect (‘How do you feel emotionally?’) and/or sensation (‘How are
you feeling in your body?’) as this can give your client a more accessible starting point for
exploring cognitive experiences.

The client invalidates distressing cognitions

Some clients might invalidate key cognitions as they emerge: ‘… but I know that is silly’,
‘… although I am sure that I’ll be fine’, ‘… but that doesn’t really upset me’. This is some-
times a means of avoiding distressing cognitions (see below), but this minimisation can
reflect a failure to recognise the impact of a ‘hot cognition’ after the event. If this is the
case, ask your client if the thought or the image felt true at the time it crossed their mind,
stressing the importance of that moment.

The client is avoidant of distressing cognitions

A good starting point is working on your therapeutic relationship. Discover what your cli-
ent needs in order to feel ‘safe’ and try to identify his fears. Take things slowly and make
clear the rationale for unpacking potentially upsetting cognitions. Be aware that some cli-
ents might invalidate key cognitions as they emerge in order to avoid experiencing the ‘hot
thought’: ‘… but I know that is silly’, ‘… although I am sure that I’ll be fine’, ‘… but that
doesn’t upset me’. Acknowledge this pattern and try to uncover the client’s fears about stay-
ing with an emotionally laden thought or image. Such fears will have to be addressed be-
fore you can move on in therapy. Also remember that behavioural experiments (see Chapter
9) can help your client test out the negative predictions underlying the avoidance.
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Key cognitions are fleeting in nature

Some clients find it difficult to identify important cognitions because they seem inaccess-
ible or ‘slippery’ and easily forgotten (see Chapter 8 for a full description of the nature of
cognitions). You can help by encouraging clients to carry a DTR or thought log so that they
are better able to catch key cognitions as they arise. Again, attend to mood shifts in session,
as these can give insights into thoughts and images relating to the problem. And again, try
evoking a recent experience so that the relevant cognitions might be accessible in the ses-
sion.

Crucial meanings are held in a non-verbal form

When clients seem to be unable to express key meanings verbally, try exploring sensations:
‘Where is it in your body, does it have a shape or texture? Colour? Temperature?’ ‘Can you
picture it in your mind’s eye?’ This might provoke descriptions such as: ‘It’s red and it is a
hard ball in the pit of my stomach’, and ‘It’s a soft, purple sensation, that gradually spreads
throughout my body’. Accept that some non-verbal meanings are going to be metaphorical
rather than literal, for example: ‘… my body is full of red, boiling jelly with metal shards
cutting through my skin’ [pain] or ‘I feel nausea, and a black tidal wave inside me is pulling
me away’ [disgust]. It is still possible to incorporate this information into a formulation and
to work towards developing alternative meanings.

The client invalidates new perspectives

Some clients seem to collaborate with guided discovery only to dismiss new conclusions
with a ‘yes but’. This might indicate that you have slipped into giving advice rather than
posing Socratic questions: self-monitor to see if this is true. Alternatively, the client might
need to substantiate his new perspective by engaging in behavioural change. Behaviour-
al experiments are effective in achieving ‘gut-level’ changes in beliefs. ‘Yes but’s might
also indicate that a robust belief system is at work, which can be revealed through further
Socratic enquiry. Sometimes such a belief system reflects a problem schema and schema-
change interventions might be appropriate (see Chapter 17).
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The therapist questions without direction, or in an unfruitful direction

Although the importance of curiosity has been stressed, Socratic enquiry should remain
hypothesis-led and guided by a formulation. Without this underpinning, you might well
collect information but be unable to structure it, struggle to remain focused on the present-
ing problem or find yourself in blind alleys, hopping from one topic to another without
getting closure on any. In each of these situations, referring back to a working formulation
will provide the necessary structure to make sense of new information and to keep you on
track. Having said that, apparent blind alleys can sometimes give useful further informa-
tion about a problem, provided there exists a conceptualisation that can incorporate it.

The therapist lectures

It is possible to lapse into lecturing, particularly if you have a clear idea of where you want
to lead the client or what you think the client should know. The need for collaboration,
curiosity and humility have already been discussed, and session recordings can help you
identify when you lose these qualities. It is important to identify a lecturing style early on,
before the therapeutic relationship is put at risk. On occasion, you might find yourself un-
able to sustain a ‘good’ Socratic style because of tensions in the therapeutic alliance. It is
important to keep the therapeutic relationship in mind and to address problems swiftly.

The therapist explores but does not synthesise and draw conclusions

Although the importance of curiosity has been stressed, Socratic enquiry should remain
hypothesis-led and should aim to inform the formulation. Therapy should be regularly
punctuated by summaries that draw together information and link it to the case conceptu-
alisation. You might need to devise a reminder to summarise regularly, or to ask a client to
synthesise new conclusions, say every 10 minutes. It can be helpful to ensure that a copy of
the working formulation is always accessible for reference – better still, actually on view
during the sessions, so that it is constantly there as a structure to help both you and your
client.

The therapist asks questions only to validate a hypothesis

This can lead to a very biased ‘unpacking’ of information and, ultimately, a misleading
conclusion. If you are exploring the hypothesis that your client has panic attacks, you need



to ask questions that would allow for the possibility of your clinical hunch being wrong.
After all, if you want to test the hypothesis that all swans are white, you need to look for
a black swan. However, this is counter-intuitive for most of us so it does tend to require
additional effort. Often, a little curiosity is helpful: ‘Can you tell me more? Is there any-
thing else? Do you have any other thoughts/feelings/urges?’. Such questions will open up
the field of exploration and prevent your enquiry from becoming too narrow.

The therapist limits Socratic enquiry to guided discovery

Although guided discovery is an invaluable tool it needs to be supplemented by other forms
of Socratic method – curious debriefing of behavioural experiments and review of DTRs,
for example. In addition, Socratic questions can be used in the wider practical context of,
say, setting an agenda or planning a behavioural experiment. Try not to limit your use of
Socratic method but rather think how it might help you and your clients get more out of a
range of CBT approaches.

Summary

• Socratic method is a technique fundamental to CBT which we can use to:
◦ help clients discover things for themselves
◦ get a better understanding of their problems
◦ help them devise new ways of dealing with difficulties.

• It is a skill that is versatile and can be used in all aspects of therapy and in su-
pervision. Even so you should not strive to use Socratic questions exclusively –
sometimes other forms of questioning are more appropriate. For example, when
carrying out a risk assessment or simply collecting demographic information, you
could ask direct questions.

• Sometimes information-giving is a more effective means of teaching than Socratic
methods. For example, informing someone of the physical dangers of self-starva-
tion, or memory processes following psychological trauma. Remember, Socratic
enquiry is only possible if a person has the knowledge to answer the question.

• To be most effective in a therapy setting remember to be:
◦ Curious and humble. You don’t have to know all the answers and you need

to be prepared to learn from your client.
◦ Cautious. Downward arrowing in particular can be a powerful technique.



◦ Compassionate. This is not only a good stance for a therapist, but you are
modelling an attitude for your clients to adopt.

◦ Confident. You are an intuitive scientist so you know how to review, hy-
pothesise and check out your hunches.

• Remember also that Socratic methods are used in context. Make sure that you try
to get the most out of them by creating a collaborative relationship and by respect-
ing your clients’ needs.

Learning exercises

Review and reflection:

• Consider what you have learnt from reading about Socratic method: what is
new to you? What has been clarified for you? Are there aspects of Socratic
method which still puzzle you?

• Consider how Socratic methods fit with your practice: do you use this ap-
proach but could refine it? Do you need to start from scratch in improving
your technique? Do you know the theory but are inconsistent in using Socrat-
ic method? If so, what patterns can you identify? Consider what parts of the
chapter fitted particularly well with your way of working or your approach
to CBT – you will find these easy to build on. Think about what parts of the
chapter seemed less familiar or clashed with your current style – it will take
more effort to remember and use these sections and you will need to put more
effort into taking things forward.

Taking it forward:

• Once you have decided what you want, or need, to build on, consider how
this will be best achieved. Be realistic in your planning and take into account
your resources – how much funding is available to support your further train-
ing? How much time do you have? How much experience in Socratic meth-
ods does your supervisor have?

• Try to find workshops and literature that will help you develop your Socratic
skills.



• Recording sessions is essential for improving use of Socratic method: you
can then review recordings yourself and/or ask your supervisor or a colleague
to critically appraise your Socratic ability.

• You need to think how you will evaluate your progress – this might require
regular reviewing of session recordings and maintaining some form of rating.

Further reading

Kennerley, H. (2007). Socratic method. OCTC essential guides. Available from www.octc.co.uk
This is a brief text which considers how best we use Socratic methods in CBT. It is succinct, readable
and covers the use of Socratic methods in assessment, testing beliefs, and problem-solving.

Padesky, C. (1993). ‘Socratic questioning: changing minds or guiding discovery?’.
This was a landmark keynote address delivered at the European Association for Behavioural and Cog-
nitive Therapies conference in London. In it Padesky challenged some of the conventional thinking
about Socratic questioning in CBT, and her views on optimising its use remain as relevant today as
they were in 1993. The keynote is available from www.padesky.com

http://www.octc.co.uk
http://www.padesky.com
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Cognitive Techniques

Introduction

This chapter introduces a range of cognitive techniques which are used to review and reap-
praise thoughts and images relevant to the client’s problems. As with any of the interventions
used in CBT, their use must be part of a coherent plan and they should not be introduced
without a genuine rationale that follows from a shared formulation. Even when following
an empirically based treatment protocol, it is essential that you continue to ask: ‘Is this an
appropriate intervention for this client at this time? Given the formulation of this person’s
problem, can I justify introducing this intervention?’

Remember that not all distressing thoughts are inappropriate. For example, a client might
attend a session feeling tremendously upset because he has to take exams in a day or two and
is not fully prepared. He might believe that his chances of failure are high, and that he will
therefore lose a postgraduate position. These thoughts might be realistic, and if so, your job
is not to introduce unrealistic positive thoughts. Instead you might help him use problem-
solving skills to minimise the likelihood of failing, or you might help him look at the mean-
ing of losing his position and how he could cope with it.

Timing is also important. For example, Beck et al. (1979) caution that, ‘many depressed
patients are so preoccupied with negative thoughts that further introspection may aggravate
the perseverating ideation’ (p. 142). Beck and colleagues advocate focusing on goal-directed
activities that change the negative estimates of capability, before directly focusing on the
cognitions associated with depression. We are again reminded that a cognitive intervention
is part of a larger cognitive-behavioural treatment plan.

Presenting a rationale for cognitive work

Clients need to understand the rationale for cognitive work, because you will often be asking
them to focus on the most frightening, most depressing or most shameful aspects of their
lives and on cognitions that have been ignored or avoided for years. Fundamentally, that ra-
tionale rests on your client’s individual formulation, which demonstrates the links between
his individual thoughts and his feelings and behaviours. Your client also needs to know that
you are not going to require him immediately to share the worst thing he can imagine and
to dwell on it. Although he is likely to need to face difficult-to-tolerate thoughts or images



eventually, this will be in the context of a respectful, collaborative relationship and will be
taken at an appropriate pace.

It might sound obvious, but it is also important that your client understands what is
meant by the term ‘cognition’. Beck et al. (1979) describe a cognition as ‘either a thought
or a visual image that you may not be very aware of unless you focus your attention on it’
(p. 147). This description nicely introduces the idea that cognitions can be ephemeral and
that the client might have to work quite hard to identify them. It also reminds us that im-
ages are as relevant as thoughts.

You must guard against your clients identifying unhelpful cognitions as ‘wrong’ or ‘ir-
rational’. This can feed into negative beliefs such as ‘I’m stupid’ or ‘I always get things
wrong’. Even if a belief is currently unhelpful, that might not always have been the case.
For example, the firmly held belief that ‘It is dangerous to trust’ might have been a helpful
and adaptive belief for an abused child, even though in adulthood and away from an abus-
ive environment it might be unhelpful.

Identifying cognitions

A fundamental task of the cognitive therapist is helping clients observe and record the
thoughts and the images that run through their minds. It is not uncommon for clients
to struggle with this, sometimes reporting that they do not have cognitions or confusing
thoughts and feelings. You cannot assume that you can leap in with a couple of well-con-
structed Socratic questions and discover the cognitive essence of a problem. Your first step
will be to help your client learn to ‘catch’ relevant reactions, to discriminate between feel-
ings and thoughts and then to link them so that feelings become a cue for cognitive explor-
ation. Table 8.1 gives some examples.

Table 8.1 Feelings with commonly associated thoughts

Feeling Thoughts
Depressed I am hopeless. The future is bleak and I can’t change it.
Anxious I am in danger. Something bad is going to happen. I cannot cope.
Angry I have been disrespected. People are mean to me and I won’t stand for it.

As the table illustrates, a good general rule for distinguishing thoughts and feelings is
that feelings can often be expressed – at least crudely – by a single word, whilst cognitions
demand a lengthier description. Clients often find it easier to notice feelings first, rather
than thoughts or images. This can provide a useful stepping stone for accessing thoughts.
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If you encourage clients to begin by focusing on feelings, exploring and elaborating them,
you will find that they tend to ‘drift’ into identifying cognitions.

Client: I don’t know what was going through my mind.
Therapist: Can you see yourself back there? Get a picture in your mind’s eye?
C: Yes.
T: Can you now try to remember how you felt at the time?
C: Yes – physically sick. Tense.

T: Stay with that image and those feelings and see if you can tell me more about your experiences
that evening.

C: Well I felt really tense, anxious. My heart was pounding and I was scared, really scared that he
would come back and hit me. I thought that he was going to attack me.

In this example, the client first tapped into his physical state, then identified his mood and
finally clarified his cognitions. Clients who have difficulty in verbalising cognitions, or
claim to have none, can often be helped by focusing on physical sensations.

‘Hot’ cognitions

Beck et al. (1979) emphasised the importance of capturing hot cognitions, i.e. those that
seem to be most directly linked to the client’s most significant emotions. Cognitive inter-
ventions will be most effective if they target these hot thoughts. When trying to uncover
these key cognitions, it can be helpful to ask: ‘Would anyone feel as bad as my client does
if they had that thought and believed it as much as he does?’ If the answer is ‘No’ then you
might need to keep looking.

Diary-keeping

Records of cognitions are most likely to be accurate if they are made at or near the time they
occur. The records can range from simply counting thoughts, perhaps using a golf counter,
to quite complicated thought and/or image records (see Chapter 5).

When we ask clients to keep records, we are not simply asking them to collect useful
examples: we are also introducing a basic skills training exercise. We are encouraging the
client to tune into relevant thoughts, stand back from them and, ultimately, evaluate them.
That is a challenging task: just as foreign vocabularies are best learnt by repeatedly writing
them out, or piano-playing skills developed by playing arduous scales over and over, this
fundamental skill of cognitive therapy is learnt through practice.
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Such records are not filled in at random. You should ask clients to record cognitions
at times that will cast light on their problems. For example, the following might prompt
thought recording:

• the urge to self-harm
• a mood rating of less than 4 on a 10-point scale
• an urge to check
• a binge-eating episode
• a self-consciousness rating of more than 6 on a 10-point scale
• a contentment rating of more than 6 on a 10-point scale
• specific times of the day
• particular environments.

Typical prompts would include:

• Each time you have an urge to cut or burn yourself which exceeds 5 on a 10-point
scale, note the date, time and place and what went through your mind at that time.

• When your mood drops below 4, write down what you were doing at the time and
what thoughts or images were going through your mind.

• As soon as you can after a binge, record what you ate, the place and time, and what
was going through your mind before, during and after the binge.

• Whenever you take a bus/are in the supermarket/are alone in the house in the even-
ing pay attention to how you are feeling. If you are feeling anxious, rate how high
this is and note what is going through your mind.



Figure 8.1 Example of a daily thought record (DTR)

Remember that such records need to be tailored to the individual. Although some excellent
thought-record templates exist (Beck et al., 1979; Greenberger & Padesky, 1995), and an
example of a thought record is given here (Figure 8.1), it is crucial that any record you use
reflects (a) the client’s ability to gather information and (b) the type of information that you
and the client need in order to understand the problem better. It is also crucial that the cli-
ent fully understands how to fill in the record. It is advisable to carry out a dry run in the
session, when the client can reflect on a recent example and fill in the form with you.

Below you will meet Judy, who struggled with feelings of panic. This is her therapist’s
introduction to the assignment of diary-keeping:

It seems that we have two tasks immediately ahead of us. First, we need to get a better idea of just
what is happening for you when you feel so uncomfortable – and keeping this record of events at the
time will help us to do this. Second, you described the panicky feelings coming out of the blue and we
agreed that we need a way to help you become more aware of what triggers the panic, and feel less
overwhelmed by it – tracking your feelings using the diary should help you start to achieve that. But
remember, this is our first trial, so we are experimenting really – see how it goes and we’ll see if we
have to modify the task at all. Why don’t we run through it now, using the example that you described
at the beginning of the session, and see how that would fit in?

Figure 8.2 Judy’s first thought record

Figure 8.2 is an example of Judy’s first thought record, which she completed as a between-
session assignment. This was drawn up with her in the session where it had become clear
that she could readily articulate her thoughts if she ‘anchored’ herself in the way she was
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feeling physically. For her, reflecting on her physical feelings served as a powerful remind-
er of the time at which she was distressed, and her thoughts became accessible. She was
also able to evaluate her experiences and put a rating on the severity of both her feelings
and thoughts. Had she been very apprehensive about using a rating scale, the thought re-
cord could have omitted this and incorporated it later when she felt more confident. Had
she not been able to access thoughts, the record could have comprised columns 1 and 2,
with column 3 being introduced as she became able to catch her automatic thoughts. Had
she found the thought of diary-keeping overwhelming, she could have started by simply
keeping a tally of the times she felt panicky each day. If clients are to gain confidence in
therapy, it is important that they feel capable of the task that you negotiate with them.

The advantage of rating the degree of physical, emotional or cognitive response was
that it helped Judy develop a better ability to discriminate key reactions and it provided a
method of quantifying changes over time.

It goes without saying that you must review clients’ diaries. Although some clients
find diary-keeping fascinating, to others it can be tedious or distressing. Without a sense of
achievement or progress, the client can easily stop completing records, so it is particularly
important that you pay attention to them. Record-keeping is another therapeutic task that
you should set up as ‘no lose’. If the records are completed, then you have useful inform-
ation to work with; if the records are not fully completed, then you can explore and work
with what prevented your client from being able to complete them.

Turning questions into statements

It is not uncommon for clients’ thoughts to take the form of questions. These can be in the
form of rhetorical questions such as: ‘Why am I so stupid?’, or they might be phrased as
‘What if’ questions: ‘What if I fail?’, ‘What if it’s bad news?’ Questions do not lend them-
selves to reappraisal and testing, so they should be turned into clear statements, with asso-
ciated belief ratings. Thus, ‘Why am I so stupid?’ might lead to your asking ‘How would
you answer that?’ The reply might be: ‘Why am I so stupid? Because it’s my nature, it’s
what I am. I am very stupid.’ Now we have identified a definite statement that can be rated
for belief and eventually tested.

Similarly, you can explore ‘What if’ questions with an enquiry such as: ‘What if that
did happen – what would be the consequences?’; or, ‘What would be the worst answer to
that question?’ A typical reply might be, ‘If I failed, then I would never get a proper job
and I wouldn’t be able to make a living’, or ‘If it’s bad news then I won’t be able to cope –
I’ll go to pieces’. You can then explore these statements further in order to make sense of
your client’s fears.



Sometimes clients are reluctant to answer their own questions because the question
feels less distressing to them than the statement that lies beneath it. This is a form of cognit-
ive and/or emotional avoidance and, it goes without saying, unpacking this distress needs
to be done sensitively.

Enhancing recall through imagery and role play

Not everyone is as able as Judy to catch their automatic thoughts. For others, it may be
helpful to use evocative interventions such as imagery and role play in order to recreate a
key situation vividly enough for thoughts to become accessible. Possibly the most widely
used technique is asking a client to recount a recent experience of the problem in detail (or,
if the focus is a unique experience, to recall that specific event). The vividness of recall
can be enhanced by asking questions such as: ‘Try to see this in your mind’s eye: can you
describe to me what is going on around you, what you felt, how you reacted?’

Judy had some difficulty describing her experiences verbally when she first came to
therapy, and imagery helped her to appreciate why she experienced such powerful reac-
tions.

Therapist: Can you recall when you last felt panicky?
Judy: In the waiting room here, just a few minutes ago.

T: Perhaps we could explore that further. Can you imagine yourself back there for a moment? Can
you see it in your mind’s eye?

J: Yes.

T:
If you can, stay with that image and tell me as much as you can about the way you felt. Just focus
on that feeling of being there and observe as many of your reactions as you can. See if you can
describe things in the present tense.

J:

I am okay but then another person joins me. I feel myself flush and I feel tense and a bit dizzy.
I’m thinking that she reckons I’m a lunatic sitting in this place. I get hotter and I know that she’s
looking at me and I know that I am going to make a spectacle of myself. Then she gets up and
walks out – she can’t bear to be in the same room as such a weirdo.

Judy was asked to describe things in the present to increase the chance of catching the hot
thoughts that make sense of her panicky feelings. Earlier in the session it had been difficult
to target the hot thoughts because Judy rationalised them with phrases like: ‘I thought that
she was looking at me but she might have been thinking of something else’. Although this
is a useful perspective for challenging her NATs, at this point it does not help us explain
Judy’s extreme reaction.

Imagery work can be a particularly important intervention with adult survivors of
trauma who suffer from flashbacks or other unwanted mental intrusions, whether this



relates to adult or childhood trauma (for example, Arntz & Weertman, 1999; Ehlers &
Clark, 2000; Holmes, Grey & Young, 2005).

Imagery need not be confined to visual images: ‘visceral’ or ‘felt sense’ reactions can
also be relevant. For example, a woman with restrictive anorexia might not be able to put
into words why she cannot eat an objectively small amount of food. However, questions
prompting her to imagine eating might reveal that, although her mind was aware that she
would not gain weight, she experienced a rapid sensation of bloating and feeling fat that
made eating aversive.

The use of imagery can be a very powerful technique, and for some it can be too evoc-
ative. For example, a person who has been through a very traumatic experience might not
be able to use imagery without being overwhelmed by traumatic memories. In such cases,
it can be prudent to gradually work towards using imagery. The first step would be to dis-
cuss the reasons for considering imagery work, then to establish the client’s resilience. An
alternative to using the first-person, present tense for recall is to begin with a third-person
account in the past tense and gradually move towards capturing a more personal ‘here and
now’ account as the client becomes more robust (Resick & Schnicke, 1993).

Role play can also be used to evoke key feelings and cognitions. Judy had recently felt
panicky when she tried to pay for petrol, but she could not pinpoint what made sense of
these feelings. When her therapist took on the role of cashier and Judy re-enacted the scene,
she was able to identify the thoughts: ‘I’m going to do something that makes me look stu-
pid; she’s going to think that I’m stupid; everyone will see that I am stupid’.

Using mood shifts during sessions

Therapy sessions can be a useful source of hot cognitions, so monitor changes in the cli-
ent’s position, facial expression and tone of voice that may indicate negative thoughts.

Judy, for example, presented as a jovial and humorous character, but there were mo-
ments in sessions when her face grew serious and her posture stiffened. Asking: ‘What
happened just then? Did something go through your mind?’ frequently resulted in her
identifying frightening hot cognitions. In Judy’s case, it was crucial to catch them quickly,
as otherwise she tended to trivialise and dismiss them.

Another client, John, had the occasional brief moment of losing concentration and dis-
engaging from the session. Asking what happened at this time revealed that he was experi-
encing flashbacks of a childhood trauma.

Opportunities for catching hot cognitions during a session are significantly enhanced
when using imagery, role play or in-session behavioural experiments.



Clarifying global statements

Negative thoughts are often not very specific, which makes them hard to evaluate. In such
cases, it will be useful to ask your client to specify what he means by a particular word or
expression. Take, for example, a student who states ‘I am useless’. This invites questions
such as:

• In what way ‘useless’?
• What sort of things do you feel that you cannot accomplish?
• What sort of things can you achieve?
• How do you assess your success?

By reflecting on such questions, this student might realise that, rather than being globally
‘useless’, she is achieving in many areas of study but has not been able to achieve her rather
high standards in English language.

In response to someone who believes ‘It always goes badly for me’, you might ask such
questions as:

• Can you tell me more about the incident that prompted that thought?
• What else ran through your mind at that time?
• Have there been times when, in a similar situation, things have gone smoothly?
• In your review of the last week, can you recall things that went well?
• What good fortune have you had in your life?

It might become apparent that, although this person felt profoundly pessimistic, things were
going reasonably well in many ways. However, with regard to relationships he did seem to
have difficulties, and each time a problem arose, he was beset by memories of other failed
relationships and felt overwhelmingly negative.

Distraction

This very basic cognitive strategy rests on the idea that we can only concentrate on one
thing at a time, so that if we focus on something neutral or pleasant, we can avoid getting
caught up with negative thoughts and urges. This can serve two purposes:



1. Breaking unhelpful cycles of thought that might otherwise result in negative
moods, increasing preoccupation.

2. Changing attitudes towards negative cognitions. Instead of getting caught up in
them, distraction can help your client achieve distance from them and to see them
as ‘just thoughts’ rather than convincing truths about themselves or the world.

Research suggests that distraction is more effective than thought suppression in reducing
unwanted cognitions (Wenzlaff & Bates, 2000) and that it is more effective when clients
devise a positive distraction that is unrelated to their unwanted thoughts (Wenzlaff, Wegner
& Klein, 1991). Thus, thinking about something positive is more distracting than trying not
to think about something negative. This is a general finding – we are more successful if
we set out to think about something than if we set out not to think about something. You
can easily try this out for yourself – try not to think about pink balloons, for example, and
your mind will probably fill with pink balloons and you will fail to keep your mind free of
them. If, on the other hand, your goal is to think about pink balloons and you try to do this,
you will find that you succeed. Furthermore, you can probably manipulate the balloons in
your imagination – you can make them rise or fall as you wish or have them explode, for
example. This reminds us of the potential control that we have over images.

Distraction techniques that clients can practise include:

• Physical exercise. This is particularly useful when a person is so preoccupied that
it is very difficult to come up with mental challenges, or with children and ad-
olescents who might be more physically predisposed than psychologically minded.
Physical activities can be overt (e.g. going for a run), discreet (e.g. pelvic floor
exercises), challenging (e.g. difficult yoga exercises), or mundane (e.g. household
chores). The important thing is that they are engaging for your client.

• Refocusing. This usually means paying attention to the external environment, and
objects or people within it, rather than one’s internal world. Clients are encouraged
to describe to themselves qualities of the surroundings such as shapes, colours,
smells, sounds, textures and so on. The more detailed the description, the more dis-
tracting the task will be.

• Mental exercise. Mental exercises include tasks such as counting backwards in 7s
from 1,000, or reciting a poem, or reconstructing in detail a favourite piece of mu-
sic or scene from a movie. Another effective distraction is a self-created mental
image of a place where your client would like to be – a beach, a beautiful garden,
a ski slope – whatever appeals to your client. In order for this to be an effective
distraction, the image should be attractive, filled with sensory details and well re-
hearsed.



• Counting thoughts. Simply counting the thoughts can help clients get a distance
from them – not paying any other attention to them, just counting them, with the
same attitude one might have to spotting how many pigeons there are in one’s
neighbourhood: ‘There’s one … and another … oh, and there’s another’!

When devising distraction exercises with clients, remember:

• The exercise must suit the client. For example, mental arithmetic and a beach im-
age would not be effective for a person who hates mathematics and is allergic to
sand. Your client will only be able to engage in distraction if the exercise is readily
accessible and attractive. Build on your client’s interests and strengths.

• Clients might need several techniques to use under different circumstances. For
example, tasks need to be discreet in a public place, whilst in private they can be
more overt; physical strategies can be most accessible when a person is highly pre-
occupied, and mental strategies more usable at lower levels of preoccupation.

• Distraction can be used in behavioural experiments to test predictions such as ‘I
can’t stop thinking about x’, or ‘I cannot get the worries out of my head’.

• Distraction will be counter-productive if used as a long-term avoidance or safety
behaviour. If your client develops a belief that he is only coping because he uses
distraction, rather than building up confidence that he can take command of his
problems, then distraction will be of limited benefit and could actually undermine
his confidence.

• Often distraction does not fundamentally change the unhelpful cognition, so it is
not necessarily a good strategy for the long term: hence the need for the other
strategies described in the remainder of this chapter.

Identifying cognitive biases

As clients become adept at identifying relevant images or thoughts, they can usefully learn
to look out for cognitive biases (see Table 8.2). These are exaggerations of thinking errors
that we all experience from time to time when we are emotionally aroused. They reflect
normal fluctuations in our information-processing styles, and they only become a problem
when the bias is chronic or too extreme. For example, the first bias in the list below is ‘di-
chotomous thinking’ – an ‘all or nothing’ style which fails to incorporate the possibility of
shades of grey. This type of information-processing style increases with stress levels (Kis-
chka, Kammer, Maier, Thimm & Spitzer, 1996), and, indeed, it may be appropriate when
we are under threat. If a car swerves towards mine, it is appropriate that I think ‘life or
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death!’ and swiftly manoeuvre out of the way – it would be inappropriate for me to lose
valuable time considering the many less dramatic options. If, however, this was my habitu-
al way of responding to moderately stressful situations, I would probably very quickly de-
velop an anxiety-related problem.

Table 8.2 contains four groups of cognitive biases: extreme thinking, selective atten-
tion, relying on intuition and self-reproach. Note that the specific categories within these
groups are not mutually exclusive.

Table 8.2 Common cognitive biases

Extreme thinking
Dichotomous
thinking

Viewing things in ‘all or nothing’ terms without appreciating the spectrum of possibilit-
ies between the two extremes
Things are ‘good or bad’, ‘successes or failures’. Typically, the negative category is
more readily endorsed
Example: Nothing is ever going to go right for me. I can trust no one. I am a total failure.
Using exaggerated performance criteria for self and/or others
Using ‘shoulds’, ‘oughts’, and ‘musts’Unrealistic expect-

ations/high stand-
ards Examples: Unless it’s the best, it doesn’t count. I should get full marks. Mistakes are un-

acceptable. I must please everyone.
Catastrophisation Predicting the very worst, sometimes from a benign starting point

This may happen very rapidly so that it seems that the client has immediately leapt to
the most awful conclusion
Examples: I made a mistake; my boss will be furious; my contract won’t be renewed; I
will lose my job; I will lose my home; my wife will leave me; I will be poor and lonely.

Selective atten-
tion
Over-generalisa-
tion Seeing a single negative event as an indication that everything is negative

Examples: I have failed an interview – I’ll never get a job. This relationship is going
badly – I’ll never find a partner. She let me down – I can trust no one.

Mental filter Picking out and dwelling on a single negative feature without reference to other, more
benign events
Focusing on the one thing that went badly in an otherwise successful day. Forgetting
achievements and compliments but dwelling on a single criticism
Example: One of my exam marks is low – this is terrible – I’m really no good at any-
thing.

Disqualifying the
positive Rejecting, down-grading or dismissing as unimportant any positive event
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Examples: He is only saying that to be nice. She is probably trying to get something out
of me. This was a small achievement – others do better.

Magnification and
minimisation

Exaggerating the importance of negative events and underestimating the importance of
positive events
Example: What a mess up I made of that deal. Yes, I got the terms that my boss wanted
but I didn’t handle it well.

Relying on intu-
ition
Jumping to conclu-
sions Making interpretations in the absence of facts to support them

Examples of jumping to conclusions divide into two categories:
(i) Mind-reading: I just know that they were all laughing at me behind their friendly

faces

(ii) Fortune-telling: When I meet him, he will dislike me.

Emotional reason-
ing Assuming that feelings reflect fact

Examples: I feel as though I can’t cope, so I’ll have a couple of drinks first. I feel awful
when I get angry, so it must be bad to get angry. I feel unattractive so I must be.

Self-reproach
Taking things per-
sonally Assuming responsibility if something (perceived as) bad happens

Examples: The dinner party did not go well: it was my fault for being tense and causing
others to feel uncomfortable. Two students left my lecture early; I must have been bor-
ing.

Self-blame or self-
criticism Seeing oneself as the cause of a bad event or criticising oneself without cause

Examples: I feel ill; I must have brought it on myself; I can’t catch up with my work; I
must be stupid and lazy.

Name-calling Attaching harsh and demeaning names to oneself
Examples: Idiot! I am so stupid. What a fool I am.

Judy was given a copy of the summary of cognitive biases in Table 8.2, and she smiled
and said: ‘I can achieve something: I can tick all these!’ Like many clients, she readily re-
cognised a tendency towards cognitive biases or ‘crooked thinking’ (Butler & Hope, 2007).
Her amusement at realising this helped her to stand back or ‘decentre’ (see next section),
and, as it was difficult to maintain a fearful ‘mindset’ when she laughed, she was much
better placed to see alternative, more positive possibilities. Table 8.3 is an extract from her
diaries, identifying the cognitive biases pertinent to her.
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Table 8.3 Judy’s extreme thinking

Thoughts Cognitive biases
I am going to have a panic attack … Catastrophising
… and all eyes are upon me. Jumping to conclusions
They will think I’m crazy. Mind-reading
People on the forecourt are noticing that I’m a wreck. Mind-reading
I am a wreck. Name-calling
I’m going to have a panic attack. Catastrophising

In summary, so far we have outlined the need to help the client:

• understand and identify cognitions, using Socratic enquiry coupled with imagery
and role play if necessary;

• record cognitions;
• link situation, thoughts and feelings, so that you are both able to say: ‘It’s no won-

der that…’;
• use distraction for short-term coping;
• become aware of cognitive biases.

Now your client is ready to appraise the automatic thoughts and images that are giving rise
to problems.

Appraising automatic thoughts and images

Taking a step back, or ‘decentring’

Beck et al. (1979) described decentring, or the ability to view cognitions as mental events
rather than as expressions of reality, as a core component of cognitive therapy. Rather than
buying into the emotionally laden content of a cognition, the client stands back and ob-
serves it, recognising that a thought is an opinion, not necessarily a fact. Decentring is
also termed ‘meta-cognitive awareness’, meta-cognition being defined as any knowledge
or process that is involved in the appraisal, monitoring or control of cognition (Flavell,
1979). Clients may be able to achieve this if they are able to label the thinking process
rather than dwell on the content. You might hear phrases like: ‘There’s my all-or-noth-
ing thinking again’, or ‘I’m catastrophising here’, or ‘It’s my abandonment fear kicking



in’. Such responses indicate that your client has achieved meta-cognitive awareness. The
past decade has seen decentring playing an important part in CBT since the introduction of
mindfulness meditation into CBT practice – see Chapter 17, which reviews such develop-
ments.

Understanding the origin of a cognition

When clients are learning to view their cognitions objectively, they can easily label them-
selves as ‘stupid’ or ‘silly’. You need to help them appreciate why it makes sense that they
have such unhelpful thoughts, or why it made sense at some time in their lives. One way of
doing this is to ask them to consider the evidence or experience that supports a hot thought.
Problem cognitions rarely, if ever, come out of the blue. There is usually an earlier exper-
ience that renders them understandable. Aim to help your client recognise that there might
be a reason why they drew certain conclusions, so that they can begin to conclude: ‘It’s no
wonder that …’ or ‘I can understand why …’ when they review their automatic thoughts.

The student in the earlier example, who believed ‘I am useless’, had attended a very
demanding school where the pupils had been encouraged to excel in all subjects. Hold-
ing high standards at that time both helped her to cope with the culture of the school and,
because she was academically able, to achieve and gain a great deal of reinforcement for
doing so. Later, at a different time in her life, these same high standards proved stress-pro-
voking and often unattainable, thus promoting the belief ‘I am useless’.

The young man who felt that ‘It always goes badly for me’ had indeed had a number
of broken relationships, so it was understandable that he might be pessimistic. He believed
that he could protect himself against major hurt by anticipating the breakup of a relation-
ship, and so it was not surprising that he had maintained a pessimism within relationships.
However, he now discovered that this attitude diminished his enjoyment of, and commit-
ment to, relationships.

Below are Judy’s explanations for her automatic thoughts. When appraising ‘They will
think I’m crazy’, the therapist asked:

• Can you recall a time when you did not feel like this, when getting panicky did not
make you assume that others would think that you were crazy?

• Can you recall when you began to hold this view?
• Can you be more specific?
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Figure 8.3 Judy’s automatic thoughts

It transpired that Judy’s attitude had very much been influenced by her mother telling her
not to show emotions publicly, lest people assume that she was weak and strange (see Fig-
ure 8.3).

Weighing up pros and cons

In cognitive therapy we look for the reasons why what seems like an unhelpful reaction or
response makes sense to the client. This is one reason why we ask our clients to consider
the advantages of holding cognitions that are, ultimately, not in their best interests. It is
useful to encourage clients to explore the pros (as well as the cons) both in the short and the
long terms, as some cognitions might only have limited advantages; some give short-term
relief but long-term disadvantage; some give short-term discomfort but perceived long-
term advantage. For example, permission-giving thoughts like ‘I’m useless so I might as
well give up’ give a good deal of short-term relief by encouraging avoidance, but may com-
pound problems in the long term; in eating disorders, the thought ‘I am not giving into the
hunger pangs’ might create short-term discomfort but can confer a sense of control in the
long term. An advantage of negative thoughts is often a perceived protection, e.g. ‘If I an-
ticipate having a panic attack, it won’t take me by surprise’, or ‘If I expect the worst from
people, I won’t be disappointed’. When the pros and cons of cognitions are considered in
detail, the resilience of a negative thought often becomes more understandable. Some cli-
ents will explain to you that an advantage of holding certain negative beliefs is that they
reflect the truth (‘I could have a panic attack’; ‘I am alone’; ‘I’m hopeless in social situ-
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ations’). Although there may be a grain of truth in some negative cognitions, it is often
exaggerated.

Next, we enquire about the disadvantages of having the thoughts or beliefs (again in
both the short and long terms). This step helps loosen up a conviction that the negative
thought is somehow protective and this can sometimes improve the client’s motivation to
change. In Judy’s case, the disadvantages of predicting that she would have a panic attack
were that she increased her physical discomfort, she made it more likely that she would
have a panic attack, and she was always miserable in challenging situations. The disad-
vantages of assuming that others judged her negatively were again that she was always dis-
tressed in challenging situations, and she was inhibited about doing many things that she
might otherwise enjoy.

Sometimes referred to as a cost–benefit analysis, balancing pros and cons is an ap-
proach that encourages a widening of the client’s perspectives, which is particularly useful
when it is not possible to conclude whether something is true or not but, rather, what is
most useful on balance.

Another related strategy is ‘reframing’, which facilitates the development of a wider
perspective by prompting reflection about the ‘other side of the coin’. Consider, for ex-
ample, the ambitious father who spends most of his evenings at work and missing out on
time with his children: the uncomfortable prospect of reducing his workload could be re-
framed as making more time for his children. Or consider the extreme dieter who, in striv-
ing for control of her weight and shape, is functioning less well in her social and work life
because of her preoccupation with dietary restriction: she could reframe the apparent bene-
fit of extreme dieting as the enemy of her work and social life.

When exploring the pros and cons, and reframes, you should, of course, be noncon-
frontational, empathic and collaborative. Such exercises are aimed at enabling and enlight-
ening your client rather than illustrating how wrong they might be. Carried out in this way,
this approach is a particularly helpful one in engaging and motivating clients who are am-
bivalent about change (Miller & Rollnick, 2002).

What is the worst thing and how would you cope?

Although it is a difficult prospect for some clients, asking them ‘What is the very worst
thing that could happen?’ can be an extremely valuable question. It prompts them to name
the fear (which cannot otherwise be tackled), and the answer clarifies the ultimate problem
that needs to be resolved. The corollary question ‘… and how would you cope?’ then kicks
off the process of problem-solving. When a solution for the worst-case scenario has been
devised, it often takes the heat out of catastrophic predictions.



Judy’s worst fear was that she would have a panic attack in public. The enquiry about how she might
cope was, in itself, a revelation to her. She had never contemplated coping, and she had never viewed
the panic attack as having an end – her projected fear had been too vague. Now, with the help of her
therapist, she was able to generate some ideas for managing the situation: she would try to find some-
where discreet, she would try to talk herself through the experience, and she would rehearse a statement
to explain her predicament to anyone who approached her. Through this exercise, Judy became more
confident that she could cope with the worst outcome, and it frightened her less.

Identifying cognitive themes

It is usual to find themes of either process or content running through thought records.
Process themes might include dichotomous thinking as the most prominent form of
information-processing, or withdrawal as the reaction to perceived interpersonal conflict.
Themes reflecting the content of cognitions might include rejection, threat, shame, anger
and so on. Some themes are more common in particular disorders: for example, the need
for control and perfectionism is often associated with eating disorders, loss and shame with
depression, threat with anxiety disorders. The value of identifying such themes is twofold.

First, recurrent themes can be challenged thematically – that is, developing a repeatable
challenge for addressing the pervasive shame or recurring sense of loss. This is much more
efficient than having to generate a novel challenge for each problem cognition. Second,
themes can give insight into pervasive core beliefs. Studying Judy’s diaries revealed two
dominant themes, one concerning the self (I am crazy) and one focusing on others (They
are judgemental). Managing the latter core belief is illustrated later in this chapter.

In summary, we have so far described how you can help your client learn to:

• identify unhelpful cognitions;
• identify cognitive biases;
• stand back from them and view them as unhelpful but understandable thoughts;
• question their utility and validity;
• consider the worst outcome, and develop solutions for this.

Thus, your client can develop a more objective and wider perspective on his negative
thoughts and beliefs.



Developing new perspectives

The groundwork done, now it is time to reflect on problem cognitions and reappraise them:
the notion of there being alternative, less-discomforting possibilities can be entertained.
There are several techniques that can be used to develop new perspectives.

Reviewing evidence for and against: getting a balanced view

Armed with an enhanced perspective on the situation, your client can now review what sup-
ports, and what undermines, his initial conclusion. This is illustrated in the example from
Judy’s diary in Figure 8.4, where she reviews why it is understandable that she draws a
negative conclusion and then she goes on to balance this with evidence that does not sup-
port that conclusion.

A useful strategy for gathering evidence to inform a more balanced view is an elabor-
ation of decentring, in which you ask your clients to distance themselves from the thought
or image enough to imagine a number of different perspectives. This can be prompted by
questions such as:

• Can you think of other possibilities? Other explanations?
• What does not fit with your initial conclusion?
• If someone you cared about had this thought, what would you want to say to them?
• If someone who cared about you knew that you had this thought, what might they

say to you?
• If someone you knew had this thought, or struggled with this situation, what might

they say to themselves? How might they cope?
• Are there things that you are overlooking when you are distressed?
• Have you been in similar situations and not felt or thought like this?
• Have there been times when you have felt like this and coped?
• When you are away from this situation, what do you think?
• If you ‘fast-forwarded’ five years from now, how would you view this situation?

The ‘best’ sort of evidence is factual and objective. So, although conclusions such as: ‘I
think that a friend would say that there was nothing to worry about’ might begin to shift a
person’s perspective, objective experience such as: ‘I have been in this situation at least 15
times and never had a panic attack’, or ‘I get light-headed every day and I have not once
fainted’, or ‘In my entire school experience I have never failed an exam’, will carry more
weight.
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Figure 8.4 Judy’s diary

Prompting for a broader range of possibilities can elicit coping statements and even
plans for action.

When Judy was asked these questions in therapy, she readily generated helpful self-statements (see her
diary, Figure 8.4) as well as strategies such as self-calming. She remembered that a friend had once told
her that adopting a Pilates posture helped her to combat stress. Judy had attended Pilates classes but
then neglected her practice – she decided to revise them and found it helpful.

This reminds us that familiar, comfortable strategies that have validity for the client will be
most readily adopted and maintained.
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Addressing cognitive biases

Dichotomous thinking is readily moderated by introducing the notion that there is a range
of possibilities between the extremes. This technique is also described in Chapter 16 un-
der schema-focused work, as it is a really useful strategy for both ‘straightforward’ and for
more ‘complex’ patients.

In order to help clients combat dichotomous thinking styles, first help them identify the
relevant extremes.

For example, Judy tended to assume that she felt calm or panicky (which meant that if she did not feel
calm she anticipated that a panic attack was imminent).

Next encourage your client in entertaining the idea that there might be stages between the
extremes and in doing so generate examples that illustrate different points on the spectrum.

Below is Judy’s new perspective of her emotional experience: she was able to recognise different stages
in growing panicky.

This exercise was helpful in several ways. It illustrated the range of possibilities, which curbed her
tendency to jump to the most catastrophic conclusion; it provided reassurance that she could feel pan-
icky without progressing to a panic attack; and, in discussing the variations in her feelings of nervous-
ness, she realised that she might misinterpret excitement as the warning signs of panic.

A different client, Alan, tended to view himself as a ‘success’ (i.e. he completed a piece of work to a
very high standard) or a ‘failure’ (i.e. he did not regard his work as the very best that he could achieve).
This made him very vulnerable to mood swings as he felt really good about himself when he had met
his exacting standards but very bad about himself when he failed to do so. It also had an impact on his
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behaviour as he tended to withdraw and drink when he felt bad about himself and this, in turn, fuelled
his depression.

In therapy he was able to construct a continuum of performance which helped him become more flex-
ible in his appraisal of his work.

He then considered what he would find acceptable in others and he realised that he would be quite
happy if those around him were performing at a ‘Good but not perfect level’ and that he would consider
‘Excellent’ to be a bonus. He also realised that he could accept the occasional poor piece of work from
colleagues, as long as this was not habitual. When he had completed this piece of continuum work, he
found that his attitude towards himself was more lenient.

Sara had a different issue from Judy or Alan – she was dichotomous about trusting others. She tended
to trust people absolutely until they let her down (or she perceived that they had let her down). At that
point they became 100% untrustworthy in her view. As you can imagine she had difficulty in main-
taining relationships and this was a source of great distress to her. In therapy Sara devised two useful
continua: one reflected the degree of trustworthiness of those in her social and occupational circle and
the second reflected information that was appropriate to share with people of different levels of trust-
worthiness.
1. Whom I can trust (based on how well I know a person and what I know of their behaviour so far)

2. What I will share depends on how trustworthy a person is



The first continuum helped Sara learn to review how well she knew a person and what she knew about
them before considering how well she might trust them. The second helped remind her not to be either
too open or too secretive. This helped her establish more balanced relationships where she shared in-
formation about herself with trusted friends.

Selective attention to the worst possibilities can be tackled by prompting your client to
search for other possibilities by asking himself questions such as:

• Are there other ways of looking at this?
• Do I have strengths/assets/resources that I am ignoring?
• What other possibilities might a friend see?
• Am I missing something?

Such questions prompt decentring – standing back and viewing the bigger picture.
By doing this, Judy was able to appreciate that not all unpleasant sensations heralded

a panic attack, that not all eyes were upon her and that she had previously shown a com-
posure and resilience which stood her in good stead. Alan learnt to consider his previous
performances (which were generally very good) rather than always noting the one that dis-
appointed him, while Sara learnt to give herself a little time to review the situation before
drawing too rapid a conclusion about a person’s trustworthiness.

Relying on intuition can be curbed if a client accepts that feelings or unsubstantiated
beliefs do not necessarily represent reality. There are many examples that clients can con-
sider to support this idea: for example, children’s strong belief in Father Christmas does not
mean he is real; our ancestors’ belief that the world was flat did not stop it being spherical;
an emotionally deprived child’s feeling that he is bad does not mean he IS bad; and ‘feel-
ing ten feet tall today’ does not mean that you need to duck when you go through doors!
Whether mind-reading, fortune-telling or assuming that a feeling reflects a fact, clients can
begin to question the truth of such intuitions and ask ‘… is this supported by some eviden-
ce?’ or ‘… do I have experiences which suggest that this is the case?’ or simply ‘… how do
I know?’ One simple strategy that Judy worked out for herself was asking friends what they
felt or what they intended by a remark, instead of ruminating on what her friends might



feel or think; Alan began to routinely ask trusted colleagues to appraise his work and Sara
carried around copies of her continua which she would refer to in order to remind her of
the reality of her relationships.

Self-reproach can be very undermining – just as it would be if severe criticism came
from someone else. However, it can be moderated by prompting the client to ask questions
such as:

• Is it really so bad?
• Am I blaming myself unfairly? Who else might be responsible?
• Whose voice is this? … and are they an expert?

When Judy reflected on her thought ‘They w ll think that I am crazy’, she realised that this was [the
memory of] the voice of her mother, who restricte emotional expression within the family and warned
her children that others would view them as weak and silly if they were not in control of their emotions.
She quickly realised that her mother was not an expert in social psychology and that her view was ex-
tremely unhelpful. As a result, Judy was able to dismiss this thought altogether.

Alan realised that his inner critic was driven by a fear of being seen to be flawed and weak and that this
had arisen as a way of coping with the self-doubts he had developed at school when he was bullied. He
had for years blamed himself for this, assuming that he had brought it on himself by being ‘geeky and
weak’. In therapy, he considered who (or what) else might have contributed to the bullying. He came
up with quite a list: the particular girls and boys who chose to pick on him; the schoolteachers who did
not notice or help him when he tried to ask for help; the school itself because it supported a culture
of brutality amongst the children; his parents for never offering him a shoulder to cry on. By the time
he had compiled this list, he perceived his own role in the bullying had diminished and he was more
compassionate towards himself.

Using imagery and role play

The more experiential strategies of imagery and role play can be invaluable in shifting and
manipulating unhelpful cognitions. An excellent review of the use of imagery can be found
in Hackmann and Holmes (2004).

Rehearsal of new possibilities can be carried out in imagination and this can be helpful
in several ways. It can be used for the client who is:



• building up his confidence, step by step and who is not yet ready to face his chal-
lenges in real life: for example a boy with a fear of snakes holding increasingly
challenging images of snakes as a prelude to visiting the local zoo and handling
one;

• not able to practise in real life: for example, a woman with a fear of flying re-
peatedly imagining herself travelling by plane – for financial and practical reasons
it would not have been possible to repeat this experience in real life;

• preparing to taking on a challenge: for example, Judy imagined herself walking in-
to a public area and feeling calm – reviewing this image helped her to feel more
calm and confident when she took on a social task for real.

Transforming problem images can also be helpful. The horror of recurrent nightmares
can be diminished through repeatedly imagining a new and bearable (or even pleasant) end-
ing (Krakow et al., 2001); traumatic memories can be rescripted so that the meaning of a
present threat is removed (Layden et al., 1993; Ehlers & Clark, 2000); a hostile self-image
can be transformed into a compassionate one (Gilbert, 2005); a simply unpleasant mental
picture can be changed into one that is tolerable, and clients can be encouraged to develop
soothing, comforting images that can help them calm themselves.

As well as constructing such new narratives and/or mental pictures, you can help clients
to overcome problem images via image manipulation techniques, such as imagining the un-
wanted image on a TV screen and then manipulating the image by changing the volume,
fading the picture and so on, or ‘morphing’ characters in the image to make it more toler-
able.

Judy had an unhelpful image of people looking at her judgementally, but she reduced its impact by
shrinking the onlookers in her imagination. Alan had a similar image and he was able to transform the
expression on the faces of the onlookers to that of acceptance and warmth.

An approach advocated by Padesky (2005) is to ask clients to create a vision of how they
would like things to be. They are encouraged to make this mental picture as vivid as pos-
sible and to identify the assumptions that they would have to live by in order to realise the
vision. Behavioural experiments can then further establish confidence in the new image.

For example, Judy’s image might be walking into a public area and feeling calm. The assumptions that
would facilitate this might be ‘People who know me accept that I am basically OK, and strangers are
not that interested in me’.



Imagery can be incorporated into role play. Beck et al. (1979) described client and therapist
taking on critical and supportive inner voices and creating a dialogue to strengthen the sup-
portive voice; Padesky (1994) described using ‘historical role play’ or ‘psychodrama’ to
rework or reconstruct earlier unhelpful interpersonal interactions; Gilbert (2005) advocated
using the Gestalt two-chair technique as the basis for building up an image of a compas-
sionate self and diminishing the inner critic.

When Judy realised just how unhelpful her mother’s influence had been, she felt less anxious, but she
was angry and these feelings were uncomfortable. She resolved them in session by first imagining her
mother in an empty chair. She then ‘told’ her mother of the consequences of her mother’s attitudes and
the anger that she now felt. In this exercise, she also agreed to take on the role of her mother responding
to Judy’s statement. In this role, ‘her mother’ explained that she had been trying to protect Judy from
being victimised as she once was. This was the first time that Judy had considered her mother’s per-
spective and it helped her to dissipate her anger.

Drawing new conclusions

By this point, your client has viewed the original negative thoughts from several angles, has
built up a wider perspective and has entertained new possibilities. Now it is time to con-
dense this awareness into pithy, memorable and believable new conclusions. Judy’s new
conclusions are shown in Figure 8.5, along with her ratings of belief in each statement.

It is interesting that the predominantly intellectual task of analysing her cognitions had
resulted in her developing a 100% belief that feeling was not fact, and that it was unlikely
that others would think that she was crazy; however, her belief that the sensations of panic
would not lead to a panic attack was not so compelling (80%). It is also interesting that,
although she developed a new belief (‘My feeling that others are looking does not make it
fact’), which she believed in the session, she was not wholly confident that she would be
so convinced when in a challenging situation.
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Figure 8.5 Judy’s conclusions

This reminds us that therapy does not end with the intellectual achievement of shifting
cognitions. There is also scope for behavioural testing both to establish their veracity and
to consolidate realistic new attitudes.

In summary, in reappraising cognitions and developing new perspectives, we encourage
clients to:

• de-centre, standing back from the emotionally loaded cognition;
• address cognitive biases through tackling extreme thinking, selective attention, re-

lying on intuition and self-reproach;
• use imagery and role play to enhance this process;
• draw new conclusions, which can then be reality-tested.

Testing automatic thoughts and images

The importance of testing out new possibilities or perspectives is elaborated in Chapter 10,
which describes the role of behavioural experiments in cognitive therapy. The validity of a
new cognition is usually enhanced if it stands up to ‘road testing’. In addition, the new pos-
sibility will be more memorable if a client takes it from a conceptualisation or a possibility
through to an active experience.

Judy decided to ‘research’ her new conclusions by collecting information that could confirm or discon-
firm them. With regard to her new prediction that the feelings of panic would not necessarily herald a

C:\Users\John\AppData\Local\Temp\don71D3\text\part0016_split_000.html


panic attack, she planned to provoke panicky feelings and record what happened. She had begun to ap-
preciate that panic was not ‘all or nothing’, and she devised a scale of her panicky sensations to assess
degree of change. She also planned to involve her friends in her research, for example by asking them
to observe the reactions of others and to note if Judy was the subject of much attention (see Figure 8.6).

Modifying core beliefs

There is some confusion in the literature between ‘core beliefs’ and ‘schemata’. The terms
are not interchangeable because a schema is generally considered to be more complex than
a core belief, but the latter can reflect a ‘summary label’ for a schema. For example, the
core belief ‘I am stupid’ is a useful cognitive label which summarises the thoughts, feelings
and physical sensations associated with believing that one is truly stupid. This section will
focus on core beliefs; in Chapter 17 we discuss the nature of schemata.

Figure 8.6 Judy researches her new conclusions

We should not assume that core beliefs are always difficult to identify, as they may be
expressed as automatic thoughts. In the earlier example, the student readily identified ‘I am
useless’ as a key cognition, which might well be a core belief. If a core belief is not ex-
pressed as an automatic thought, then guided discovery and the downward arrow technique
can often uncover it.

It is also important not to assume that a core belief is necessarily resistant to change.
Judy rapidly shifted a long-standing core belief (‘I am crazy’) when she realised that her
mother was not an expert in character analysis; it is not uncommon for core beliefs to shift
as a consequence of therapy that targets automatic cognitions (Beck et al., 1979). However,
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some belief systems are more rigid, and augmented techniques have developed to specific-
ally target them (see Chapter 16).

In their self-help book, Greenberger and Padesky (1995) describe a collection of
strategies (see Box 8.1) aimed at modifying core beliefs. They emphasise that, because core
beliefs can be robust, these strategies are likely to have to be used over several months be-
fore they have significant impact. They therefore need to be negotiated carefully with cli-
ents so as to avoid disappointment and demoralisation. The strategies include:

Box 8.1

• Carrying out behavioural experiments to test the predictions of core beliefs.
• Recording evidence that a core belief is not 100% true.
• Identifying alternative (more helpful) core beliefs.
• Carrying out behavioural experiments to test the predictions of alternative

core beliefs.
• Recording evidence that supports an alternative core belief.
• Historical tests of new core beliefs.
• Rating confidence in new core beliefs.

Judy felt that she needed to work on a core belief that others were judgemental. The behavioural ex-
periment that she devised was a data-collection task. Over several weeks she asked friends what they
thought of people who had made a mistake or appeared ‘silly’ to her. Her prediction was that her friends
would judge others badly. Figure 8.7 shows two examples from her record.

Judy then made a log of such findings, which she headed: ‘Evidence that my belief is not 100% true’.
On occasion, her opinion polls supported her prediction, but she was now able t put this in the context
of the data that showed that this was not true 100% of the time.

Of course, you might discover that your client’s prediction is repeatedly confirmed. If so,
it merits investigation: is your client only mixing with like-minded people? Is your client
filtering out disconfirming evidence before it can reach the page? You might consider that
schema-focused techniques could be more helpful if negative core beliefs seem particularly
resilient (see Chapter 16).
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Figure 8.7 Judy collects data

Judy, however, reviewed the responses that she had collected, and concluded:

It is true that some people are judgemental, but most of my friends are actually quite generous in
their opinions of others. Furthermore, I find that those who are more judge-mental are not amongst the
friends that I most value and I tended to dismiss their harsh appraisals.

She was then able to identify a new core belief: Some are harshly judgemental but most people are
generous. At first, she believed this at a 50% level. In order to strengthen this new, more comfortable
belief, she began a log of evidence that supported her new belief. She was diligent in maintaining this
log, and after a few weeks her rating of her conviction in the new statement was 98%.

In order to strengthen a new core belief that is counter-balancing a less helpful one from
the past, Greenberger and Padesky (1995) advocate the use of a historical test of the new
core belief, where the client reviews his life history looking for evidence consistent with
the new belief.

Although Judy was already successful in developing a new fundamental belief, she was keen to re-
inforce her progress and chose to carry out this retrospective analysis. She was, by now, much more
able to ‘see’ the evidence that supported her new belief and found that many of her earlier experiences
strengthened her new conviction.



Problems

The client seems to avoid exploring cognitions

Sometimes a client simply wants to talk about feelings. In some such cases, supportive
counselling may be more appropriate. For instance, when people are first coming to terms
with loss or trauma and realising the scope of their problems, they may need time just to
talk them through. Alternatively, clients who are ambivalent about therapy might need an
approach that emphasises ‘motivational interviewing’ (Miller & Rollnick, 2002).

Other clients focus on exploring feelings because they believe that this is the best use
of therapy, so they may need to be reminded of the method and strengths of CBT and how
this approach differs from other forms of psychotherapy.

Avoidance of exploring cognitions also occurs when clients are afraid of the content of
their thinking. Sometimes the cognitions are never properly reviewed, but the sufferer has
a sense of their awfulness or is reluctant to revisit cognitions that trigger other painful feel-
ings – the shame of the sexual-abuse victim, for example. In these instances, you need to
invest time in creating a sense of safety in the sessions that will allow your client gradually
to confront distressing thoughts.

The cognitions are so fleeting that the client has difficulty identifying
them

This is not uncommon and it is helpful if the client realises that it is in the nature of NATs
to be elusive. Behavioural experiments, done to provoke negative thoughts rather than to
test them, can be useful in making the thoughts more obvious (see Chapter 9).

Some thoughts don’t readily map onto language and are better described as a visceral
‘felt sense’ (Kennerley, 1996). For example, clients with body dysmorphic disorder might
report ‘feeling’ disfigured, a person with OCD might describe ‘feeling’ dirty, or someone
with disgust-based PTSD might ‘feel’ this physically. Such felt senses can be worked with,
but most cognitions can be verbally articulated, given encouragement and time.

Challenging has little or no impact

In such cases, the first question you must ask yourself is: ‘Is the focus of therapy correct?’
This will require revisiting the formulation and revising it if necessary.
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It is also important to check out with your client what keeps him believing the old
thoughts, or what stops his believing new alternative thoughts. There may be pieces of
evidence, safety behaviours or other blockages that have not been fully dealt with. Or you
may not be focusing on the ‘hot’ thought. Behavioural experiments can often be critical in
ensuring that new learning is felt at a gut level rather than just heard intellectually.

A final possibility is that the problem is driven by a particularly rigid and inflexible be-
lief system and so a more schema-focused approach is called for.

Summary

• This has been a lengthy chapter because the cognitive techniques of CBT are both
crucial and diverse. There are techniques for:

◦ observing key cognitions
◦ distracting from problem cognitions
◦ analysing them and
◦ synthesising new possibilities …
◦ … which can be evaluated through behavioural experiment.

• Your first step is identifying key cognitions – predominantly through the use of So-
cratic enquiry and DTRs. Over time, the DTRs can be used to observe, analyse and
to synthesise information but the use of them must be paced to match your client’s
needs and abilities.

• The cognitive strategies you use to help your client identify problem cognitions
and later challenge them will be determined by your formulation. Each interven-
tion needs to be justified and a rationale shared with your client. It is important not
to pull a technique ‘out of the hat’.

• Although the predominant focus is in the present, we have also seen that some cog-
nitive strategies review or even confront the past, and although the predominant
focus is on NATs and underlying assumptions, cognitive techniques can be used to
address core beliefs.

• Interventions can be verbal, visual and experiential and can focus on cognitive con-
tent or cognitive process. You can be creative with cognitive strategies – but al-
ways make sure that you can justify your decision.



Learning exercises

Review and reflection:

• Cognitive techniques are, of course, central to CBT. In reading this chapter
were you surprised by any of the sections or the statements made – if so what
did you not expect to see? If you were surprised by something in this chapter,
was it welcome or worrying?

• Overall, what is your reaction to reading about strategies to identify and chal-
lenge problem cognitions? Do the techniques seem to fit with your preferred
style of working? Can you see how this chapter builds on the knowledge you
have gleaned from earlier chapters? Are there aspects of identifying or chal-
lenging problem cognitions which feel wrong to you – if so, with what are
you uncomfortable? Try to tease out your doubts and uncertainties.

• Do you have doubts about your ability to use these techniques – if so, what
are your worries? Are their certain aspects of this predominantly cognitive
work for which you need further training?

Taking it forward:

• An excellent way of gaining experience of using cognitive techniques is to
use them on yourself. So:

◦ Identify a problem issue for yourself, perhaps a common work-re-
lated issue such as being avoidant of certain topics or fearful of cer-
tain responses from your client, or you could address worries which
you have about using cognitive techniques.

◦ Keep a record of the cognitions (thoughts and images) that are asso-
ciated with your difficulty.

◦ Try to ‘stand back’ and identify cognitive biases and review the con-
tent of your cognitions.

◦ Then try to re-evaluate your troublesome cognitions.
• Reflect on how you got on with doing this for yourself – what did you learn

not only about your own difficulty but about taking on this task? Consider



how your client’s will feel when asked to do something similar. How can you
make that task most acceptable and achievable for them?

• If you feel uncertain about the usefulness of the strategies described in this
chapter or if you feel that you need further training, find out what courses,
workshops, supervision and reading are available to you and make a concrete
plan to make use of them.

Further reading

Greenberger, D., & Padesky, C. (1995). Mind over mood. New York: Guilford Press.
This self-help book might be 15 years old, but it contains the most clearly described and systematic
approach to identifying and testing problem cognitions. It is useful for both clients and practitioners –
particularly novice practitioners who can benefit from using the book on themselves.

Burns, D. (1980). Feeling good: the new mood therapy. New York: William Morrow.
This self-help book for depression is even older, but it has stood the test of time and remains an excel-
lent resource for both practitioner and clients. It also guides the reader through the stages of CBT but
it is particularly helpful as Burns addresses some of the common assumptions that can fuel depression
(and other problems). For example, perfectionism and assuming that performance equals worth, are
explored in detail and the reader is given many ideas for combating such unhelpful assumptions.
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Behavioural Experiments

At the 2004 conference of the European Association for Behavioural and Cognitive Ther-
apies, there was a symposium entitled ‘Where is the B in CBT?’. This chapter will outline an
answer to that question, i.e. the place of behavioural methods in current CBT. We shall focus
on one specific area where behaviour change is crucial: behavioural experiments (BEs), a
CBT strategy that can be used to great effect in most if not all problems. Another common
behavioural technique in CBT, activity scheduling, is described in the chapter on depression
(Chapter 12), because that is where it is most widely used.

What are BEs?

The following discussion of BEs draws heavily on the recent volume devoted to the use
of BEs in CBT, to which all three of the present authors contributed (Bennett-Levy, Butler,
Fennell, Hackmann, Mueller & Westbrook, 2004). We shall adopt Bennett-Levy et al.’s op-
erational definition of BEs:

Behavioural experiments are planned experiential activities, based on experimentation or observation,
which are undertaken by patients in or between cognitive therapy sessions. Their design is derived directly
from a cognitive formulation of the problem, and their primary purpose is to obtain new information
which may help to: test the validity of the patients’ existing beliefs about themselves, others, and the
world; construct and/or test new, more adaptive, beliefs; contribute to the development and verification of
the cognitive formulation.

(Bennett-Levy et al., 2004, p. 8)

This means that BEs are designed, like experiments in science, to generate evidence that will
help us decide what hypothesis is best supported. But instead of testing scientific theories,
BEs in CBT are designed to gather evidence that will help patients test the predictions that
follow from their unhelpful cognitions or to test elements in a formulation. Chapters 7 and
8 have already addressed verbal methods for exploring cognitions and expanding the range
of evidence that the client considers. BEs offer us a way of taking this a step further, by
exploring beliefs through action and observation rather than just through verbal discussion,
and by helping the client generate new evidence. BEs are therefore often used to follow up
verbal discussion. Having explored a particular negative cognition and generated possible
alternative views during a session, BEs may offer a useful way of testing out and consolid-
ating these conclusions. They can help the client gather more cogent evidence as to whether
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the original negative cognition or the new alternative offers the best (most accurate or most
helpful) view of a situation.

A client with social anxiety had the belief that he looked ‘peculiar’ (and that others would therefore
disapprove of him). One piece of evidence for this belief was that he noticed when he went into the
canteen at work that other people ‘stared at’ him. His response was to look down so as to avoid their
gaze, to sit and eat alone and to focus closely on his plate. During CBT sessions, an alternative account
was developed, namely that perhaps people tended to look at anyone who entered the canteen, because
they were curious, rather than this behaviour’s being exclusive to him and due to his ‘peculiarity’; and,
furthermore, that maybe his subsequent avoidance of looking at other people meant that he had no op-
portunity to observe whether this was true. This discussion led on to a BE designed to gather evidence
about which account was most convincing. It was agreed that he would enter the canteen as usual but
this time try to keep looking up and count roughly how many people looked at him. Then after he sat
down, he would make an effort to continue looking around and to count how many people looked at
anyone else who entered the canteen. He was able to do this and, somewhat to his surprise, found the
new alternative belief amply supported. Some people in the canteen seemed to look up at anyone who
entered, and there was no evidence that he attracted more curiosity than anyone else. He found this
helpful in beginning to question the belief that he was ‘peculiar’.

Another client with social anxiety was worried about the consequences of blushing during social in-
teractions. She believed that if she blushed, other people would be bound to make negative judgements
about her, for example that she was silly, or abnormal. Although she had occasionally been teased about
her blushing, no one had ever actually expressed a negative evaluation because of it, but she tended
to dismiss this on the grounds that they were just being kind to her. This client found it helpful to do
a survey experiment. A question about reactions to people blushing was carefully constructed so that
both she and the therapist agreed that it was reasonably unbiased (i.e. not obviously expecting either
negative or positive responses – for example, not starting off with ‘Would you think badly of such a
person?’, but a more neutral ‘Would blushing have any impact on your opinion of such a person?’).
Then the therapist distributed the question sheet to a number of work colleagues and friends to collect
their responses – for this client, it was important that the people surveyed did not know her and were
therefore less likely to be ‘kind’ in their answers. She found that most people thought blushing was
quite charming and that the worst anyone thought was that someone blushing might be anxious and that
they would therefore tend to feel sympathetic.

Behavioural experiments compared to behaviour therapy

BEs are derived from CBT’s behavioural legacy, and some BEs may look like traditional
behavioural methods such as exposure in vivo to anxiety-provoking situations. However,
it is important to remember that the aims of, and the conceptual framework surrounding,
BEs are quite different from traditional behavioural therapy. In the latter, the most common
conceptual model is of exposure leading to habituation. To put it in very crude terms (with
apologies to learning theorists, whose ideas are actually far more complex than this) the



idea is that exposure to anxiety-provoking stimuli leads to the anxiety response gradually
dying away as the person gets used to the situation. An analogy sometimes used is that if I
suddenly make a loud noise, you will probably be startled, but if I repeatedly make a loud
noise every 10 seconds for the next 10 minutes, then you will probably gradually stop be-
ing startled and react less.

In contrast to this model, BEs in CBT are quintessentially a cognitive strategy, expli-
citly aimed at generating information and/or testing out beliefs, not at promoting habitu-
ation of anxiety responses. If we consider the treatment of someone with agoraphobia and
panic who fears supermarkets, both traditional behaviour therapy and CBT might suggest
that it would be useful for the client to visit a supermarket, but the goals and thinking be-
hind the strategy (and hence the exact procedure to be followed) would be quite different:

• Behavioural exposure would aim for the person to learn a new response to super-
markets, which would involve staying in the situation long enough (and repeating
exposure often enough) for the anxiety response to die away. No particular atten-
tion would be paid to thoughts or beliefs; all that would be thought necessary is for
a client to overcome his avoidance for long enough for habituation to occur. In or-
der to assist this, exposure would usually be graduated, i.e. working up a hierarchy
of increasing levels of anxiety, trying to make sure that he was not too anxious at
any point (although there is also a form of exposure known as flooding, in which
clients are exposed to the most fear-provoking situation from the beginning).

• If using a behavioural experiment within CBT, the visit to a supermarket would
follow a cognitive understanding of the person’s negative predictions about what
might happen. The primary goal of the visit would be to help him test out these
negative beliefs by seeing whether what he fears actually happens: does he actually
collapse/die/pass out, or whatever it may be? His level of anxiety, although of
course an important clinical concern, would not be the primary focus during the ex-
periment – or at least not unless being anxious played a part in his negative beliefs
(e.g. ‘If I become very anxious I will lose control and go mad’). In the latter case,
it might actually be important to an adequate BE that he did become very anxious,
in order to test out this belief. Therefore, although it still might be clinically neces-
sary to tackle the situation in a graded way, neither this nor repeated exposure is
essential to a BE: the heart of the matter is simply to test out thoughts and beliefs
as thoroughly and convincingly as possible, and this can sometimes happen with
just one experiment.

Part of the appeal of BEs in CBT is that they offer a possible way of getting around a com-
mon problem in interventions that depend primarily on verbal methods, namely responses



like, ‘Well I can see intellectually that this is a more logical way of looking at it, but it
still feels like my negative thought is true’. By testing out thoughts and beliefs in action,
rather than just through words, BEs can help to develop a more ‘gut feel’ kind of learning.
They are also useful in almost every kind of psychological problem, in contrast to expos-
ure, which is focused on anxiety problems.

Efficacy of BEs

The evidence on whether BEs are any more or less effective than exposure is limited at
present. In a recent systematic review – the first on this topic – McMillan and Lee (2010)
included 14 relevant studies, covering panic, social anxiety, OCD and specific phobias. Al-
though they are appropriately cautious in their conclusions because of various methodo-
logical problems, their summary is that ‘there was some evidence that behavioral exper-
iments were more effective than exposure alone …’ (McMillan & Lee, 2010, last line of
Abstract). More and better evidence is needed, but this is the best we have at the moment.

Figure 9.1 Types of behavioural experiment

Types of behavioural experiment

We can usefully distinguish two dimensions along which BEs may vary: hypothesis-testing
versus discovery BEs; and active versus observational BEs (Bennett-Levy et al., 2004).
Putting these together, we have a diagram of possible BEs (Figure 9.1).
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Hypothesis-testing versus discovery

Hypothesis-testing BEs are perhaps the closest to the classical scientific experiment. In
such experiments we either start from one hypothesis, or from both of two relatively clear
hypotheses – often known as Theory A and Theory B. Theory A is the client’s initial belief
or explanation, for example ‘People look at me because I look peculiar’. Theory B is the
new, alternative belief, often based on the CBT formulation or perhaps worked out during a
CBT session between client and therapist, e.g. ‘People look at anyone coming into a room,
out of curiosity – there is nothing special about me’. When we can state at least one of these
hypotheses reasonably clearly, then we have the necessary conditions for a BE in which the
aim is to find some clear evidence bearing on the hypothesis. We may either test Theory A
or Theory B alone (the question to be tested is then ‘Does this theory correctly predict what
happens in this situation?’); or we may compare the two theories to see which one works
best in predicting the observed outcomes – as in the canteen experiment above. The aim is
to find some predicted consequence of the hypothesis that is in principle observable so that
the client can tell whether his prediction comes true.

Hypothesis-testing experiments are the most common, and often the most useful, but
clients sometimes have no clear hypothesis to test, perhaps because they have not yet
worked out a clear statement of their negative cognitions or because they can’t yet even
conceive of an alternative. In such cases it may be useful to do discovery BEs, aiming to
explore in a more open-minded way ‘What would happen if I did X?’. For example, ‘What
would happen if I were to talk a bit more openly about myself to other people? How would
I feel? How would they react? Perhaps I can find out …’.

Active versus observational

The second distinction is between:

• BEs in which the client is an active participant, in the sense of going out and act-
ively doing something to generate information – often something different to his
usual behaviour.

• BEs in which the client is observing events or gathering already available evidence
rather than actively doing something different.

The canteen experiment is an example of an active experiment; the blushing survey is an
example of an observational experiment.



Observational experiments can include therapist modelling, where the client observes
the therapist doing something, so that he can see what happens without too much ‘risk’ to
himself:

For example, a client who fears collapsing in a supermarket might find it useful to observe what hap-
pens. After identifying what the client’s negative predictions are, therapist and client can go to a super-
market together, the therapist can pretend to collapse, and the client can observe what actually happens.

Many other kinds of information-gathering are possible:

A client with social anxiety was worried about not having anything important or clever to say. He found
it useful to observe how other people carry on conversations, which led to his realising that most ordin-
ary conversations are pretty mundane, not necessarily containing profound topics or deep thoughts.

It may also be useful for the client to gather information from books or the Internet.

A client with claustrophobia found some detailed information on the Internet about the risks of suffoc-
ation in confined spaces, including a calculation of how long one might survive in an airtight room!

Most classic behavioural experiments fall into the top-left quadrant of Figure 9.1 (Theory
A), but there are useful examples in the other quadrants as well. See Bennett-Levy et al.
(2004) for a comprehensive collection. Using one or more of these approaches, the aim is
to work out something the client can do, in or between sessions, that will help him generate
or gather more evidence relevant to his negative cognitions.

Planning and implementing behavioural experiments

Planning

Careful planning is a crucial preliminary to most successful BEs. There are several essen-
tial components:
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• Ensure that both you and the client clearly understand the purpose and rationale of
the experiment, and always plan experiments collaboratively. BEs should not be
unilaterally assigned in the last two minutes of a session, nor should they be done
just because a protocol says you should be doing them! They should grow out of
the session as a logical way to move things forward. Remember, it is desirable to
involve the client in thinking about BEs and homework: ‘Given what we’ve been
discussing in this session, what do you think might be useful to take this further
between now and the next session?’

• Particularly for hypothesis-testing experiments, spend time getting clear about
what cognition(s) are to be tested and the client’s negative predictions about what
might happen. This step is crucial, because a BE aimed at a poorly defined cogni-
tion will rarely be effective. For example, your client may fear approaching a par-
ticular situation without safety behaviours, and his initial prediction may well be
something vague, like ‘It will be awful’. You are unlikely to be able to test this pre-
diction, because it is not precisely defined. How can you or the client tell whether
it is ‘awful’ or not? What exactly constitutes ‘awful’? Furthermore, this kind of BE
may indeed turn out to be ‘awful’, at least in the sense that the client feels anxious.
It will usually be much better to work out a clear prediction such as, ‘I will col-
lapse’ or ‘People will laugh at me’: something that (a) distinguishes between the
belief to be tested and possible alternatives; and (b) can be developed into reason-
ably clear criteria that will enable both client and therapist to determine unambigu-
ously whether it has happened.

• Having identified a clear cognition, have the client rate how strongly he believes it
on a scale from 0 to 100% (0% Not at all, to 100% Absolutely certain it’s true) to
provide a baseline against which any change can be measured.

• Choose the best type of experiment to test the cognition, e.g. an active experiment
or an observational experiment. Partly this decision will depend on what point the
client has reached in shifting his thinking and how threatening the experiment ap-
pears to him. Observational BEs are often less threatening and therefore may be a
useful first step before moving on to active BEs.



A survey experiment for a man with body dysmorphic disorder involved getting a number of people
who did not know him to look at photographs of him and several other people to see whether he was
singled out – as he feared he would be – for the ‘ugliness’ of his nose. As is common in such experi-
ments, the wording of the questions to respondents needed careful consideration so that the questions
were meaningful without leading respondents to any particular response. In this case he agreed that
he did not want respondents to be focusing especially on him or initially on noses, so early questions
were framed along the lines of ‘Do any of these people’s faces seem unusual in any way? If so, in what
way?’; only later did the survey ask respondents to rate noses specifically.

• In planning BEs you need to pay reasonable attention to safety and risk. This
should be done in a balanced way, bearing in mind that CBT is about realistic
thinking, not generalised positive or negative thinking; and that the risks of doing
a particular BE need to be weighed against the risks of not doing it (in terms of po-
tential reduced treatment efficacy and therefore an increased risk of continuing to
have significant anxiety problems). It is important not simply to feed your client’s
anxiety by suggesting excessive caution, but it is equally important not to ignore
significant risk. So, for example, you need to take care with experiments involving
strenuous physical exercise if there is any reason to suppose your client has rel-
evant physical problems (e.g. pulmonary or cardiac problems – if so, ask the GP
or other doctor for a physical assessment); or if an experiment involves walking
down the street to test a fear of being attacked then you obviously need to be reas-
onably confident that it is in fact safe (e.g. it is a street where most people would
not hesitate to walk). Keep a sense of proportion. We need to consider significant
risks but we also need to remember the message we often give to patients: that not
much in life is absolutely 100% safe!

• Design BEs so that as far as possible they are ‘no lose’, i.e. whatever happens,
the client will have gained something. If the experiment ‘works’ in the sense that
negative predictions are not borne out, then that is useful; but equally if some part
of the negative prediction is confirmed, that can still be useful if we have learned
something and now need to think about what made that happen, which in turn can
lead to further productive exploration and new BEs.

• For the same reason, try to be genuinely open-minded about the outcome of BEs.
Do not approach them in a way that suggests to the client that you already know
for sure what will happen. If the BE does not work out the way you predict, then
the client may lose confidence in you and may also feel that he must have failed.
It is much better to be genuinely curious: ‘I really don’t know for sure what will
happen here, but maybe it won’t be as bad as you fear – how about finding out?’



• Similarly, try to anticipate with the client what might be difficult or go wrong and
then develop and rehearse strategies for coping with such setbacks. If you are do-
ing a BE involving other’s reactions, what will the client do if indeed he does get
a negative response? If the BE involves a client with agoraphobia going into a su-
permarket alone, how will he cope if he does have a panic attack? BEs are much
more likely to be helpful if you have considered such problems beforehand.

• Notwithstanding all of the above, do not ignore the potential for doing spontaneous
BEs, prompted by something that has happened within a session. For example,
when discussing with someone who fears cardiac problems the effects of a safety
behaviour like avoiding exertion, it may be possible to suggest doing a BE right
now – for example, running up and down the stairs a couple of times to see what
happens. Sometimes your client may be more willing to try something on the spur
of the moment than he would be if he has a week to worry about it. This obviously
needs to be carefully done, and the client must be clear that he can refuse if he
wants to, but it can be very productive.

The experiment itself

Experiments may be carried out by your client independently, for example as part of home-
work, or your client may carry them out with you – in session or outside in the real world.
The latter in vivo experiments can be very useful, both because you can support and en-
courage your client and because they offer invaluable opportunities for you to learn more
about the problems: in vivo BEs frequently generate previously unknown thoughts and be-
liefs, safety behaviours and so on. If you are accompanying your client, there are several
things you can be aware of in order to increase the chances of a successful outcome; if your
client is trying a BE alone, then you can make him aware of these factors:

• Encourage your client to be fully engaged in the situation rather than just ‘going
through the motions’. He needs to understand that usually if a BE does not result
in any anxiety (for example, because he is distracting himself or not really pushing
against his limits) then the BE is less likely to be useful.

• You and/or your client need to be continually monitoring his thoughts and emo-
tions, both in order to be aware of any changes, whether positive or negative, and
to be sure that the BE is going along the right lines. For example, it is unusual for
a client to go through a BE without feeling at least some discomfort during it; if
he remains completely unaffected, it would be wise to investigate whether he is
subtly avoiding, or performing safety behaviours. On the other hand, if there is no



positive change at all in the client’s thoughts or emotional state during a BE, it may
indicate that the cognitions have not really been touched, and it may be useful to
think about taking it further, or doing something different.

• As noted above, BEs by their very nature are to some degree unpredictable, and
the unexpected can and does happen. You and/or your client need to be flexible
and ready to respond to unexpected events.

After the experiment

In order to make the most of a BE, it is important to take time to ‘de-brief’ and help the
client reflect on what happened:

• First, you need to go through with the client what actually happened. What were
his thoughts? How did he feel? Did events go as predicted or were there significant
differences to his predictions? If so, what were they? Did he still use any safety
behaviours to prevent some disaster (if so, it may be important to try again with
reduced or eliminated safety behaviours)?

• Second, it is important to help the client reflect on the meaning of the BE. What
does this tell him that he didn’t know before (about himself, or others, or the world
in general)? How can he make sense of what happened? Does it have any implica-
tions for how he might tackle similar situations in the future? Are there any follow-
up BEs that might be useful to extend or generalise his conclusions? Finally, have
the client re-rate his belief in the cognitions tested so that both of you can see
whether there has been any change.

This post-experiment reflection can help the client gain the maximum possible value from
the experiment and may also help reduce the risk of his devaluing the results of the experi-
ment as old habits reassert themselves.

Below is a record sheet that you may find helpful for you and your client to record the
planning and carrying out of BEs (Figure 9.2).

Common problems in behavioural experiments

BEs can be an extremely powerful way of changing cognitions and emotions, but, as noted
above, their complexity and unpredictability also mean that there is plenty of scope for
things to go in unexpected directions. Many of these risks can be avoided by careful plan-
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ning and preparation, but this section gives some further ideas about how to cope with some
common problems.

Figure 9.2 Behavioural experiment record sheet



Therapist worries

It is important to recognise that therapists, as well as clients, may have worries about BEs.
If these become too intense, you may communicate your doubts to your client and thus re-
inforce his fears. It is acceptable – maybe even desirable – for you sometimes to be pushing
your own limits, for example, by doing things in public that trigger your own social anxi-
eties. But it is also important that you approach BEs in a positive and encouraging way:
‘This may be a bit scary, but it’s not going to be a catastrophe.’

Finding a graceful retreat

Even with the best planning in the world, sometimes things go wrong: the test turns out to
be harder than you or the client thought; other people react in precisely the ‘wrong’ way; or
the client’s nerve fails him. It is at these times that therapeutic skill and creativity are most
needed, to find a way to retreat with grace in such a way that the client does not feel he has
completely ‘failed’. A good general rule is to try always to finish with a success, no matter
how small. If the original aim is clearly too ambitious, try to find a smaller goal that the
client can accomplish before finishing the exercise.

Experiments that ‘fail’

If negative predictions do come true, then we can still learn something useful by examining
carefully what happened. Was it just an unlucky chance outcome, or did the client do
something that produced that result? Is there some other aspect of cognition or behaviour
whose effect we have not fully taken into account? Are there subtle forms of avoidance or
other safety behaviours that are reducing the impact of the experiment? It is important to
use such ‘failures’ constructively – even negative information can tell us something we can
use to make therapy ultimately more effective.

Therapist–client relationship

There are different demands on the therapeutic relationship between a typical office-based
therapy and BEs in CBT where, for example, you may be going to a supermarket with your
client and falling over in the shop so that he can observe how others react. What profession-
al issues does this raise? What kind of conversation is acceptable when you are outside the
office and not ‘on task’? It is important to reflect on these issues and discuss them in clinic-



al supervision so that you can arrive at a way of relating that feels reasonably comfortable
to both you and the client whilst respecting essential professional and ethical boundaries
(see Chapter 3).

Summary

• Behavioural experiments (BEs) involve the active gathering or generating of evid-
ence that will help to test our clients’ – or our own – thoughts and beliefs.

• BEs therefore offer a way to go beyond purely verbal examination of cognitions
by testing them out in the real world. As such, they may lead to more ‘gut level’
learning.

• There are different types of BE, including hypothesis-testing vs. exploratory BEs,
and active vs. observational BEs.

• To help clients get the most out of BEs, it is usually best to plan and carry them out
carefully – although there is also a useful role for occasional impromptu BEs, done
on the spur of the moment in response to something that comes out of a session.

• BEs sometimes demand an active role for therapists in doing activities with clients
outside the therapy office. This can challenge therapists’ fears, as well as patients’.

Learning exercises

Review and reflection:

• If you are new to BEs, then take a few minutes to think about your thoughts
and feelings in relation to them. You might think particularly whether you
have your own worries about doing BEs, as we mentioned above. If so, what
could you do about that? Can you come up with any alternative views? Have
you any evidence to support or contradict your worries? Remember this is
one of those areas where our own susceptibility to negative thoughts and be-
liefs may be prominent, and may block us from trying out effective proced-
ures.
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• What are your own views about how to relate to clients when you are doing
BEs together outside the therapy office? Reflect on these questions and per-
haps discuss them with your supervisor.

Taking it forward:

• If you are new to BEs, or have doubts about them as discussed above, per-
haps you can do BEs about BEs. Review your caseload with your supervisor;
think about which of your clients’ beliefs you might be able to test through
BEs; devise appropriate BEs; and then review the results with your supervi-
sor.

• When you try out doing BEs, do they seem to offer any of the benefits to
clients that we have suggested above? Do any disasters follow? On balance
does the use of BEs seem useful or not?

Further reading

Bennett-Levy, J., Butler, G., Fennell, M., Hackmann, A., Mueller, M., & Westbrook, D. (Eds). (2004).
The Oxford guide to behavioural experiments in cognitive therapy. Oxford: Oxford University Press.
The essential guide to BEs, with ideas about conceptualising them, guides to using them in different
disorders, and many practical examples of actual BEs used with clients.
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Physical Techniques

This chapter reviews some of the physical approaches that supplement the cognitive and be-
havioural repertoire: specifically, relaxation, controlled breathing, exercise and applied ten-
sion. The management of sleep problems is also considered.

Physiological responsiveness is one of the four interacting systems central to the CBT
model, along with cognition, emotion, and behaviour. CBT may therefore include interven-
tions focused on physiological symptoms, insofar as they are part of a maintenance cycle in
the client’s formulation. Of course, physiological problems can equally well be tackled using
cognitive, behavioural or physical methods (for example, tinnitus can be eased by changing
catastrophic thinking), and by the same token, cognitive, behavioural or emotional prob-
lems can be tackled using physical methods. The important point is that the intervention,
in whatever modality, should be derived from the formulation. We will look at a number of
possible physical interventions, beginning with relaxation.

Relaxation

Physical tension can be part of the maintenance cycle for many problems – anxiety disor-
ders, depression and sleep problems, among others. It may be part of a more general in-
crease in arousal, which includes other physical symptoms, such as increased heart rate,
light-headedness, heavy legs and trembling. Such elevated arousal can be reduced by using
relaxation, either via specific relaxation exercises or by building pleasurable, relaxing activ-
ities into the day – for example, by having a soothing bath or a massage.

The benefits of relaxation should not be discounted, but it should be clear to both your
client and yourself how the relaxing activity fits into the formulation. We emphasise this
point because in some treatment approaches relaxation training was a line of first attack as
part of an anxiety-management programme, with little attention paid to the interactions of
tension with thoughts and behaviour. Nevertheless, relaxation has relevance within CBT and
can be a powerful tool in testing out beliefs, as well as reducing symptoms directly.

A young man was experiencing anxiety symptoms across a range of situations and was finding some
imminent exams highly stressful. Figure 10.1 shows the initial formulation of his problem, relating his
beliefs about his work to his emotions, physical symptoms, his worrying thoughts and his behaviour. It
is clear that if he could break into the cycle by reducing his physical symptoms, then he may be able
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to improve his concentration and work more productively, which in turn would allow him to feel less
anxious.

Figure 10.1 A maintenance cycle for anxiety about exams

There are a number of approaches to teaching relaxation, most of which rely either on the
progressive muscular relaxation described by Jacobson (1970) or the use of relaxing im-
agery or meditation (or all three). There is some evidence that matching relaxation method
to the individual’s pattern of symptoms (for example, applied relaxation with clients with
predominantly physiological symptoms) may improve outcome, but the evidence is by no
means unequivocal (Michelson, 1986), and it is probably better to find out which approach
suits your client by trying it out. There are many forms of recorded relaxation instruction
available, and we would suggest that you find one you like for your own clients. Rather
than describe a specific method, here are some general guidelines for acquiring relaxation
skills:



• Explain to your client that learning to relax is like acquiring any other skill, and
that regular practice is required.

• It is important to begin to practise when feeling calm or only mildly anxious or
tense – it is difficult to learn any new skill while tense, and this is particularly true
of relaxation.

• It is better to begin to practise in a situation relatively close to ordinary life – for
example, sitting in a comfortable chair, rather than lying down.

• Nevertheless, it is easier to begin practising with closed eyes, in order to reduce
distractions.

• It is better to choose a quiet place to practise, with no phone or other distractions.
• It is better not to practise when feeling hungry, as this causes tension; or after a

meal, which can promote sleep.
• Once some skill is acquired, it is helpful to monitor minor or moderate signs of

anxiety or tension, so that relaxation can be used to combat symptoms before they
have built up to stronger levels.

Although a recording has been mentioned as a useful adjunct to learning to relax, the evid-
ence suggests that it is better to go through the relaxation exercises with your client, rather
than simply ask them to learn from a recording (Borkovec & Sides, 1979). This is partly
because you can then observe the client as he begins to practise and pick up on errors from
the start – for example, if he is sitting with tightly crossed legs, or is tightening up his arms
and shoulders once another area is focused on. It is also helpful if he can ask questions or
express reservations. For example, many clients are concerned that they cannot focus con-
tinually on their muscle groups but find their minds wandering; you can encourage them
to simply note whatever thoughts come into their mind and to gently direct themselves to
return to thinking about relaxation.

It is probably most useful to spend 10 or 15 minutes per session focusing on relaxation
training, over perhaps five or six sessions if an approach like applied relaxation (Öst, 1987)
is being used as a major component of treatment. The remainder of these sessions can then
be used for other agenda items. In other cases, relaxation may play a more minor role, and
you may only need to go over the relaxation procedure a couple of times. The effectiveness
of the relaxation can be checked out by asking the client to monitor how relaxed he feels
following his regular practice sessions and how he feels in whatever situations he applies
relaxation. Figure 10.2 shows a possible diary for recording daily relaxation practice, and
its effect.
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Figure 10.2 Diary of relaxation practice, and its effect

Applications of relaxation in CBT

Where the client is too scared to carry out a behavioural experiment

Behavioural experiments often demand a great deal of courage, particularly if the predic-
tion being tested includes elements such as, ‘If I do such-and-such, I will probably feel
anxious, but I will not collapse/suffocate/jump over the edge …’ (or whatever other cata-
strophes the client fears). Relaxation can then be used as an aid to facing the feared situ-
ation (Rachman, Radomsky & Shafran, 2008) although only as a temporary solution be-
cause of the risk of relaxation becoming established as a safety behaviour.

A client with a height phobia was planning to test out his prediction that he would be likely to jump
off the cliff if he were to go onto a cliff path. He thought that he would be too anxious to do it ‘cold
turkey’, so planned to use relaxation in the first instance as a way of getting himself onto the cliff path.

To test out a belief about whether symptoms have an organic basis or are anxiety-related

If a client’s unhelpful beliefs are focused on the aetiology of his symptoms, it may be pos-
sible to test out competing hypotheses by using relaxation.

A woman was fearful that her severe headaches were a symptom of a brain tumour. She practised relax-
ation on a daily basis and found that as she became more skilled at progressive relaxation, and gradu-
ally applied it in more stressful situations, the intensity and frequency of her headaches decreased. She
recognised that this was more consistent with an anxiety explanation rather than a tumour explanation.



To interrupt vicious cycles where increased arousal interferes with performance

There are a number of problems where physical anxiety symptoms have a direct effect on
performance of a task or function (see Chapter 4, Figure 4.8), and applying relaxation tech-
niques may therefore be useful. For example, anxiety whilst speaking in public, and erectile
problems, can both be affected in this way. Similarly, people can have difficulty eating
if anxiety is interfering with their swallowing response. In each of these areas, relaxation
may make a contribution insofar as it reduces arousal and allows the task to be performed
without interference.

To give a break from tension/arousal

An obvious use of relaxation is where increased arousal is experienced as an unpleasant
symptom in its own right. This can be the case with those who are chronically anxious and
find the physical symptoms themselves unpleasant. In such cases, it is important to check
whether the symptoms have an idiosyncratic meaning for your client. For example, does
your client believe that the presence of chronic tension means that he is harming his im-
mune system, or is it a sign that he is constitutionally deficient and ought not to have chil-
dren, or that he can never hope to change? If the meaning of the symptoms seems to be
distorted, then this should be tackled as described in Chapter 9. However, it may be that for
your client the unpleasantness of the symptoms itself is stoking the problem, and that hav-
ing a way to reduce this may increase a sense of mastery, which in turn boosts self-esteem,
and onwards in a positive cycle. As ever, make sure that you and your client can make
sense of what part the physical symptoms are playing in the problem: get out your diagram
of the formulation, or draw it on your white board, clarify how the physical symptoms fit
in, and hence, what role relaxation would have.

To end a stressful treatment session

If your client has had a difficult and stressful session, as for example, in restructuring trau-
matic images, then going through relaxation may help him to re-enter the everyday world,
before he leaves the session. This can also enhance his confidence that he can experience,
tolerate and manage strong emotions.

To provide an opportunity for pleasure

Your client may have insufficient opportunities for pleasant and rewarding activities. Many
people thoroughly enjoy muscular or other relaxation, and fitting it into a busy schedule,
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doing something for himself, may result in improved mood for your client and increased
energy for other activities.

To improve sleep

Relaxation can be a useful part of a programme to improve sleep hygiene, particularly if
the client is in the habit of being active right up until bedtime (see the section below on
sleep).

Common problems associated with using relaxation in CBT

Safety behaviour

The most common problem is that relaxation, as with many other strategies described as
‘coping techniques’, becomes established as a safety behaviour. This is only an issue where
the client becomes trapped by the belief that, for example, ‘If I had not relaxed, I would
have panicked and then I would have lost control/passed out/gone mad, etc.’. In essence,
the client is left with the fear that he could have been overwhelmed by the problem if the
relaxation had not allowed him to scrape through. The implication of this is that ultimately
he has to face the problem without using relaxation, in order to demonstrate that even in
those circumstances, while he might feel bad, there is no catastrophic outcome. It is worth
bearing in mind that there is some evidence that the judicious use of safety behaviours may
facilitate exposure to phobic objects or situations during treatment, and that this may not
necessarily result in poorer outcome (Rachman et al., 2008).

Inability to relax if highly aroused

Past a certain level of arousal, it is very difficult to counter high arousal with relaxation.
This can be an issue if the client is panicky, or is highly aroused for some other reason –
as in PTSD, for example. In that case, it is more helpful to use a different strategy, for ex-
ample a mindfulness approach (see Chapter 17) in which the symptoms are viewed with
disinterest.

Relaxation experienced as losing control

Some clients experience relaxation as anxiety-provoking rather than anxiety-reducing, of-
ten because it feels as though they are losing control. If this is the case, it may be worth
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exploring the meaning of losing control and then use relaxation to test your client’s predic-
tions about what might happen if he did let go.

Debbie had strong beliefs about the value of being in control, and this was associated with many intrus-
ive thoughts about everyday financial issues that were not in her immediate control. She always tried
to make sure that she stuck within the rules, and did not like to give herself time to ‘play’ in case it
went too far. She feared that if she did not keep herself under control, she might ‘lose it’ and become
irresponsible. She agreed to experiment with giving herself time to practice relaxation, initially to find
out whether she could choose how much control she retained.

Hypersensitivity to small bodily changes

When they first begin to practice relaxation, many clients pick up on small bodily changes
of which they were previously unaware. This may occasionally create or increase an atten-
tional bias towards bodily changes, which can be interpreted as indicating a risk to health
of some kind (see Chapter 4). If this happens, it should be explored and tested in the same
way as other distorted thinking, and hence may provide a useful opportunity to practise
evaluating a negative thought.

Charles became aware of tingling in his fingers when he was practicing his relaxation, and was fearful
that this may be an indication of the onset of a stroke. He investigated this with his therapist by initially
doing some highly distracting arithmetic, counting backwards in 7s, and looking at the effect on the
tingling; then focusing on the pressure in his elbow leaning against his chair, and on what sensations
he experienced (not tingling, but certainly sensations he had not been aware of until he paid attention
to them). This was followed by a discussion about the effect of attention on the perception of benign
physiological ‘symptoms’, and how that could apply to his tingling fingers.

Despite these possible drawbacks, there are many imaginative ways that relaxation can be
used within CBT to disrupt maintenance cycles causing distress to clients.

Controlled breathing

The catastrophic misinterpretation of benign physical symptoms is the central process of
one well-established model of panic (Clark, 1986). One of the benign symptoms often im-
plicated is hyperventilation, i.e. breathing at a high rate and volume. This can result in
symptoms that mimic the person’s panic attacks (for example, shortness of breath, light-
headedness, feeling hot, unsteadiness) and which are liable to be interpreted catastroph-
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ically as indicating imminent death, collapse, madness and so on. Salkovskis, Jones and
Clark (1986) developed a strategy of controlled breathing to allow the client to reattribute
their symptoms to a more benign cause (i.e. that it is a symptom of anxiety) and, hence
break into the vicious circle of misinterpretation that was maintaining the panic attacks.
This strategy can be used in order to develop a shared formulation with the client and also
as one technique in a graded approach to dealing with panic attacks.

Applications of controlled breathing in CBT

Developing a shared formulation using controlled breathing

The following steps can be used in developing a formulation with the client about the role
of over-breathing in panic attacks:

• Without explaining why, ask the client to over-breathe: ‘What I would like you to
do is to stand up, and to breathe like this (demonstrating), as quickly and deeply as
you can, for 3 minutes. Just carry on breathing as deeply and quickly as you can.’

• When three minutes are up, or when the patient stops and is unwilling to go on –
ask him to reflect on his physical state and to describe the similarities to, and dif-
ferences from, what he experiences in a panic attack for example, ‘Could you de-
scribe how you are feeling physically? What changes have you noticed? Can you
tell me in what ways this is similar to how you feel in a panic attack, and how it
feels different?’

• Ask him what he makes of that: what could explain it? How he would respond if
he felt like that by himself?

• Discuss whether panic feelings may be related to hyperventilation.

Managing panic symptoms through controlled breathing

Having derived a formulation involving the role of breathing, the client can then be taught
to manage the symptoms. Initially, the therapist teaches controlled breathing, first by fol-
lowing a recording at a moderate breathing rate, and subsequently at a slower rate. The
therapist then:

• Asks the client to choose the most comfortable rate.



• Gets him to over-breathe and then to reduce the symptoms via controlled breath-
ing.

• Reviews the role of breathing in panic symptoms.
• Asks how he can use this.
• Asks him to practise controlled breathing twice daily at home.
• Then asks him to practise reversing the effects of hyperventilation through con-

trolled breathing.

This approach is described in more detail in Clark (1989).

Using controlled breathing in behavioural experiments when the client is too scared to
continue

As with relaxation, controlled breathing can be used as a short-term coping strategy to al-
low a client to carry out a behavioural experiment that he would otherwise be too scared to
do. He could then move on in a graded way to do the experiment without controlled breath-
ing.

Problems associated with using controlled breathing in CBT

Safety behaviours

As with relaxation, it is very important that the client does not use the controlled breathing
as a safety behaviour but instead employs it only as a short-term strategy. If he always uses
controlled breathing when he feels panicky, he may continue to believe that ‘If I had not
done my breathing, I would have collapsed/gone mad … etc.’. Ultimately he has to face
the panic symptoms without using controlled breathing, so that he can learn that while he
might feel uncomfortable, the feelings are tolerable, and there is no catastrophic outcome.

Using controlled breathing when feeling panicky

Some clients are unable to use controlled breathing when feeling very panicky but may
learn to do so if they have more practice when they are not feeling panicky. It is important
that there is a shared understanding with the therapist of why it may be helpful.



Presence of physical disorder

Hyperventilation is not recommended in a number of physical conditions, unless medical
supervision is available. These include atrial fibrillation, asthma and chronic obstructive
pulmonary disease, epilepsy and pregnancy.

Hypersensitivity to small changes in breathing

The client may develop a heightened awareness of minor changes in his breathing, and so
care must be taken to interpret these benignly and not as signs of dys-function or precursors
of panic (see, for example, the catastrophic misinterpretation shown in Figure 4.5, and the
management of panic disorder described in Chapter 14).

Too tense to breathe evenly

It is easier to start the cycle if you suggest that the client focuses initially on the out-breath,
as the lungs are relatively empty and the body pushes for an in-breath.

Physical exercise

Extensive research over the past 20 years has established the efficacy of exercise in the
treatment of depression (Craft & Landers, 1998), and the NICE guideline on the treatment
of depression (NICE, 2004a) recommends that all patients with mild depression should be
advised of the benefits of a structured exercise programme. The effect of exercise on de-
pression may be mediated by an increase in endorphins, but it may be associated with other
effects of increased exercise, many of which may also be important for clients with anxi-
ety problems (Taylor, 2000). For example, exercise can provide distraction, or can increase
self-esteem, as when engaging in a competitive sport. The question is whether intervening
with exercise would disrupt a maintenance cycle for your client, and it is worth looking
out for symptoms that could be addressed in this way, particularly as exercise can become
self-maintaining once the basic skills are learned.
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Applications of exercise in CBT

Low mood

The best-established application of exercise is with depression, where apart from the direct
effect of increased endorphins, exercise may also provide opportunities for pleasurable and
satisfying activity, promoting improved mood. It is often helpful to begin in a graded way,
as depressed clients may feel tired much of the time, and may be doubtful that they have
the energy for exercise – and may have given it up for that reason. This can be tested out
in an experiment, and as it may be early in treatment, this can serve as an example of the
empirical nature of CBT.

Low self-esteem

The sense of competence derived from exercise may be relevant for someone with low self-
esteem (Fox, 2000).

Chronic fatigue syndrome (CFS)

Chronic fatigue syndrome is a condition defined by persistent fatigue unrelated to exercise,
not relieved by rest, and accompanied by other symptoms such as headache, and muscular
and joint pains. Exercise can be central to a graded programme where the client can test out
predictions about fatigue (Silver, Surawy & Sanders, 2004).

Tension release

For clients with chronic anxiety, or in chronically stressful situations, it can be helpful
to test out the benefits of exercise on tension levels. This can be especially helpful with
younger clients who may not take to relaxation.

Sleep disorder

There is good evidence of the effects of exercise on sleep, as long as it is regular and is not
used close to bedtime, when it tends to be arousing (see below).



Health anxiety or panic disorder

Many clients with health anxiety or panic disorder have beliefs about the risks exercise
poses to their health. For example, one man believed that if he exercised, his heart rate
would increase, and this would increase his risk of a heart attack. It can be very important
to invalidate these beliefs via experiments focused on exercise.

Anger management

It can be helpful for clients with anger problems to test out the effects of exercise on tension
levels, particularly if this is followed by a soothing activity such as a relaxing bath.

Problems associated with using exercise in CBT

Becoming overvalued

In some disorders, such as eating disorders and body dysmorphic disorder, exercise is over-
valued because of its perceived effect on body shape and weight control. In these cases,
you should be circumspect about using it to tackle associated problems such as tension or
low self-esteem.

Presence of physical disorder

Exercise is not recommended in a number of physical conditions, such as cardiovascular
problems. You should ask your client whether he is aware of any condition that would be a
contra-indication for exercise, and seek medical advice if necessary.

Applied tension

Although many anxious clients feel as though they are about to pass out, some people, par-
ticularly those with phobic anxiety about blood or injury, frequently actually faint in re-
sponse to their anxiety (Öst, Sterner & Fellenius, 1989): an initial increase in blood pres-
sure (typical of anxiety) is followed by a sudden decrease, leading to fainting (Öst, Stern-
er & Lindhal, 1984). In applied tension, the client is taught to increase his blood pressure
by tightening the muscles in his arms, legs and torso for a few seconds and then to return
the muscles to normal. He is then taught to identify the signs of a drop in blood pressure



(provoked, for example, by exposing him to photographs of blood or other injuries) and to
reverse the decrease by using applied tension (Öst & Sterner, 1987).

Problems associated with using applied tension in CBT

Safety behaviour

Once again, the major risk of using applied tension is that it can function as a safety beha-
viour. It is important to help the client to view applied tension as a helpful thing to do when
his blood pressure drops, just as it is helpful to look both ways before crossing the road –
i.e. based on a reasonable caution about the consequences of not doing so.

Presence of physical disorders

Before using applied tension, therapists should seek medical advice about any client who
is pregnant or has a known physical disorder, particularly hypertension or a cardiovascular
condition.

CBT and sleep

We will now turn to problems with sleep, implicated in many mental-health problems as
well as being common in the general population.

Insomnia is a problem experienced by 10% of adults, and 20% of those over 65 years of
age at any one time (Espie, 2010) and can include delayed onset of sleep; difficulty staying
asleep, with multiple awakenings; and waking too early. It can be secondary to a range of
physical and psychiatric conditions, although most evaluations of psychological interven-
tions have focused on insomnia as the primary condition.

Many of the early CBT treatments focused on relaxation as a way of reducing physical
arousal levels, even though client reports about insomnia often emphasise mental arousal –
for example, ‘I lie calmly in bed, but my thoughts are racing’, or ‘All the worries of the day
come into my mind’. Accordingly, there has been an increasing emphasis on cognitive ap-
proaches to sleep problems (Harvey, 2002), as well as attention to other physiological and
behavioural aspects. We shall therefore look at the processes which are currently thought
to be involved in poor sleeping, taking as an example Cara, who was highly successful in
business as well as being committed to her teenage children. She was chronically unable to
fall asleep, and also woke repeatedly in the night and so she had relatively few hours sleep.



Processes implicated in poor sleeping

Unhelpful automatic thoughts and beliefs in bed or by day

Cara believed that if she did not have six hours sleep then she would be unable to think productively or
relate effectively to her family or colleagues; that she ought to be able to control her sleep, as she con-
trolled other aspects of her life; and that any tiredness she experienced in the daytime was attributable
to her insomnia (rather than a result of a busy day with no planned breaks and no time for relaxation).

Safety behaviours, including monitoring internally and externally

When in bed, Cara repeatedly checked the clock; she wore ear-plugs and used a special cushion which
she believed increased her control over falling asleep; she monitored her body for signs of wakefulness.

In the daytime, she tried to avoid complex work following a bad night; she monitored her body for
signs of tiredness and for signs of poor concentration.

Poor stimulus and temporal control of sleep behaviour

When she went to bed, Cara took a book and an iPod in case she could not sleep; she spent long periods
of time wakeful in bed, reading and listening to music (poor stimulus control).

If she had a disturbed night, she would lie in, if possible, and go to bed early the next night, often
when not sleepy (poor temporal control).

Increased mental arousal and possibly physical arousal

As she lay in bed, Cara had many worrying thoughts and tried to work out solutions to them (mental
arousal).

Poor sleep hygiene

In order to tire herself out, Cara went to the gym after her evening meal had settled; she had a glass of
whiskey in order to settle herself but then busied herself with household tasks before going to bed.



Distorted perception of sleep

Cara significantly underestimated how long she slept, and judged how well she had slept in terms of
how she felt on waking, at a time of ‘sleep inertia’ when very many people feel heavy and tired.

Interventions for sleep problems

As with other problems, interventions are planned on the basis of a detailed assessment and
formulation, taking account of whatever maintaining cycles seem most relevant for the par-
ticular client. The most common interventions include:

Re-evaluation of unhelpful or distorted thoughts and beliefs

Unhelpful cognitions can be tackled using verbal challenging and behavioural experiments.

Cara identified her thoughts about needing to be in control as particularly distressing, and challenged
these verbally by looking at alternative perspective on controlling sleep (was it common for other
people to be able to control when they slept? What was the evidence that they could/could not? What
would she say to a friend who said that she should be able to control her sleeping? What were the pros
and cons of thinking that way?)

Cara also tested the accuracy of the thought about needing six hours sleep by doing a behavioural
experiment. For a number of days she recorded how many hours sleep she had, and then did ratings of
how tired she felt at work, and rated how productive she had been in the morning and afternoon of each
day. Although she was not ‘blind’ to the amount of sleep she had had, she still found that generally she
was reasonably productive on most days at work. Although she felt tired on some days, the factor that
made most difference to productivity was whether she was doing ‘desk’ work after lunch, when she
concentrated poorly, whether she had had a good night or not. By contrast, she was highly effective if
she was doing ‘people’ tasks, whether or not she had slept well.

Reduction in safety behaviours

Insofar as safety behaviours often prevent the disconfirmation of unhelpful beliefs about
sleep (e.g. ‘I sleep so badly I could never manage without my ear-plugs’), they need to be
removed so that beliefs about the importance of sleep can be softened.



Cara began by moving her clock out of sight, so that she could not check the time. She also stopped
wearing her ear-plugs. Although it was initially difficult not knowing what the time was, she recognised
that it reduced the pressure to get to sleep. Similarly, she found that she was not disturbed if she did not
wear her ear-plugs, and felt that this further decreased her sense of being an insomniac.

Improved stimulus and temporal control

This intervention has been extensively evaluated since Bootzin’s (1972) paper. The ap-
proach was based on the notion that consistent cues are necessary to allow the client to
clearly differentiate environmental and behavioural sleep cues from non-sleep cues, and to
allow the body to acquire a consistent sleep rhythm. There are debates about whether this
hypothesis is correct, but the approach has been shown to be effective in rapidly reducing
sleep-onset latency. It can be difficult for clients to follow, because in the early stages of
the procedure, tiredness may increase. Clients may need a great deal of encouragement to
continue. A good description of the procedure can be found in Espie (1991), and the main
elements include the following:

1. Lie down to go to sleep only when you feel sleepy.
2. Do not use your bedroom for anything other than sleep. The only exception to this

is sex.
3. If you do not fall asleep rapidly (about 20 minutes), get up and go into another

room. Do something relaxing until you feel sleepy and then return to bed.
4. If you do not fall rapidly asleep, repeat Step 3. This may initially be required re-

peatedly during the night.
5. Set your alarm at the same time each morning and get up at that time regardless of

how much sleep you have had.
6. Do not nap during the daytime or evening, even for short periods.

Decrease mental arousal

Insomnia may be maintained by a failure to ‘tie up loose ends’ before going to bed so that
unresolved issues from the day rush into the mind. It may be helpful for your client to set
aside time in the evening (though not immediately before going to bed) to experiment with
writing down/thinking through issues from the day, including their emotional impact. If
this is not sufficient, and there are themes that recur or are more troubling, then it may be
helpful to rehearse cognitive re-evaluations of these thoughts (as outlined in Chapter 9) so
that the client is prepared in advance.
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A woman frequently worried about being an unsatisfactory parent, and the ways in which this would
affect her children later in life. She looked at the evidence for her being a bad parent, and at the de-
terminants of her children’s future success. She then summarised this in a phrase that she thought en-
capsulated the alternative view, namely, ‘I only have to be good enough, no one can be perfect; giving
them love is the most important thing.’ She kept the more detailed evidence recorded in her therapy
notebook.

Decrease physical arousal

Although the evidence for increased physical arousal in insomnia is unclear, many studies
have shown that progressive muscular relaxation has some impact on sleep-onset latency,
on total time slept and, importantly, on the quality of sleep perceived by the client. Fur-
thermore, many clients enjoy muscular relaxation. It seems to make no difference which
relaxation approach is used.

Poor sleep hygiene

For most clients, general information and advice would include:

• information about sleep patterns, stages and variability; the functions and effects
of sleep; and facts and figures about insomnia (see Espie, 2010);

• advice about exercise (i.e. helpful as part of a regular programme aimed at fitness,
but not near to bedtime), diet (i.e. avoidance of caffeine, unhelpfulness of chronic
or heavy alcohol intake, benefit of warm, milky drinks);

• advice about quiet comfortable bed and surroundings, with minimal distractions.

Although none of these elements would be sufficient to maintain chronic insomnia, they
could each exacerbate sleeping problems.

Problems in sleep management

Safety behaviours

Strategies that are initially useful for sleep hygiene can develop into safety behaviours. En-
courage your client to experiment with using the strategies flexibly, to challenge the belief
that they are essential for his well-being.



Undisclosed drug use

Your client may not respond to psychological interventions if he is using drugs that pro-
mote wakefulness.

Sleep problem secondary to another problem, or not insomnia

A sleep problem may not respond to psychological interventions if it is secondary to an-
other psychiatric or physical condition. In such cases, the primary disorder should be
treated, using a cognitive behavioural approach if appropriate, for example with depres-
sion. Neither will it respond if it is a sleep disorder not classified as insomnia (e.g. sleep
apnoea, nocturnal myoclonus or restless legs).

Summary

• It can be rewarding to pay attention to the role that physical interventions can have
in problems, even those where cognitive factors are clearly implicated. Physic-
al techniques may make a useful contribution in a range of disorders, as long as
the interventions are planned with an eye on the formulation, and the maintenance
cycles are being interrupted in ways that make sense to the client.

• Relaxation can often be helpful, and it does not seem to matter which method is
used – including the use of pleasing and relaxing activities. If relaxation exercises
are used, then there are sensible guidelines concerning the acquisition of skills that
can be followed. Relaxation can be used, for example:

◦ to reduce general arousal
◦ to provide pleasure
◦ to facilitate exposure to anxiety-provoking situations.

• However, the use of relaxation in treatment is not problem-free, and the common
problems include:

◦ relaxation functioning as a safety behaviour
◦ relaxation being experienced as losing control
◦ hypersensitivity to small bodily changes.

• Controlled breathing has its primary role in the treatment of panic disorder. A po-
tential problem is its functioning as a safety behaviour.



• Physical exercise, creatively used, can often provide a direct way to interrupt a
maintenance cycle.

• Applied tension can be used in the treatment of blood injury (and less commonly
other) phobias.

• Finally, the role of CBT in the management of sleep disorders is discussed, and
some physical techniques are considered, alongside some more cognitive man-
oeuvres.

Learning exercises

Review and reflection:

• As you read through this chapter, what reactions have you had? Did any of
the strategies stand out as particularly helpful? Did any strike you as alarm-
ing? Reflect on your reactions.

• As CBT is a psychological therapy, and emphasises cognitive and beha-
vioural aspects, what do you understand to be the reasons for considering
physiological variables, and physical interventions?

• In your previous psychological work, you may not previously have con-
sidered physiological variables like general arousal. If not, consider whether
it would be helpful to read an introductory text in this area.

Taking it forward:

• From your current case-load, draw a formulation diagram where breaking in-
to a negative cycle with relaxation would be helpful.

• If you are not familiar with relaxation exercises, practise them regularly for a
week, and then try to apply them in mildly or moderately stressful situations.
What do you learn from this that would be helpful in your work with clients?
If you wanted to make sure throughout the day that you were maintaining a
reasonable level of relaxation, how could you prompt yourself to remember?
Could you use an everyday object or event as a cue? If you try to do that for
two days, what do you learn from that?



• If you are not familiar with the controlled breathing procedure, go through it
yourself, and notice what sensations you become aware of. How could you
facilitate a client doing this in a way that might allow his panic symptoms to
be replicated, i.e. not too defensively, and not too extremely?

• Role play with a peer/colleague how you could explain to a client that he
should avoid using controlled breathing as a safety behaviour, i.e. when he
should use it, how often, and so on.

• Try to fit physical exercise into two or three treatment plans for your current
clients. Does it make sense in terms of the formulation? Did the clients carry
it forward, and if not, why not?

• If you are unfamiliar with applied tension, go over the procedure with a peer/
colleague. Get feedback on whether they understand how they are to use
it. Practise it yourself, and note any difficulties that the technique presents.
Brainstorm or consult a supervisor about how you could overcome those with
a client.

• Complete one of the cognitive sleep questionnaires (Morin, 1993; Espie,
2010), and identify whether you have any distorted beliefs about sleep. If
so, try to modify a thought verbally, and see how far the level of your belief
changes as a result of that. See whether you can work out a behavioural ex-
periment to test out your distorted belief, and see how far the level of your
belief changes as a result of that. What do you learn from that?

Further reading

Benson, H. (2000). The relaxation response. New York: Avon Books.
This is a revised edition of a 1970s classic guide to systematic relaxation and meditation. It offers ideas
for developing a range of different relaxation exercises.

Espie, C. A. (2010). Overcoming insomnia and sleep problems: a self-help guide using cognitive beha-
vioural techniques. London: Constable Robinson.
An easy to read self-help book which is based on practical applications of CBT.
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The Course of Therapy

This chapter will present an overview of the course of therapy and the tasks and problems
likely to arise at different stages.

Overall pattern of sessions

For most straightforward problems of the kind described in this book, a course of therapy
typically takes from six to 15 one-hour sessions. However, there are no hard and fast rules
either about the length of each session or about the number of sessions. For example, ses-
sions may be shorter towards the end of treatment, when the client has become responsible
for much of the treatment; on the other hand, if treatment demands lengthy in-session be-
havioural experiments, then those sessions may last considerably longer than 60 minutes.
Similarly, the number of sessions may be extended if the problems are more complex, or
shortened if the problem is highly amenable to treatment. Sessions are usually weekly to
begin with, and become gradually more spaced as treatment progresses, with a couple of
follow-up sessions after the end of formal treatment.

In the first two or three sessions, you will usually be focused on assessing the client’s
problems, with the aim of deriving a formulation to share with him. Running parallel with
this, you will be attempting to educate him about CBT and his expected role as an active,
skilled collaborator in the therapeutic endeavour. Most of the active work on the target prob-
lems will be within sessions 2 to 12, and the final couple of sessions will be concerned with
drawing up a blueprint for your client to take forward after discharge.

There are some features that appear throughout the course of treatment, and these in-
clude:

• agenda-setting
• self-monitoring
• dealing with setbacks
• updating the formulation.



Agenda-setting

The setting of a mutually agreed agenda at the beginning of each session is a key feature of
CBT. As it is a relatively brief therapy, it is important to ensure that time is used effectively,
and agenda-setting contributes to this goal by:

• allowing you and your client to prioritise the issues to be addressed in any given
session;

• promoting the structure that is characteristic of CBT;
• helping you both to maintain a focus on relevant problems;
• helping to engage the client as an active participant in the therapeutic process.

To encourage the development of a collaborative relationship, it is helpful to address
agenda-setting in the first session or two, by saying something like:

‘It is important that the treatment sessions seem relevant and helpful to you, and given that we only
have a limited time in each session, we usually find it helpful to decide at the beginning of the session
what we will aim to cover. I usually have ideas about what I would like to include, but you will often
want to discuss things that have happened in the week, or thoughts that have occurred to you, and so
on. It is really important that we make time for those, and so it would be helpful if you would take a
few minutes before each session just thinking over what you would like to include. We can then agree
an agenda between us. Does that sound sensible? Would you be willing to have a go at that?’

Follow this up by asking at the beginning of each session what the client wants to include
on the agenda, and then, following that, suggest items that you want to include yourself (if
you start with your own items, the client may be less likely to come up with his). This pro-
cess may take five minutes at the start of each session – this is time well spent but you need
to take account of it when working out how much time is available for other items.

The items you will usually include on the agenda are:

• Brief review of the events of the past week. This does not need to be extensive, and
should only briefly identify matters that are identified as major agenda items. Cli-
ents may be unfamiliar with such a brief review, and go into too much detail. In
that case you can model what is helpful by gently interrupting and summarising
the main points, for example:



‘So what you seem to be saying is that for most of the week, your anxiety level was rather higher than
it has been, and the major factor seems to have been your father’s wedding plans. However, you have
managed to go to work every day, and that has felt positive. You only need to give me an overall outline
at this point, but have I got the general picture correct? Would it be helpful to put the wedding on our
agenda?’

• Review of the last session. This may include any problems with what was dis-
cussed, any expansion on points made, etc. Many therapists give clients a record-
ing of the session to listen to as part of their homework, and new perspectives may
have been gained as a result of that. If you have asked the client to keep notes
about the session in a therapy notebook, he can also review that over the subse-
quent week. This process may raise issues that could be included on the agenda.
For example, look out for whether the client seems to be giving honest feedback,
or saying what he thinks you would like to hear. In the latter case, you need to de-
cide whether drawing attention to it at this point would weaken or strengthen the
therapeutic relationship. If your client cannot remember what went on in the pre-
vious session, this should also be tackled as a problem, and ways of overcoming it
need to be identified.

• Assessment of current mood. This can be formally assessed using a standardised
measure such as a BDI (Beck, Ward, Mendelson, Mock & Erbaugh, 1961) or BAI
(Beck, Epstein, Brown & Steer, 1988), or more informally via questioning: has the
client’s mood changed since last session? Does any aspect of it need to be included
as an agenda item? It may be helpful to ask the client to rate his mood, using the
same scale from week to week. For example, ‘How would you say your mood has
been over the past week from 0 to 10, where 0 is as low as it could be, and 10 is
absolutely fine, no problems at all?’ or for an anxious person, it could make more
sense to have a scale where 0 is no problem at all, and 10 is as bad as you can ima-
gine, highly anxious all of the time (see Chapter 5 for more discussion of how to
devise measures). Make sure that you write down in your notes what scale you are
using!

• Review of homework, which may heavily overlap with the major topics for the day
(while this is often referred to as homework, some clients have bad associations
with that word, for example from school experiences. Alternative terms include as-
signment, behavioural experiment, tasks for next week, project, or a description of
the specific task, like ‘survey’).
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• The session’s main topics for discussion. These may include symptoms (such as
low mood, anxiety, sleeplessness), or current external problems (such as issues at
work or relationship difficulties). You probably have plans to work on particular
CBT skills, such as learning how to identify NATs, or the role of safety behaviours
in the maintenance of a problem, and it is often possible to cover these at the same
time as the client’s symptoms or problems are being addressed.

• Homework assignment. This should arise from the main topics discussed, and may
already have been negotiated as part of that. However, it is worth bearing in mind
that setting up homework can take 10 minutes.

• Feedback on how the client has experienced the session. You need to make sure
you have left time on the agenda for this. For example, you could say:

‘It would be very helpful if you would give me some feedback on how things have gone today. It may
be difficult at first to tell me if things have been disappointing or if I have said something that has upset
you, but as we try to work together on dealing with your problems, it is really important that you feel
able to say whether things are helpful or not. What would you say are the take-home messages from
today? … Is there anything else that has been helpful? … Is there anything I have said that is going to
play on your mind, or has been unhelpful? … Any other comments on today?’

It will be apparent that, allowing for agenda-setting, agreeing homework and getting feed-
back, there is not much more than 35–40 minutes for the major topics for the day. This
means that usually no more than two topics can be included, unless it is planned to allocate
five minutes or so to an additional one.

In order to decide which issues to prioritise during agenda-setting, the following factors
can be considered:

• Issues of risk to the client or others, including children
• Urgent problems, e.g. possible job loss, imminent exams
• Level of distress
• Centrality to the formulation
• Potential for change
• Relevance to a skill that needs to be learned
• Whether the problem could be tackled with someone else outside therapy.

In the early stages, it is not usually helpful to tackle highly distressing and complex prob-
lems, as it is unlikely that the client yet has the skills to deal with them effectively. Simil-
arly, issues directly related to rigidly held or core beliefs should be avoided. This should,



however, be balanced against the importance of dealing with issues seen as important by
the client.

Once the agenda is set, you should aim to follow it, and be explicit about any deviations
from it. For example, if the client moves to a different topic, and perhaps becomes upset
about it, you should not assume that the client would choose to prioritise the new topic.
Instead, discuss the dilemma, by saying, for example:

‘This seems to be very upsetting for you, which makes me think it might be an important issue. Would
you like us to spend some of our time thinking about this, or would you rather that we focus instead on
…, as we agreed at the beginning of the session?’

This allows the client to make a choice, sometimes with surprising results. Similarly, if dis-
cussion brings up a topic related to risk, then you probably need to prioritise it over other
items on the agenda, but again, be explicit with your client that you intend to move away
from the agenda.

The handling of the agenda needs to be managed sensitively, with respect and under-
standing of the client’s position. The client may sometimes wish simply to ventilate feel-
ings about a difficult situation, possibly without any expectation of problem resolution.
This can be an entirely reasonable target for one or even two sessions, although it would
probably need further exploration if the client wanted to take up a good proportion of each
session in this manner.

In order to remain with the agenda, it is helpful if you either make, or request from the
client, frequent summaries of the major points related to a topic or problem. A summary
should cover the main points of a discussion in one or two sentences, and include, for ex-
ample, important negative automatic thoughts, in the client’s own words. This helps therap-
ist and client to remain on the same wavelength, and it also serves as a useful break between
topics on the agenda. In the first five or six sessions, it is helpful to summarise about every
10 minutes, and to ask the client whether he has understood accurately. For example:

‘You seem to be saying … and … Have I got that right? Have I missed anything?’
or
‘Could you put in your own words what you see as the main points of what we were discussing?’

Common difficulties in agenda-setting

Some common difficulties you might encounter in setting an agenda for the session are:



• Setting a vague agenda, where the topic is only described in broad outline rather
than being operationalised in detail. For example, if the client says that he wants
to talk about his relationship with his family, you need to ask him to identify what
aspects of the relationship he wants to discuss; or if a client wants to talk about her
weight, you need to establish what aspect of her weight is concerning her, and to
clarify if ‘weight’ is the key issue or if it is something that contributes to it, such
as binge-eating.

• Putting too many items on the agenda. You will not usually manage more than two
major items, and you and your client can be left feeling frustrated if you have to
carry over items to the next session. If you and your client prioritise thoughtfully
you will easily decide which are the one or two items you need to focus on.

• Not prioritising which items to consider. Tackle the major ones first, using the
factors described above to guide your prioritising.

• Beginning to deal with issues as soon as they are mentioned rather than attempting
to complete the agenda setting. Many clients need practice in setting agendas, and
may launch immediately into a detailed discussion of the first item mentioned.
Gently interrupt and remind them that it is important to agree explicitly about
which issues to address, for example, you might say,

‘It looks as though this is a major topic for today. Can we just decide what else we want to include for
this session, to make sure that we allocate enough time for everything?’

• Not having genuine input from the client. This runs the risk that he will introduce
his preferred items ‘off-agenda’ later in the session, or not at all.

• Misunderstanding the meaning of an issue for a client. Continue to ask questions,
use summaries to clarify meaning and make sure you have got it right, and ask
your client for feedback.

• Tackling issues not on the agenda without discussing it first. The agenda can be
flexible, but changes need to be overt and collaborative.

• Skipping from one topic to another from session to session, without achieving clos-
ure on any of them. Make sure that there is a broad strategy that will make progress
across sessions.



It is helpful if you regularly review agenda-setting so that difficulties like these can be iden-
tified and dealt with. Although it may initially feel uncomfortable as therapist, especially if
you are used to a less structured approach, it is worth experimenting to test out whether the
consequences that you fear actually occur.

We will now go on to look at the stages in a course of therapy, beginning with the fea-
tures of the early stages.

The early stages

Goal setting

Another aspect of CBT that serves to maintain its efficiency as a time-limited therapy is the
agreement to work towards mutually agreed goals. This helps to structure therapy sessions,
and to maintain their focus. Goals are established as a joint effort, and this further emphas-
ises the collaborative nature of CBT: the goals for therapy are those that are relevant for the
client, with input from the therapist.

Goal-setting implies the possibility of change, and this helps to engender hope and re-
duce the client’s helplessness in the face of what may seem insurmountable problems. It
also raises the prospect of an end to treatment, and so helps you negotiate in an open and
explicit way when discharge may be approaching.

How to set goals?

Goals should be ‘SMART’, i.e. they should be:

• Specific
• Measurable
• Achievable
• Realistic
• and have a Time frame (i.e. a date for completion).



Setting out goals in specific detail can help clients feel more in control, because a global
problem reduced to its component parts may feel more manageable. You can begin with
general questions like:

‘How would you like things to be at the end of treatment?’
‘How would you know if treatment had been successful?’
‘At the end of treatment, what would you like to be different?’

For example, the first discussion with a woman who was feeling that her life was controlled
by her health worries went as follows:

Therapist: How would you know if treatment had been successful? What would be different?

Client: I would stop checking myself for lumps … I wouldn’t be thinking about cancer all the time, and
boring the family with it.

T: Is there anything else that would change?
C: I suppose the main thing is I wouldn’t get panicky every time cancer was mentioned.

This client’s response demonstrates a common problem: she described how she would like
not to be, rather than how she would like to be. This has been called the ‘dead man’s solu-
tion’, i.e. the goals could be achieved by a dead man – no more panicky feelings, no more
checking lumps, no more talking to relatives about cancer. Ask your client to describe how
he wants to be or what he wants to do, rather than where he wants to move from.

The so-called ‘miracle question’ is sometimes a good way of getting at this:

‘Suppose whilst you are asleep tonight a miracle happens, and all your problems disappear, just like
that. But you don’t know that it’s happened, because you are asleep. When you get up the next morning
and go through your day, how will you come to realise that the miracle has happened? What would you
notice was different about you or about other people? What would others see that would tell them that
the miracle had happened?’

For the woman above, the goals eventually agreed were that she would carry out a breast
check on a monthly basis; that she would discuss topics other than symptoms with her
husband 95% of the time; that she would visit relatives in hospital if they were admitted;
and that she would respond calmly if she developed symptoms. In order to measure her
progress towards these goals, she was asked questions like, ‘Can we break this down into
smaller steps?’ or ‘What would be the first sign that you were making progress?’

Part of your role is to make sure that goals are realistic. Clients may have unrealistically
extreme goals, such as a socially anxious person who wanted to find a life partner by the



end of therapy; or the goals may be too limited, such as a client with obsessional disorder
who wants to reduce his hand-washing to four hours a day. Occasionally it may be difficult
for a client and therapist to agree on goals. For example, a client with an eating disorder
may want help to lose weight; or a client with an obsessive-compulsive disorder may want
help to make his rituals more thorough. In these cases delicate negotiation is required, but
the process allows you and the client to be explicit about what he can and cannot hope to
achieve through therapy.

For example, a woman with obsessional concerns about official forms identified that as one goal she
wanted to learn how to be certain that she had filled in her tax form correctly. The session continued:

T:

That’s interesting. You say that you would like to know how to be certain that you had made no er-
rors in your tax form, so that your anxiety would fade. That sounds to me very much to be coming
from the perspective of someone who still has an obsessional problem. Can you put yourself in the
shoes of someone who no longer has OCD. What do you think things would be like then?

C: Perhaps I could ask the accountant to check it with me?

T: And if you had no worries about form filling, what effect would that have on your needing to
check?

C: I suppose I could be aiming not to be doing any checking at all, just filling in the form.
T: Does that sound a reasonable goal to have? To fill in forms without checking them?
C: I think everyone probably checks things like that once.
T: OK. I guess that may be true. So what do you think would be a reasonable goal?

C: I think I should aim at being OK if I fill the form in, and then only check it once, with-out going
over it in my head or anything.

During treatment, it may be necessary for her to submit a form without any checking
at all, but her goal for successful treatment was in this case less rigorous but more
realistic.

It is also important that the goals are achievable and involve change in things that are
within the client’s control: in particular, he should focus on changing things about himself,
rather than other people. For example, it may be reasonable to have job-seeking as a goal,
but obtaining a particular job is not ultimately determined by the client, and therefore may
not be an achievable goal. It is also worth considering whether the person has the resources
– finance, skills, persistence, time – to achieve the goals.

When considering the time frame, the issue of which goals to tackle first can be ap-
proached by considering similar factors to those relevant for prioritising topics in a session.
It is helpful to tackle initially a goal where rapid change is possible, in order to increase



the client’s hope. Other factors to take into account include risk or urgency, importance to
or level of distress for the client, and whether any particular goal logically needs to be ap-
proached before other ones can be tackled (for example, you would need to be able to travel
to an interview before you could apply for a post, and so you would need to tackle anxiety
about travelling before you tackled anxiety about interviews). For the therapist, other con-
siderations are the centrality of a goal in the formulation, and the ethical acceptability of
the goal (for example, a man wanted to reduce the distress he felt about intrusive images
about beating his wife; he was encouraged to consider anger management instead).

Homework

There is clear evidence (Kazantzis, Deane & Ronan, 2002; Schmidt & Woolaway-Bickel,
2000) that clients who complete homework tasks show greater improvement than those
who do not, and this is presumably partly because they have more opportunity to generalise
what they have learned from sessions into everyday life. Most problems are based outside
the clinic rather than in it, and the client can use homework to collect information, test out
new patterns of thinking and behaving, and learn through direct experience. As the general
style of CBT involves handing skills over to clients, it is important that they have opportun-
ities to practise the skills in real life, whether this involves identifying negative automatic
thoughts, working out how to reduce safety behaviours, or how to increase assertiveness in
particular situations.

Because between-session assignments are so central to CBT, it follows that time must
be allocated to setting them up, which may need five or 10 minutes at the end of a treat-
ment session. However, homework will often follow on directly from the major topics on
the agenda, and will have been devised earlier in the session as part of that discussion. For
example, if the agenda has been concerned with the role of negative thoughts in triggering
anxious feelings, an obvious homework task might be for the client to begin monitoring
triggers and thoughts associated with anxiety in the following week. If there has been a dis-
cussion about the role of internal self-focus in a client with social anxiety, then homework
may involve monitoring, or experimenting with an external focus and recording the effects
on anxiety.

The range of possible homework is boundless, and relies on the ingenuity of you and
your client in setting up suitable assignments. It can include reading relevant material;
listening to treatment tapes; self-monitoring of feelings, thoughts or behaviours; carrying
out behavioural experiments; practising new skills such as the use of thought records or
assertive responses; doing a historical review of past experience; or activity scheduling. It
is important that it makes sense to the client, and that it will be useful either for the subse-
quent treatment session, or for the achievement of a particular goal. For example, the elim-



ination of a safety behaviour may feed directly into the next session, where the results may
flesh out the formulation, and then lead on to the next manoeuvre. On the other hand, a cli-
ent may be keeping a positive data log aimed at low self-esteem as a long-term assignment;
discussion of it from session to session may be minimal, unless it was identified as a major
topic for the agenda.

Clients often do not do their homework, and this can be for a number of reasons. The
principles below will help to ensure that homework is carried out and is useful:

• The homework should follow logically from what happened during the session. In
fact it can be devised during the session if it fits well there – you do not have to
wait until the end of the session to discuss assignments.

• The assignment should be relevant, and be seen to be relevant, by the client. Check
this out with questions such as, ‘Does this make sense? Can you summarise for me
how you think this would be helpful?’ This is less of an issue later in treatment as
the client takes an increasing role in setting up between-session assignments, but
may be more problematic earlier on, when the therapist is likely to take the lead in
suggesting suitable homework tasks.

• It is also worth bearing in mind that your client has a life outside of therapy. Al-
though it is important that they prioritise treatment, there are limits to what they
can be expected to do, and they will be less likely to complete the homework if
they feel overburdened. Check this out with them.

• Homework should be planned in detail, spelling out what is to be done, when,
where, with whom, etc. Pitfalls and difficulties must be identified and discussed,
by asking carefully what could prevent the task not being carried through.

A woman was very concerned about being what she described as ‘a doormat’ in relation to her mother
and sister. However, after a role play in the session, when an assertiveness task was being set up for a
subsequent interaction, she mentioned that she was not likely to see either of the relatives in the next
month or so! As a result, an alternative more immediate assertiveness task was planned, and a home-
work opportunity was not missed.

Difficulties may range from embarrassment at using a self-monitoring form at work,
through to not having any money to carry out a behavioural experiment in a social situation.
Be mindful of any underlying beliefs that may interfere with completing homework assign-
ments. For example, a client with perfectionist beliefs may find an activity schedule diffi-
cult to complete because he might think that none of his activities was challenging enough
to include; a client with low self-esteem may find it difficult to do any task where the out-



come could be construed as falling short of the therapist’s ‘wishes’. In the early stages of
treatment, anticipated problems should be dealt with in the here-and-now, rather than at-
tempting to modify such underlying beliefs.

• Make sure that homework cannot be ‘failed’, but rather seen as a source of helpful
information, whatever the outcome. For example, if a client is attempting to reduce
avoidance of particular situations, set up homework so that he can collect useful in-
formation about anxious thoughts and feelings even if he cannot reduce the avoid-
ance.

• Provide relevant resources, such as diary form or reading material, at least early in
therapy.

• The agreed assignments should be written down, by both you and the client. Al-
though it may be quicker for you to write it down for the client, it is helpful to es-
tablish his active role in therapy and this kind of involvement can be an early step
in that direction.

• Homework review should always be included in the agenda of the subsequent ses-
sion. Partly this is because it should have been designed to be relevant for the ses-
sion, but at a more general level, a client is highly unlikely to persist with home-
work assignments that you never follow up.

If the homework has been completed or nearly completed, then it should be reviewed in
detail. For example, if the client has read a chapter of a book, what was helpful? What rang
bells for him? Were there any sections that were difficult to understand? If he has com-
pleted an activity schedule, what was the pattern of pleasure and achievements? What did
he learn? How can this be taken forward?

On the other hand, if the homework was not completed it is important that this is ex-
plored and the reasons determined. There may have been practical reasons (someone off
sick at work so workload unexpectedly increased); the client may have forgotten; it may
not have been discussed in sufficient detail, or not written down; it may be that the task
was too difficult in some way. In all these cases, the task can be modified for a subsequent
assignment, or perhaps carried out with assistance from you or someone else.

If underlying beliefs have interfered with the completion of the task then, as described
above, this should be tackled pragmatically, at least early in treatment, rather than attempt-
ing premature belief change. For example, if it seems that the client has beliefs about con-
trol or autonomy that have been activated by a particular assignment, then the task could
be modified so as to give him more control. This may not necessarily be spelled out unless
the beliefs have been discussed in detail in the formulation, or unless the treatment has pro-
gressed to the point where such beliefs are the current focus.



For example, a man did not do any homework on two consecutive weeks. When this was looked at in
more detail, he raised concerns about the relevance of the tasks, although he had not mentioned this
when the homework was agreed. The therapist wondered whether autonomy may be an issue for him,
but did not raise it at this early stage in therapy, particularly as it did not seem to be related to the
problems he had presented. Instead, it was agreed that the client would play a bigger role in setting up
homework tasks. This meant that often homework tasks were weightier than the therapist would have
suggested, but by and large were completed.

The general point is that it is important to establish from the outset that homework is an
integral part of therapy, and that it is difficult to proceed without the information and feed-
back that it provides. This is particularly true when the amount of treatment available is
limited by resource constraints. Well-devised homework can mean that very limited treat-
ment can result in enormous changes for the client, as the majority of the work is done
outside sessions.

Problems in the early stages

‘Low motivation for change’

At the beginning of treatment it may appear that the client is not engaged with treatment,
but it is helpful to understand the client’s apparent reluctance to engage, rather than use a
trait description like ‘poor motivation’. This means that attempts should be made to analyse
the problem in terms of thoughts, feelings, and behaviours, so that ideas about management
can follow on. The following possibilities should be considered:

• Ambivalence about change. Prochaska and DiClemente (1986) defined a spectrum
of stages in a person’s preparedness to change: pre-contemplation (no intention of
changing, possibly no awareness of a problem), contemplation (aware of a problem
and considering change), preparation (beginning to make changes), action (suc-
cessful cognitive and behavioural change) and maintenance (working to prevent
relapse). It is worth considering which of these stages best describes your client.
This needs to be kept under review, as motivation can shift as therapy proceeds: it
can increase as your client accrues more successful experiences; or it can diminish
as he finds that he has to work harder for results, or if he encounters difficulties in
treatment – for example, if anxiety does not diminish as expected. A lack of self-



efficacy can also be important, insofar as it affects what the client believes he can
achieve; ways of dealing with this is discussed in Chapter 6.

• Inaccurate expectations about the nature of the treatment approach. This is par-
ticularly likely to be a problem with clients who have had experience of different
psychological treatment approaches, or who have a lack of faith in the therapeutic
approach.

• Lack of understanding or acceptance of the formulation. In our view, if a client and
therapist have not agreed on a formulation or the cognitive-behavioural approach
by around session 4 it is less likely that treatment will be effective. It is therefore
worth spending time on clarifying the formulation, asking for feedback, listening
effectively to the client’s concerns and trying to take account of them. If the client
and therapist cannot come to a shared understanding, however simple the formula-
tion, it is probably not worth pursuing treatment.

• Hopelessness. Apart from the hopelessness that is common in depressed clients,
hopelessness may also occur in clients who have had a history of unsuccessful
psychological treatments. This can be approached using standard CBT techniques,
including identifying and evaluating negative automatic thoughts and behavioural
experiments focused on hopelessness.

‘I don’t have any thoughts’

It is difficult for clients to make sense of a formulation that focuses on cognitions if they
are unaware of thoughts. It can be helpful for them to practise looking for thoughts, to look
for images, or to try to identify what situations mean to them, even if they cannot easily
identify automatic thoughts. Chapter 8 discusses ways of dealing with this problem, but as
cognitions are central to this approach, it is important to deal with the issue rather than try
to circumvent it.

Role of health beliefs

Clients may have an understanding of their problems that is different from a cognitive
behavioural view, and it is helpful to find a way of working with this as an experiment,
without attacking the alternative explanation. For example, clients with somatic symptoms
often construe them in terms of physical illness. It may be useful to try to negotiate with
such a client to try an alternative approach based on a CBT formulation, as an experiment
for a specified time to see whether it works any better than the physical illness formulation
(the so-called ‘Theory A/Theory B’ approach). Similarly, some clients with obsessional
worries may explain their intrusions in terms of a religious framework, and a similar ap-
proach may be helpful. On the other hand, some clients may have differing beliefs about the
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roles and responsibilities of therapists and clients (for example, ‘It is your job to cure me’).
Awareness of this can help the therapist devise assignments which could, for example, draw
attention to the important contribution that the client can make to the process of change. A
useful metaphor in this case is that of a road map – that the therapist’s knowledge can put
you on the right page of the map, but that you need the detailed information which only the
client has to direct you along the right roads on that map. You then need to set up experi-
ments that demonstrate that this approach can be helpful.

Balance of pros and cons

We need to remember that therapy has costs as well as benefits for clients: costs of emo-
tional strain, investing time and possibly money, and implications for other changes in the
client’s life. Sometimes it is necessary to help clients think through the balance of costs and
benefits. For example, reluctance to do a particular homework task should not be taken im-
mediately as evidence of an unwillingness to change, but rather as indicating that the case
for the task has not been made. We are often asking clients to make changes that require
a great deal of bravery, and they are only likely to do that if, on balance, they see that the
possible benefits outweigh the probable costs.

A client with a severe vomit phobia was finding it very difficult to give up safety behaviours (such as
carrying mints in her bag, driving with her car window open, carrying a moist flannel in her bag, and
sleeping with the light on so that she could find her way to the bathroom if necessary), even though
she understood the rationale for doing so. Her cost–benefit analysis for dropping the safety behaviours
differentiating short-term from long-term effects is shown in Figure 11.1.
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Figure 11.1 Costs and benefits to clients of giving up safety behaviours

This analysis, set out in this way, allowed her to put her short-term fears in context,
and to begin to drop her safety behaviours. Although this will often allow clients to move
forward, you should also remember that occasionally clients may decide that, on balance,
the costs of therapy outweigh the benefits for them right now, and therefore not continue in
treatment.

Relapse management

You might wonder why this section is called relapse management rather than prevention,
and why it comes early in the course of treatment. It is placed here because it is unusual for
any client to progress smoothly without any hiccoughs, so it is worth preparing clients for
setbacks from early on, perhaps using a metaphor based on acquiring other skills such as
driving or typing. Relapse management is discussed in detail in Chapter 6.

Review points

Because CBT is time-limited, focused and structured, you need to carry out regular reviews
throughout treatment. This helps to retain the focus of treatment, and to establish whether
progress is sufficient to warrant continuing with treatment, or whether changes in the ap-
proach are required. The review should be related to the goals agreed at the beginning of
treatment, and it is helpful if intermediate targets have been identified, as well as end-point
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goals. Any other measures that are being used, such as questionnaires or other self-monit-
oring, are also helpful for reviews.

It is helpful to agree at the outset that you will review progress after four or five ses-
sions, in order to assess whether CBT is likely to be helpful. Although a decision not to
continue with CBT may be dispiriting for someone who had high hopes of its efficacy, it
is easier to deal with this at an early stage than after 20 sessions that have resulted in little
change. After this initial review, further reviews should be carried out at five- or 10-session
intervals.

The formulation developed in the first one or two sessions is tentative, so it is important
to review it regularly to take account of any new information that becomes available as
therapy progresses. This may be derived from homework assignments, behavioural experi-
ments carried out in sessions and so on. Although the basic outline of the formulation may
not change, the details of maintaining cycles are likely to be fleshed out during treatment,
with implications for what interventions are likely to be helpful.

A man with agoraphobia was unclear about the content of his catastrophic thinking because he had
for so long avoided situations that would trigger such thoughts. Once it was established that he had
thoughts about not being helped by other people, this could be built into the formulation, and experi-
ments set up to test them out.

It is especially important to review progress if little change is being made, or if an impasse
has been reached. This may mean that the formulation is not helpful or has significant
omissions. It is also worth looking at the therapeutic relationship to see whether there are
problems interfering with the application of the formulation to the client’s problems. Such
problems may include your own blind spots, which should be discussed with your supervi-
sor. If no solution can be found, it may be decided that treatment should be discontinued at
this point.

Later stages

As treatment progresses, the focus moves increasingly onto intervention rather than assess-
ment, but the results of any intervention should always be related to the initial formulation
to see whether it needs modifying. The client becomes increasingly independent in determ-
ining what items go onto the agenda, how long is spent on each item, and what homework
is taken away; and as more CBT skills are learnt the client takes the lead in, for example,
evaluating negative thoughts and in devising behavioural experiments to test out new per-
spectives.



You will probably spend most of the time in treatment sessions on the details of
thoughts, feelings and behaviour in current situations, but as the end of treatment ap-
proaches you may spend some time on identifying and evaluating unhelpful assumptions or
core beliefs, particularly if you think that the client may be at risk of relapse if such beliefs
are not modified. It is, however, not always necessary to modify underlying beliefs directly.
If the client has worked successfully at re-evaluating negative automatic thoughts, both in
sessions and in vivo, then very often the re-evaluation ‘leaks upwards’ to the more general
beliefs, particularly to the level of dysfunctional assumptions.

For example, a client had strong beliefs about never expressing anger. In a range of situations, she ex-
perimented with being more assertive, including in situations where people were behaving unreason-
ably. Her beliefs about expressing anger were modified, although they were not directly addressed.

The emphasis on the portability of skills means that it is important for the client to reflect
on what is taking place in therapy, so it is helpful to ask questions such as ‘What were
we doing there?’ ‘Can you identify the kind of crooked thinking you were showing there?’
‘How could you use that in other situations?’ It is important that you attribute progress
to the client’s efforts, particularly if he is dependent and hence likely to attribute change
to your attention and skill rather than his own efforts. This is discussed in more detail in
Chapter 6.

As treatment progresses, the frequency of sessions may be reduced, perhaps moving to
two-week gaps between two or three sessions, followed by perhaps a three- or four-week
break before treatment ends.

Ending therapy

It is relatively easy to work towards ending therapy if the treatment goals were well
defined, and if there has been good progress towards them. Similarly, you can keep in mind
the idea that treatment will be coming to an end through regular reviews of goals and pro-
gress, as this emphasises the short-term nature of the treatment process. The client should
gradually have acquired confidence in his ability to apply a CBT approach to his problems,
using the skills learned during therapy.

As the end of treatment approaches, it is helpful to further develop with your client a
blueprint for dealing with any problems that may emerge in the future, based on the relapse
management work you have done together (see Chapter 6). This could include:
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• What has been learned during therapy
• What strategies have been most helpful
• What situations in the future may be difficult, or possibly lead to a recurrence of

the problem
• Ways of responding to this, given what has been learned in treatment
• How to handle a significant problem, including if necessary a telephone review

with the therapist.

The emphasis should be on the idea that the client is equipped to deal with most problems
that are likely to arise, even if, in some circumstances, it would be reasonable for him to
ask for your help.

Rather than having an abrupt end to treatment, it may make sense to plan a booster ses-
sion or two over the subsequent year. You can then review progress, reinforce the client’s
success at dealing with problems, check out how he dealt with problems that had been an-
ticipated at previous sessions, check on the re-emergence of unhelpful patterns of thinking
or behaviour (for example safety behaviours), and work together to trouble-shoot if neces-
sary.

Despite the gradual withdrawal from therapy, and the emphasis on skills acquisition,
some clients continue to worry that they will not cope by themselves after the end of treat-
ment. This can be approached in a standard cognitive behavioural way, by identifying wor-
rying thoughts, and helping the client to deal with them. This could include setting up beha-
vioural experiments to test out alternative perspectives. If a client has general beliefs about
not being able to cope alone, the booster sessions over the year following the end of formal
treatment can be used to test out the beliefs, perhaps via a positive data log.

A 59-year-old client who had been depressed as a result of a number of events, including his increasing
difficulty with a rapidly changing job, had responded well to treatment, and had maintained his progress
over a number of months. He nevertheless had thoughts like: ‘If I am faced with a real problem, I shall
not be able to deal with it, and everything will collapse round my ears’. As a homework task, he thought
about what he would say to a friend in a similar position. He reminded himself of a number of situations
over the preceding months when he had successfully tackled difficult situations, including getting a
new job, coping with his wife’s unexpected illness, and developing bad dreams as his medication was
reduced. He discussed with his therapist the risk that he might focus excessively on times when he was
struggling and, to counteract this, they agreed that he would for a couple of months keep a log of any
examples of successful coping.

Some clients will not have benefited from treatment, and this can be especially difficult for
them if they came to cognitive therapy having had little success with other treatment ap-
proaches. If the absence of progress was identified at an early review stage, it may be less



dispiriting for the client to finish at that point, where the lack of progress could be attrib-
uted to a failure in cognitive therapy, rather than the client. For example, the therapist could
say:

‘It seems that we have not managed to make much difference to your problems. Cognitive therapy has
been found to be useful with a lot of people, but there are cases when it does not seem to relieve the
feelings, however committed the client is to working in this way. Research is still needed into how to
find new ways of changing beliefs or behaviour, so that more people can benefit from it, but I think at
this point we have to say that cognitive therapy is not going to be helpful for you. Perhaps we should
look at what has been helpful, so that you can take away some strategies for helping you feel better.
For example, we found that you were good at breaking problems down into different elements, and that
then you could tackle difficult situations more easily. Is that something you can take away and use in
the future?’

While it may be difficult to end treatment with little in the way of gain, it is unfair to main-
tain false hopes for a client who is unlikely to benefit. If it seems that a different approach
would be more useful, then this should be discussed with the client: for example, if there
are significant marital problems then couple therapy, or possibly systemic therapy, could be
suggested; or it may be worth considering medication if this has not been exhausted previ-
ously. However, happily, the outcome of cognitive behaviour therapy with the majority of
Axis I disorders is good and for most clients a plan based on the blueprint will be a more
positive note on which to end treatment.

Summary

As CBT is structured and focused, it is relatively straightforward to describe the probable typical course of
therapy:

• It is likely to last between six and 15 sessions, longer if there are Axis II problems.
• The length of sessions varies, but the average is 60 minutes.
• The first two or three sessions focus on assessment and deriving an initial formula-

tion, at the same time as developing a working alliance, and encouraging the client
to become an active and collaborative participant.

• The next sessions are focused on trying to tackle the client’s problems.
• The final sessions focus on drawing up a blueprint about what to do if further prob-

lems develop.



Throughout treatment, each session will include:

• Agenda-setting
• Self-monitoring
• Dealing with setbacks
• Updating the formulation
• Summaries for the client and therapist.

Agenda-setting is important because it facilitates the structuring of the sessions. An agenda typically includes:

• Review of events since previous session
• Review of the previous session
• Assessment of mood
• Review of homework
• Work on current topics (about 35 minutes)
• Homework assignment
• Feedback on session.

Difficulties with agenda-setting include:

• Too vague
• Not prioritising
• Too full
• No client input in setting it
• Diverting from the agenda
• Misunderstanding the client
• Beginning the session while setting the agenda
• Hopping around from topic to topic.

Goal-setting is important, and goals should be:

• Specific
• Measurable
• Achievable
• Reasonable
• Time-framed.



Homework is highly valued because being engaged with homework is known to relate to success in treatment.
Clients are more likely to do homework if it:

• Emerges from the session
• Is relevant
• Is not too burdensome
• Is planned in detail with difficulties discussed
• Cannot be ‘failed’
• Is written down
• Is reviewed in detail.

‘Poor motivation’ is analysed within the CT model. It may be a result of:

• Being too early along the ‘readiness to change’ dimension
• Inaccurate expectations of treatment
• Lack of understanding/acceptance of formulation
• Hopelessness
• Differing health beliefs
• Cons of change outweighing pros.

The middle phase of treatment is spent on discussing the details of current situations, in terms of the four
systems – emotions, cognitions, behaviours and physiology.

The latter phase is spent devising a blueprint for action in the event of future problems. Your hope by this
stage is that your client is competent in CBT as you are.

Learning exercises

Review and reflection:

If you have experience with a different kind of therapy, and if CBT is more structured than you are
used to:

• How comfortable do you feel with imposing structure on treatment sessions?
• Are there bridges that you feel you cannot cross – for example being explicit

if you are going to talk about something that is not on the agenda?



• If you review the relevant section of the chapter, does that make you feel any
more comfortable? Comfortable enough to try it out?

Taking it forward:

• Take any of the points of possible discomfort from the review exercise, and
try to adopt the suggested format for three or four clients. Keep a thought re-
cord of your NATs if you feel uncomfortable with the way you are trying to
work at any time – you will probably only be able to note down key words/
phrases to remind yourself what went through your mind, but you will need
to pay attention to the NATs so that you can write them down more fully at
the end of the session. Once the session is over, take some time evaluating
the NATs, either by yourself or with a supervisor/peer.

• Think of something you would like to change in your own life, and see if you
can do a goal-setting exercise for it, deriving SMART goals. Note down any
points that you learn from the process of carrying out the exercise.

• With your next five therapy sessions with different clients, rate (with a rating
scale you design yourself, see Chapter 5) how much you involved the client
in the selection and design of homework. Was this at an acceptable level, and
if not in a particular case, in what ways could you improve things? Look at
how many of the clients actually carried out the homework, and think about
how this could be improved.

Further reading

Beck, A.T., Rush, A.J., Shaw, B.F., & Emery, G. (1979). Cognitive therapy for depression. New York:
International Universities Press.
This classic text gives a description of the structure and process of both the early and subsequent treat-
ment sessions, and gives a good ‘feel’ for how therapy proceeds.

Padesky, C.A., & Greenberger, D. (1995). Clinician’s guide to mind over mood. New York: Guilford
Press.
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This book provides a clear account of the treatment process, particularly if you also read the accompa-
nying manual for clients.
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Depression

Cognitive therapy’s early success arose largely from the impact of Beck et al.’s (1979) book
on depression, coupled with research trials showing the effectiveness of this new approach.
In this chapter, we will describe some of the classic CBT strategies for depression. See also
Chapter 17 for a brief description of some of the more recent innovations in working with
depression, including mindfulness-based cognitive therapy and behavioural activation.

Characteristics of depression

As well as depressed mood, depressive disorders are marked by many other symptoms.
In the American Psychiatric Association’s Diagnostic and Statistical Manual (APA, 2000)
these other symptoms include: loss of interest or enjoyment in activities; changes in weight
and appetite; changes to sleep patterns; being either agitated or slowed up; loss of energy;
feeling worthless or guilty; poor concentration; and suicidal thoughts.

The classic Beck model of depression centres on the ‘depressive cognitive triad’, i.e. a
pattern of negative thoughts about:

• oneself (guilt, blame, self-criticism) – ‘I’m useless, inadequate, lazy …’;
• the world, and current and past experience (selective attention to the negative, an-

hedonia, etc.) – ‘Nothing is worthwhile, everything works out badly, no one cares
about me …’;

• the future (pessimism, hopelessness) – ‘It will always be like this, I’ll never get bet-
ter, there’s nothing I can do …’.

Perception, interpretation and recall of events may all be negatively biased, so that depressed
people are more likely to notice information that is consistent with their negative view, more
likely to interpret any information negatively and more likely to remember negative events.
Negative events are typically attributed to stable, global and internal factors and seen as hav-
ing lasting consequences and implications for self-worth (Abramson et al., 2002) – e.g. ‘This
is my fault’, ‘I always mess up like this’, ‘It just shows how useless I am’. Positive events,
on the other hand, are attributed to temporary, specific and external factors, with no lasting
consequences – ‘That was just a lucky break’, ‘It’s the exception that proves the rule’, ‘It
only worked out because my wife helped me’.
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The primary symptoms of depression are often exacerbated by secondary negative
or self-defeating thoughts about the symptoms of depression, thus giving rise to vicious
circles. For example:

• Loss of energy and interest lead to thoughts such as ‘It’s not worth it, I’ll wait until
I feel better’.

• Poor memory, concentration, etc., may lead the client to think ‘I’m stupid’ or ‘I
must be going senile’.

• Loss of sexual interest and irritability may be interpreted as indicating ‘My mar-
riage has major problems’.

Common maintenance processes

Figure 12.1 shows some of the common maintenance cycles in depressed people (as al-
ways, these are possibilities to explore, not rules to force your clients to obey!). First, there
is a possible vicious circle linking depressed mood with negative biases and negative in-
terpretations of symptoms, which leads to a negative view of the self, thus maintaining the
depressed mood. Second, those negative biases and symptoms of depression may lead to
reductions of activity (‘I’m too tired, there’s no point …’), which maintains the low mood
because activities that previously gave pleasure or a sense of achievement are lost. Finally,
the depressive biases and symptoms may lead to reduced attempts to cope and deal with
problems, which leads to increased hopelessness and thus reinforces the depression.
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Figure 12.1 Common maintenance processes in depression

It follows from the above account that the goals of CBT for depression will usually in-
clude:

• helping the client to counteract any negative cognitive biases and develop a more
balanced view of himself, the world and the future;

• restoring activity levels, especially activities that bring a sense of pleasure or
achievement;

• increasing active engagement and problem-solving.

As always, your task as therapist is to construct a formulation that makes sense for you and
your client and then to devise cognitive behavioural strategies that will help to break main-
taining cycles. The main approaches to cognitive strategies and behavioural experiments
in depression are broadly similar to the standard approaches outlined in Chapters 8 and 9,
and, therefore, this chapter, after an outline of the broad approach to therapy, will focus on
the interventions aimed at activity and problem-solving, which are particularly character-
istic of treatment for depression.
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Course of treatment

CBT for depression usually contains the following elements, although, of course, this list
needs adapting to your individual client. For instance, severely depressed clients may need
more behavioural strategies, especially early in the course of therapy.

1. Identify the initial target problem list (i.e. a list of specific problems, not a general
description such as ‘depression’; a problem list might contain items such as ‘Poor
sleep’, ‘Difficulties in marital relationship’, ‘Lack of enjoyable activity’ and so
on).

2. Introduce the cognitive model and how it may apply to this client, through building
a formulation (as in Chapter 4).

3. Begin work on reducing the symptoms, through behavioural or simple cognitive
strategies.

4. Focus in the central part of therapy on the main work of identifying and challen-
ging NATs through thought records, discussion and behavioural experiments.

5. Towards the end of therapy, identify and modify dysfunctional assumptions and/or
core beliefs as necessary, with a view to reducing the risk of relapse.

Components of CBT for depression

CBT for depression usually contains the following components:

• Behavioural strategies, including activity scheduling and graded task assignments.
• Early cognitive strategies, including distraction and counting thoughts.
• The main cognitive behavioural work of monitoring and testing NATs.
• Relapse prevention, including working with dysfunctional assumptions and/or core

beliefs, and revising earlier strategies (see Chapter 17’s section on schema-focused
work for ideas about how to work with core beliefs).

Beck et al. (1979) prescribed a course of therapy lasting 15–20 sessions, with the first few
sessions delivered at the rate of twice a week. Many ordinary clinical settings modify this
to a standard weekly pattern and, perhaps, also reduce the total number of sessions. Clinical
experience suggests that the protocol is sufficiently robust to withstand such modifications,
but it is worth considering whether more frequent sessions are both desirable and feasible
in particular cases.
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Activity scheduling

Activity scheduling is one of the core therapeutic techniques in CBT for depression (Beck
et al., 1979). It is based on the ideas embodied in the ‘Reduction of activity’ vicious circle
in Figure 12.1, i.e. the notion that one maintaining factor for low mood is the reduction
of activity that commonly accompanies it, which in turn leads to a loss of enjoyment and
achievement, thus maintaining the low mood. Activity scheduling was derived from basic
behavioural ideas about the need to build up reinforcing activities but has since developed
into a sophisticated cognitive strategy. In fact, current conceptions would construe activity
scheduling partly as a specialised form of behavioural experiment (see Chapter 9, and Fen-
nell, Bennett-Levy & Westbrook, 2004).

Figure 12.2 The weekly activity schedule (WAS)
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The weekly activity schedule (WAS)

The WAS, illustrated in Figure 12.2, is the essential tool for activity scheduling. It is ba-
sically a simple timetable grid with hours of the day down one side and days of the week
across the top, so that there is a slot for every hour of the day. The version shown here has
sufficient hourly slots to accommodate most clients but can be adapted if, for instance, you
have a client who has severe early morning waking, so that the grid might need to start at 4
am instead of 6 am. Note also that if you are making a template WAS, it is best to (a) make
it much bigger than this, so that there is more space for the client to write (one A4 or letter
page is usually sufficient); and (b) leave the days of the week blank so that a client you are
seeing, for example, on a Wednesday can start his WAS on that or the following day, filling
in the ‘days’ column headings appropriately.

Using the WAS as a record

The first stage of activity scheduling is to use the WAS as a self-monitoring tool, to gather
information about the client’s activities. This information may be used in two ways, as in
the two approaches to behavioural experiments described in Chapter 9:

• The WAS may be used in the sense of discovery, simply to find out what is happen-
ing, how the client is spending his time and what activities are giving any pleasure
or achievement (see below).

• The WAS may also be used in a spirit of hypothesis-testing. For example, for a cli-
ent whose negative thoughts lead him to dismiss his efforts at coping as ‘useless’
or ‘pathetic’, the WAS can be used to get a more accurate record of what he is ac-
tually doing, in order to test the client’s belief that he is ‘useless’.

In either case, typical guidance for clients using a WAS should contain the following
points:

• Complete the record at the end of each hour, or as close as possible to it (to avoid
the effects of negative memory bias if you do it later).

• Each hour slot should contain:
a a brief description of how you spent the time during that hour;
b two numbers, labelled P (for Pleasure) and A (for Achievement).
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• Use these numbers to say how much you enjoyed what you did during that hour
(Pleasure) and how much you felt you’d managed something it was hard for you
to do (Achievement). These numbers can be anywhere from 0 (none at all) to 10
(the most possible). So P1 would mean it was only slightly enjoyable. P8 would
mean it was very enjoyable. In rating your Pleasure and Achievement, remember
to use your current activity level as the standard. When you are well, it might not
be much of an achievement to get up and dressed (it might rate only A0 or A1), but
it might well be a considerable achievement when you are depressed (maybe even
A8 or A9 on some days).

• Note that ‘P’ and ‘A’ don’t necessarily go together. Some activities are pleasurable
but don’t give much sense of achievement (e.g. eating a bar of chocolate); some
are achievements but not necessarily pleasurable (e.g. doing a chore); some activ-
ities may give you both (e.g. going to a social occasion when you didn’t feel like it
but ending up enjoying it).

Figure 12.3 shows part of a completed WAS.

Figure 12.3 A sample WAS

Using WAS records

There are three main things for you and your client to look for when the completed WAS is
returned.

1. You can get a better picture of how active the client really is. Sometimes it shows
that the client is actually doing more than he initially indicated – maybe even over-
working. On the other hand, the record may show that indeed he is doing very little
(in which case, increasing activity will be useful later).

2. Second, the record can help you see which activities, if any, give the client at least
some sense of achievement and pleasure. When you start to think about changes,
these are the activities it may be worth increasing.
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3. Finally, you can use the information to plan changes. What does it suggest needs
to change? Is the client spending long periods doing very little except feeling low?
Does it look as if there are lots of chores that must be done, but very little enjoyable
activity? Are there any activities the client enjoys at least a bit, or which improve
his mood even a little and which he might do more of?

In addition to these activity-specific observations, the WAS provides an excellent labor-
atory in which you and the client can begin to observe NATs, noticing how thoughts and
behaviour affect each other and using this to encourage the client to start spotting NATs in
action (e.g. NATs that block activity). You can watch out for this kind of thought and work
with them via discussion or behavioural experiments. For example, if your client’s attempts
to do a particular task are blocked by NATs along the lines of ‘I won’t enjoy it’ or ‘I’ll only
make a mess of it’, then you could set up a behavioural experiment to see how true that is.

Maria’s WAS immediately showed that her life was currently divided between hectic activity, almost
all of which consisted of necessary but unrewarding chores, followed by what she called ‘collapsing
in a heap’, when she would just sit and stare into space (often ruminating about how useless she was).
This monitoring helped her and her therapist to identify (a) the need to find some activity that she found
pleasant or enjoyable; and (b) the fact that despite her constant chores, she placed no value on this
activity and still saw herself as ‘useless’.

Using the WAS as a planning tool

The next step is for you and the client to use what you have learned to plan future activity.
There are three common ways to improve mood through activity:

1. To increase the overall level of activity if it is low.
2. To focus specifically on doing more of the things that give the client some sense of

pleasure and achievement. If nothing is giving much pleasure at the moment, then
it is worth thinking about things the client used to enjoy and plan to restart some
of those.

3. Activity scheduling can be used as a way of doing behavioural experiments to test
out negative cognitions about activity. For example, using a WAS to monitor and



rate Pleasure and Achievement may enable your client to combat ‘all or nothing’
thinking that tends to see Achievement as being either complete success or com-
plete failure.

During this phase, instead of simply monitoring what he does, the client uses the WAS as
a timetable to plan increases in activity and, specifically, activities identified as providing
some pleasure or achievement. How much detail is needed, and how much activity should
be aimed for, will depend on the individual client: in general, the more depressed the client
is, the more detailed planning he may need and the lower the initial goals for activity may
need to be. Early on, you may need to be closely involved in planning, but later on the cli-
ent can take on more of this task for himself.

Figure 12.4 Excerpt from Maria’s activity plan

Maria agreed to construct with her therapist an activity plan (Figure 12.4) that still had time for neces-
sary chores but which also started to build in some time for activities that she used to enjoy, such as
watching movies on DVD. An important – although difficult – area for her was re-establishing social
contacts. Although she was generally a sociable person who enjoyed contact with others, she had be-
come almost completely socially withdrawn after her years of depression.

Graded task assignment

The best general principle in planning activity is ‘graded tasks’. In other words, aim to
build up activity step by step, rather than attempting to go in one jump from no activity at
all to being busy all day. Because of the depressed client’s extreme sensitivity to any pos-
sibility of failure, it will usually be counterproductive to agree tasks that are too far forward
from where the client is now. If he does not manage to complete the task, it will be likely
to be counted as a failure and taken as further reason to lose hope. It is usually better to
agree a smaller but manageable task. For example, if your client wants to take up reading
again after giving up because of concentration difficulties, then it is unlikely that he will be

C:\Users\John\AppData\Local\Temp\don71D3\text\part0018_split_001.html#figure12-4


able to read a whole novel by next week. It will usually be better to negotiate a target he
believes he can achieve, even if this is only to read one page by next week (but make sure
that the target does not get so small that the client sees it as trivial).

Although Maria wanted to get back into social relationships, she was very anxious about how she would
manage, and about how others would respond if she tried to make contact. A step-wise programme was
therefore agreed, starting with making a brief phone call to her sister, with whom she still had some
contact, and working up towards approaching friends with whom she had lost contact and trying to
arrange to see them. Only one old contact failed to respond positively to Maria’s approaches, and dis-
cussion in session allowed her to keep this in proportion to the many positive reactions she had.

Exercise

There is some evidence that reasonably high levels of physical exercise may have a signi-
ficant effect on depression, with some studies finding effects comparable to anti-depress-
ants (Greist & Klein, 1985; Martinsen, Medhus & Sandvik, 1985). Current NICE guidance
(2009c) includes a recommendation for structured physical activity as a possible low in-
tensity intervention for people with ‘persistent sub-threshold depressive symptoms or mild
to moderate depression’, adding that such activity should:

• be delivered in groups, with support from a competent practitioner;
• consist typically of three sessions per week of moderate duration (45–60 minutes)

over an average of 12 weeks.

It is therefore worth encouraging clients to make exercise sessions a part of their activity
planning (see also Chapter 10). It has been our experience that some clients initially engage
more easily with physical activity than with some of the CBT interventions that require
more intellectual application. For example, some adolescents might more readily take to
physical exercise and become engaged with CBT that way.
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Common problems in activity scheduling

Lack of pleasure

It is important to realise that in the early stages of fighting depression, clients are not likely
to enjoy anything as much as they did before the depression. It is important to prepare cli-
ents for the fact that initially they will probably have to force themselves to do things even
though they do not derive much pleasure from them. Persevering should at least give the
client some sense of achievement, and, eventually, the enjoyment should return as well. It
is also important to convey the idea of pleasure as a continuum, not all or nothing. We are
looking for some increase in enjoyment, not an instant return to full enjoyment.

Excessive standards

It is also important that the client recognises that achievements do not have to be at the level
of winning the Nobel Prize to be worthwhile. Spending 10 minutes tidying up a messy kit-
chen drawer can help the client feel he has done something useful today and may be a con-
siderable achievement. It is important to help your client apply realistic standards in evalu-
ating tasks and activities. What was easy when he was well may be difficult (and therefore
warrant a higher achievement score) when he is depressed.

Vague planning

When planning activities, it is better to be specific. In other words, try to help the client
move from vague goals like ‘I must do more’ to specific activities at specific times, e.g.
‘Go and buy that birthday card on Wednesday morning’. If a goal or target is vague (‘I
must do more’) it is all too easy for the depressed person to downgrade achievements or to
‘move the goal posts’: ‘I didn’t really do anything, I bought a few things in town. So what?
Anyone can do that.’ If buying the card is set up as a specific task, then there is no doubt
that a particular goal has been achieved and it is more difficult to dismiss it.



Jacobson’s dismantling study and the behavioural activation
approach

Anyone who might doubt the value of activity scheduling and behavioural methods in treat-
ing depression, should read Jacobson et al.’s (1996) fascinating study comparing outcomes
between three versions of CBT for depression, based on ‘dismantling’ the classic Becki-
an therapy. One treatment was normal Beckian therapy, and this was compared with two
‘stripped down’ versions: one in which therapists used only the behavioural components
of CBT (including activity scheduling) and one in which they used both behavioural and
cognitive methods but only at the level of automatic thoughts, with no direct targeting of
assumptions or core beliefs. What they found was that all three treatments produced similar
outcomes and also similar changes on measures of negative cognitions. One possible con-
clusion is that different methods may achieve the same end result of cognitive and emotion-
al change by different pathways. Following on from this study, colleagues of Jacobson’s
elaborated their behavioural treatment into a new therapy for depression known as ‘beha-
vioural activation’ (see Chapter 17).

Cognitive strategies in depression

There are two phases of cognitive work in classic CBT for depression. In the first phase the
aim is to help the client get some symptom relief by using simple strategies to reduce the
impact of NATs on mood (with the useful secondary aim of providing evidence about how
thoughts can influence mood). In the second phase, the NATs are confronted more directly,
with the aim of helping the client consider them more carefully and, if appropriate, find
alternative thoughts through all the methods discussed earlier in this book: finding altern-
atives, looking for evidence, devising behavioural experiments and so on.

Early cognitive strategies

The goals of these strategies are to distract the client from his NATs, and/or to change his
attitude towards them. Other exercises are designed to promote a change of attitude to-
wards NATs. Instead of getting ‘swallowed up’ by them, the aim is to get some distance
from them, for the client to see them as ‘just thoughts’ rather than obvious truths about
themselves or the world. Counting the thoughts can help – not paying any other attention
to them, just counting them, with the same attitude one might have in spotting how many
pigeons there are in one’s neighbourhood: ‘There’s one … and another … oh, and there’s
another’! One metaphor to describe this approach is to imagine one’s stream of thoughts as
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a rather dirty and polluted river, with all kinds of sewage and garbage in it. Initially, your
client may be like someone who has fallen into the river and is being swept along by it, sur-
rounded by all the garbage. The new attitude is like climbing out of the river and standing
on the bank, watching it all go by; the garbage is all still there, but the client is likely to be
less affected by it. This is similar to the mindfulness approaches outlined in Chapter 17.

Main cognitive strategies

The bulk of a course of CBT for depression will be taken up with NATs, using the approach
outlined in Chapters 8 and 9. That is, sessions will include, in varying proportions accord-
ing to the stage of therapy and the client’s reaction to therapy:

• identifying NATs, using self-monitoring, thought records, in-session mood
changes, etc.;

• verbal discussion of the NATs, to examine their accuracy and helpfulness;
• identifying realistic alternative thoughts;
• using behavioural experiments to gather evidence that will help the client to test

out NATs and the new alternative thoughts.

Medication

CBT is, of course, not the only effective treatment for depression, and in particular, anti-de-
pressant medication is helpful for many depressed clients. There is currently less concern
about dependence and withdrawal for anti-depressants, compared to anxiolytics, and there
is no conflict between pharmaceutical treatment and psychological therapy. In fact, there is
some evidence that for people with more severe depression, the combination of both forms
of treatment is better than either alone (e.g. Thase et al., 1997; NICE, 2009c).

Dealing with suicidal thoughts

The risk of suicide in depressed clients should not be overestimated – the vast majority of
depressed clients do not commit suicide – but it clearly needs to be taken seriously, and
you should respond to any sign of suicidal ideation, sometimes even if it means breaking
confidentiality. For this reason, you should always be very clear at the outset of treatment
that you are bound by law to break confidentiality if you think that your client is a risk to
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themselves (or others). Do not delay telling your client this; it is less likely to disrupt your
therapeutic relationship if you disclose your ethical obligations when you begin therapy.

Professional consensus is that amongst the risk factors for suicide are the following
(Peruzzi & Bongar, 1999):

• Acute suicidal ideation
• A history of suicide attempts, or family history of suicide
• The medical seriousness of any previous attempts
• Severe hopelessness
• Attraction to death
• Recent losses or separations
• Misuse of alcohol.

Management of suicidal clients

You need to have a basic management plan in place so that you can safely continue cognit-
ive therapy. The elements of such a plan might include the following:

• Make sure that the client is either supervised or has immediate access to support
whenever he needs it;

• Take steps to help the client or others to remove any easily accessible means of
suicide (e.g. potentially toxic medication, poisons, ropes, guns, car keys, etc.);

• Establish ways of managing suicidal crises, should they occur: for example, arran-
ging for the client to contact a friend or family member, or contact a crisis team if
one is available. Ensure that plans are specific and clear and, perhaps, have a writ-
ten copy for your client to carry around.

• Work on building up the therapeutic relationship so that the client will see you as
someone who is trustworthy and understanding and who can offer some credible
hope.

• Consider seeing if the client will agree at least to postpone suicide and not carry it
out until a certain time has passed (e.g. not before your next meeting).

• Use aspects of therapy to ‘play for time’ until the crisis has passed: e.g. encourage
engagement in therapy and curiosity about where it is going; ‘build bridges’ from
the end of one session to the next session (‘That’s interesting – shall we explore
that next time?’).



Exploring and working with reasons for suicide

It is important to give clients a space in which to talk about suicidal thoughts and to ap-
proach the topic in a matter-of-fact way that gives the clear message that the topic is not
off limits. You will not make someone more likely to commit suicide by asking about their
suicidal thoughts, and you may have a chance to prevent suicide if the topic is in the open.
Important aspects of this discussion will include:

• exploring the client’s reason for suicide – there are two common main categories
of reason:

a to escape from an unbearable life, depression etc. (‘It’s the only way out’) – this is probably the
most common reason for suicide, and the most dangerous;

b to solve an external problem (e.g. to hold onto a relationship, take revenge, or elicit care);

• building up with the client reasons for living versus reasons for dying, including
past reasons for living which might become valid again in future;

• exploring the beliefs leading to hopelessness and using guided discovery to help
elicit information that might be inconsistent with those beliefs;

• working on a problem area that has a high probability of being resolved fairly
quickly, so as to decrease hopelessness;

• using problem-solving for ‘real-life’ problems that are leading to hopelessness (see
below).

Structured problem-solving

There is some evidence both that depressed people have deficits in social problem-solving
and that teaching structured problem-solving can be an effective therapy for people with
depression (see, for example, Nezu, Nezu & Perri, 1989; Mynors-Wallis, Davies, Gray,
Barbour & Gath, 1997; Mynors-Wallis, Gath & Baker, 2000). This may be especially
useful with clients whose formulation includes something like the poor coping/hopeless-
ness maintenance cycle outlined in Figure 12.1; it may also be helpful in dealing with sui-
cidal ideas as outlined above.

The main steps for your client to follow in doing problem-solving are as follows:
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• Identify the problem he wishes to work on. It is important to be clear about what
exactly is the nature of the problem. For example, not just ‘Problems in my mar-
riage’ but something more precise about the nature of those problems, such as ‘My
wife and I don’t talk together enough’, or ‘We never have any time to go out to-
gether’.

• Think of as many possible ways of solving this problem as he can. This stage can be
difficult, particularly with problems that have been around for a long time. Clients
may have an immediate negative response to every solution they think of: ‘That
wouldn’t work’, or ‘I’ve tried that’. To overcome this, it can be helpful to start with
‘brainstorming’, in other words the client tries to come up with as many ideas as
he can, without any judgement at this stage as to whether they are useful, sensible
or even possible. The aim is to generate lots of approaches, no matter how wild
or impractical they may seem. The rule is to write down anything that comes in-
to his mind as a possible solution, no matter how daft. The reason for this is that
even wild solutions may generate other thoughts which might be useful. With more
severely depressed clients, it may also be helpful for the therapist to begin with
some suggestions if the client is completely stuck.

• After generating the list of possible solutions, work out which solution, or combin-
ation of solutions, seems to be the best. Again, it is best to structure this process so
that your client thinks carefully about each possible solution, without dismissing
any of them too early. Only solutions that are clearly unacceptable should be dis-
posed of immediately.

• A good way to weigh up solutions is to think systematically about the pros and
cons of each one, making sure you consider both long- and short-term ones. Take
the first possible solution and make a list of what the advantages and disadvantages
of that solution would be. Then do the same for the next possible solution, then the
next, and so on. Use this list of pros and cons to pick out and rank-order the best
few solutions.

• Pick the solution that seems to offer the most favourable balance. Two problems
can arise here. First, it can sometimes be true that no solution emerges as positive
overall: they all have more negatives than positives. If that is the case, and you
really have gone through every possible solution, then the client needs to accept
that he has no choice but to pick the least bad one – it may not be good, but it is
still better than the others.

• Second, you may find that when you go through the list, they all come out pretty
much the same, with your client feeling that there is no clear winner. If that is so,
and again if you really have gone through all possible solutions, then just pick one
solution randomly and try that. Sometimes, the process of doing this will help the



client realise that actually he does have a preference for one solution, because he
finds himself wishing he had picked that one.

• When a solution is identified, use the principle of ‘small steps’. As always, small
steps are usually better than giant leaps, because they are more likely to be success-
ful and thus generate hope. Ask your client to think about what would be the first
step towards carrying out his preferred solution. For instance, if he has decided a
solution to a problem would be to find a new job, the first step might be to buy the
local paper and look at what kind of job is available at the moment. It is probably
much easier to do that first step than to imagine the whole process of ending up
with a new job. Take it one step at a time.

• Put into action whatever is the first step to a solution, and then review how it went.
Does this solution seem to be along the right lines? If not, why not? Do you need to
modify the initial plan in the light of what has happened? Even solutions that look
good on paper may turn out not to work in practice. Don’t worry if this happens.
By trying it out, your client will probably have learned something useful which
may help him work out a better solution. If some major problem arises when he
tries to put his solution into practice, you may need to identify that as a new prob-
lem. Then start the whole process again so that you can first find a solution to that
problem.

• Continue this process until the problem is solved or it is clear that there are no
possible solutions. You can go round and round the cycle of identifying problems,
solutions and steps towards solutions until the problem improves. Of course, some
problems may not have any practical solution – but beware of jumping to that con-
clusion too quickly. If there really is no solution, then you probably need to go
back to cognitive strategies to help the client find a different way of reacting to the
situation.

Potential problems in treating depressed clients

The nature of depression

It is obvious – but nevertheless important to remember – that the depressed client is often
negative in his thinking, lacking in drive and energy, and hopeless about the possibility of
change. Depression can also result in a ‘depressing environment’: e.g. your client’s depres-
sion leads to his losing his job, or to marital difficulties, which then tend to maintain his
low mood. It is therefore hardly surprising that you may find yourself struggling to engage



clients. They may find it difficult to take any action, greet every suggestion with ‘That will
never work’ and be tempted to give up at every real or imagined ‘failure’.

Therapists too may have difficulties in working with depression. You may find yourself
‘infected’ by the client’s pessimism, silently thinking that he is right and things are indeed
as bad as he thinks they are. Of course, that could be an accurate view, but you should be
careful about buying into it too easily without a great deal of evidence. Although it may
be the case that your client is facing genuine difficulties and at least some of his negative
thoughts are accurate, there is usually still room for questioning and looking for alternat-
ives. It may be bad, but it is usually not so bad that 100% of people would feel as the client
does, so there must be some room for alternative views. On the other hand, it is also im-
portant not to get so bound up with being so sceptical and positive that you come across as
unempathic or impatient. Clients need to know that you understand where they’re coming
from before you start trying to help them see where they might go to. Kennerley, Mueller
and Fennell (2010) have some ideas on managing the impact of such difficulties on your-
self. The problems described here may be particularly difficult when working with chronic
and severe depression (see Moore & Garland (2003) for a useful guide to such work).

Hopelessness and ‘Yes, buts’

As we have just noted, most depressed clients will inevitably bring to therapy some of the
negative thinking that pervades the rest of their lives. They will be hopeless about the pos-
sibilities of change and tend to have negative thoughts about therapy, with ‘Yes, but …’
being a common reaction to attempts to broaden their thinking. For you, as a therapist, it is
important not to be too influenced by this way of thinking but to remain (realistically) op-
timistic and to understand that your client’s reactions to therapy are part of the depressive
syndrome. Graded task assignments, as discussed earlier in this chapter, are a good way to
get small successes that will help to build the client’s confidence. Behavioural experiments
are also a good way to drive home verbal discussions so that new ways of thinking are not
just vague theoretical possibilities but are tested out in action. Sometimes such ‘Yes buts’
reflect extremely fixed fundamental beliefs, so it may be helpful to consider some of the
schema-focused strategies in Chapter 17.

Slow pace

Depressed clients may be slowed up in their thinking and behaviour and, even if they are
not, the pace of sessions and the speed of change early in treatment is likely to be slow. It
is helpful if you are prepared for this, and adapt to it, but do not become discouraged by it.
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Monitoring progress using some measure such as the BDI (Chapter 4) may also be useful
in picking up small but steady changes.

Feedback in sessions

As noted in Chapter 11, asking the client to give you feedback on a session is a standard
part of CBT. However, it may be particularly important to encourage the depressed client
to do this openly, because his negative bias makes it particularly likely that some words or
behaviour on your part may be misinterpreted as being critical or rejecting of him. For the
same reason, it is always worth noting and enquiring about any apparent decline in mood
during a session: what went through your client’s mind when that happened?

Relapse

Relapse is a particular problem in depression, with estimates that as many as 50% of de-
pressed clients will relapse within two years of the end of ‘successful’ treatment. It is there-
fore especially important to develop a relapse plan (see Chapter 6) and perhaps also con-
sider offering ‘continuation’ therapy at lower intensity to help maintain and consolidate
gains (Vittengl, Clark & Jarret, 2010).

Summary

• The key feature of cognition in depression is the ‘cognitive triad’, consisting of
negative thinking about oneself, the world and the future:

◦ perception, interpretation and recall of events all tend to be negatively
biased.

• The main components of CBT for depression may include:
◦ behavioural strategies such as activity scheduling
◦ early negative thought management strategies such as distraction
◦ the main cognitive work of testing negative thoughts through discussion

and behavioural experiments
◦ relapse prevention, including possible work on dysfunctional assumptions

and core beliefs.
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• The weekly activity schedule (WAS) is a valuable tool in monitoring, and later
counteracting, the loss of activity that is a common feature of depression, as well
as providing useful data about negative thinking.

• Suicidal thoughts represent a particular challenge in depression and need to be
tackled openly and carefully.

• Structured problem-solving can be helpful in tackling genuinely negative situ-
ations.

Learning exercises

Review and reflection:

• Therapists sometimes find working with severe depression challenging.
What are your own reactions to working with depressed clients? What
thoughts or beliefs affect your work with this group?

• Although there are of course significant differences between ordinary low
moods and a clinical depression, nevertheless most of us have some exper-
ience of low mood, and the odds are that the high prevalence of depression
means that some readers of this book will have experienced that as well.
Thinking about your own experience of low mood or depression, what kind
of thoughts and behavioural changes were most prominent for you? Did they
fit well with the outline in this chapter? Were there any differences and if so,
what were they?

• Some therapists tend not to use activity scheduling much in depression,
thinking it is ‘not cognitive enough’ or ‘too simplistic’. What are your
thoughts about its value? What are the possible advantages of using it with
depressed clients?

• Have you ever found yourself as a therapist being ‘infected’ by a client’s de-
pression, i.e. becoming convinced that things are just as bad as your client
thinks? What effect did this have on the therapy?

Taking it forward:



• If you have not used activity scheduling or problem-solving much before,
what plans can you make to try it out with the next suitable client? How will
you evaluate its usefulness with this client?

• What could you do differently or how would you need to think differently to
prevent future ‘depressive infection’?

• Try to make a point of asking every client for feedback at the end of every
session, and see what emerges. What kind of feedback do you get from de-
pressed clients? Are there any common themes? What lessons for the future
can you take from this?

Further reading

Beck, A.T., Rush, A.J., Shaw, B.F., & Emery, G. (1979). Cognitive therapy of depression. New York:
Guilford Press.
As noted in Chapter 1, a classic of cognitive therapy.

Martell, C., Addis, M., & Jacobson, N. (2001). Depression in context: strategies for guided action. New
York: Norton.
The seminal book on the approach to depression known as ‘behavioural activation’, which grew out of
the Jacobson dismantling study discussed in this chapter (see also Chapter 17 of this book).

Moore, R., & Garland, A. (2003). Cognitive therapy for chronic and persistent depression. Chichester:
Wiley.
A very useful guide to adapting standard ‘Beckian’ CBT to the particular challenges of chronic, or
treatment-resistant, depression, including helpful clinical examples.
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Anxiety Disorders

Introduction

The first treatment manual for cognitive therapy for anxiety disorders was published by Beck
and his colleagues in 1985, and was an exciting development in the world of CBT. It heral-
ded the beginning of the revolution that has gradually applied CBT to an ever-wider range
of problems.

The application of CBT to anxiety disorders was understandable given their prevalence
(affecting 13.3% of the US population [NIMH, 2001]), and evidence of its efficacy in treat-
ing anxiety disorders has been compelling (see, for example, Clark & Beck, 1988; Heim-
berg, 2002).

The anxiety response

It is important to remember that the anxiety response is a normal, vital reaction to threat.
When we perceive danger, our bodies rapidly produce adrenaline that primes us to respond
to dangerous situations. The classic responses are ‘fight’ (challenging the fear directly) or
‘flight’ (escaping from or avoiding the fear), although ‘freeze’ (being physically or mentally
immobile) is a third possible reaction. When faced with perceived threat, we feel fear and
the mind and the body get ready to deal with it. The mind considers the worst-case scenario,
and the body prepares to tackle it – breathing increases to provide more oxygen; the heart
beats faster to get the oxygen-rich blood to key muscles; sweat glands become active to cool
the body during activity; and blood is diverted away from the skin, which can result in un-
comfortable sensations and paleness.

The response reflects the four systems referred to in Chapter 4: emotional, cognitive,
physiological and behavioural. This quite complex response happens swiftly and efficiently
every day, for example:

A mother is standing at the side of the road close to her small son. A bus is heading towards them. The
mother has a fleeting image of her son stepping into the road in front of the bus. She feels fear. Her ad-
renaline rises, she becomes tense, focused and primed for action. Swiftly, she takes her son’s arm, despite
his protestations, and holds him close to her as the bus passes them safely.
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Thus, the anxiety response is a normal and largely unconscious process that regularly oc-
curs in each of us. Anxiety only becomes a problem when the normal response is exagger-
ated or occurs in the absence of real threat. For example:

Sally frequently had intrusive images and thoughts about her children being hurt on the street. Several
times a day, she would feel very nervous about this. She never let them go out alone and she tried to
take them everywhere in her car.

Geoff had suffered a panic attack and now lived in fear of having another. In order to minimise the
likelihood, he tried not to vary his breathing for fear of hyperventilating; he moved slowly in order not
to get light-headed; and he avoided situations which, he predicted, would be stressful. As a result, his
life was very restricted.

In these examples, fears are exaggerated or dangers overestimated so that the individuals
feel compelled to take quite dramatic actions to alleviate their fears. They have each de-
veloped an anxiety disorder. It is important that your clients appreciate that their anxiety
response is fundamentally normal but that it has become exaggerated so that it is no longer
working well for them.

A person’s interpretation of events determines his responses, so throughout this chapter
you will note the use of the term ‘perceived danger’ or ‘perceived threat’. This means that
two individuals can be in precisely the same situation but anticipate different consequences
and, therefore, react in different ways. Imagine two musicians both waiting for the concert
to begin:

The first musician is filled with dread: she fears that she will make a mistake, or that the audience will
be hostile. She feels tense, her heart races and she concludes that these are bad signs. This undermines
her confidence further. The other musician is looking forward to the opportunity of performing, anti-
cipating an enjoyable experience. He feels tense, his heart races and he concludes that this is what will
give him the energy necessary to perform. Thus, in the identical situation, the first musician is worried
and interprets her reaction as a bad thing; the second is excited and assumes that his physical responses
are helpful.

Characteristics of anxiety and anxiety disorders

Typically, dealing with anxiety is a linear process that comes to a natural conclusion. For
example:



Trigger → Perceived threat → Anxiety response → Successful coping reaction →
Resolution of anxiety

• A driver sees a child run out in front of a car → production of adrenaline → this
promotes quick and focused thinking which enables the driver to brake and swerve
in time → resolution of anxiety.

• A student learns of an impending assessment → production of adrenaline → the
resulting focused thinking and raised energy levels enable the student to study ef-
ficiently → resolution of anxiety.

However, anxiety disorders are represented by a circular process (Figure 13.1) in which
cognitive and behavioural responses serve to maintain or worsen anxiety.

For example:

• An anxious driver sees a child who he thinks is about to run out in front of his car
→ he is highly anxious and becomes physically tense and cannot think straight →
he swerves to avoid a child who is not actually in the road and is reprimanded by
another motorist for driving dangerously → this confirms that driving is hazardous
and he remains a highly anxious driver.

C:\Users\John\AppData\Local\Temp\don71D3\text\part0019_split_001.html#figure13-1


Figure 13.1 The cycle of problem anxiety

• An anxious student learns of an impending oral assessment → she finds this threat-
ening and experiences high levels of anxiety → her thinking becomes overly fo-
cused on the exam and she becomes so tense that she cannot study effectively →
she does not perform well in the assessment; this promotes her belief that she is
incapable, and she remains a highly anxious student.

The ‘ultimate’ fear cycle is probably ‘fear of fear’, where the experience of anxiety itself
becomes aversive and is therefore avoided long after the original trigger for the anxiety has
receded.

Roger thought that he had had a heart attack, but at the hospital he was reassured that he had experien-
ced a panic attack. Roger was not totally relieved by this as he had found the panic attack so unpleasant.
Now he lived in dread of it happening again. This of course elevated his fear, which made him feel
more panicky and more prone to having a panic attack.



Figure 13.2 Symptoms of anxiety

As we have seen, anxiety prepares the mind and body for dealing with danger: the mind
is focused on the bad things that could happen, and the body is primed for action. Thus,
anxiety comprises both psychological and physical symptoms, symptoms that become ex-
aggerated and unhelpful in anxiety disorders. This is summarised in Figure 13.2.

As we have seen, anxiety disorders are characterised by distorted beliefs about the dan-
gerousness of certain experiences. They can be triggered by particular situations (for ex-
ample, being on a high building or speaking in front of a crowd of people) or internal stim-
uli (such as chest pains or an alarming thought).

There are many types of anxiety disorder, not always easily distinguished from each
other. Box 13.1 lists the anxiety-related problems that you might encounter in your clinical
practice. This list reflects the Diagnostic and Statistical Manual classification (DSM-IV-
TR; APA, 2000) of anxiety disorders which is commonly (although not exclusively) used
to distinguish the different presentations.
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Box 13.1 DSM-IV diagnoses of anxiety disorders
Specific phobia: describes a persistent fear of an object or situation and, often, a fear of one’s reaction
to it. The fear is often recognised as exaggerated, but sufferers still tend to avoid the phobic stimulus
(overtly or covertly), and their ability to functioning optimally is disrupted.

Panic disorder: describes the repeated experience of panic attacks (panic attacks are described as sud-
den increases in anxiety accompanied by symptoms such as palpitations, breathlessness and dizziness).
Such symptoms are often experienced as terrifying and are typically misinterpreted as signs of im-
pending or current ill health, like a heart attack or a stroke. Panic disorder can occur with or without
agoraphobia.

Hypochondriasis: describes an anxiety that is characterised by a preoccupation with, and fears of,
having a serious illness, either now or in the future.

Social phobia: is characterised by a marked and persistent fear of social or performance situations in
which a person feels scrutinised by others and fears embarrassment or humiliation. The fear is restric-
ted to social situations and the sufferer is very focused on their physical symptoms and behavioural
performance.

Generalised anxiety disorder (GAD): manifests as persistent and excessive worries, fears and negat-
ive thoughts about the future which then lead to distress and/or impairment of performance.

Obsessive-compulsive disorder (OCD): is characterised by recurrent obsessions (persistent and in-
trusive thoughts, images or impulses) and/or compulsions (compelling repetitive behaviour or rituals
or mental acts intended to put right or neutralise the obsession). Sufferers realise that their fears are
probably unfounded but remain compelled to act on them trying to ignore, suppress or ‘neutralise’ the
obsession with some other thought or action.

Acute stress disorder (ASD): is diagnosed when a person, who has been exposed to a traumatic event,
develops anxiety symptoms, a sense of re-experiencing of the event and marked avoidance of stim-
uli that trigger recollections of the trauma. The disturbance occurs within four weeks of the traumatic
event.

Post-traumatic stress disorder (PTSD): occurs ollowing an event deemed seriously threatening to
oneself (or others) which resulted in intense fear, helplessness or horror. Symptoms include intrusive
memories of the traumatic events (e.g. nightmares, flashbacks), avoidance, numbing and hyperarousal.

Labels are all very well, but what is it like to experience an anxiety disorder?



• Specific phobia: People with phobia also tend to be on the look-out for signs of
‘danger’: so someone with a spider phobia would always check out the corners of
a room or someone with a fear of heights would be vigilant in spotting road signs
indicating bridges. Phobias can focus on a range of things: animals, the natural en-
vironment, specific situations and so on. Specific fears will trigger an elevation in
blood pressure – with the exception of blood phobia, which causes it to drop. Thus,
blood phobia, unlike other phobias, can lead to fainting.

Lucas was afraid of frogs. Ever since his older bothers had frightened him by dropping one down his
shirt, he had found them unbearable – their slimy skin and, worst of all, their quick unpredictable move-
ments. As his work took him into the countryside a lot, his fear presented a problem. It limited his
ability to go into damp areas, he was so busy looking out for frogs that his concentration was impaired,
his physical nervousness was unpleasant and it also distracted him from the job.

• Agoraphobia: is a particular form of fear whereby the sufferer fears being away
from a place of safety or a place where escape is easy. In DSM-IV it is not regarded
as a diagnosis in itself and is associated with panic disorder (see below) as agora-
phobia is commonly linked with the fear of having a panic attack or panic-like
symptoms whilst away from a safe base. However, agoraphobic-like behaviours
can be associated with other fears such as social anxiety or PTSD (see below),
where it can be a safety behaviour to avoid social embarrassment or to avoid the
triggering of a flashback, for example.

• Panic disorder: Sufferers of panic disorder have an enduring tendency to misin-
terpret benign experiences as indicative of catastrophe and this leads to repeated
panic attacks. Agoraphobia is common as it is a means of avoiding the situations
which the sufferer believes will trigger a panic attack.

Monika described herself as a sensitive and highly strung woman but until recently she had been con-
fident in her career and seemed to be coping well. Several months ago work stress and uncertainly took
its toll and she went to the doctor with palpitations, dizziness and nausea. Monika believed that she
was having a heart attack. Her GP assured her that this was a panic attack. At first she found it hard to
accept that her experience was not heralding a heart attack, especially as the symptoms worsened over
time and her chest pains became more intense. Each ‘attack’ seemed worse and her fears grew. Gradu-
ally she began to consider that she was experiencing panic – but this gave her little consolation as she
was now terrified of the awful sensations of a panic attack. She became very sensitive to the slightest
discomfort in her chest and awareness of chest pain would usually escalate into a panic attack. She tried



not to attend to sensations in her chest and refused to talk about panic with her therapist in case this
triggered an attack.

• Hypochondriasis or health anxiety: both these terms are used to describe fears as-
sociated with health. Sufferers tend to be hypervigilant for, and to misinterpret, be-
nign bodily symptoms as indications of illness. However, the experience is differ-
ent from panic disorder in that panic attacks are extremely acute, while those with
health anxiety experience more chronic concerns and preoccupations. Sufferers of
health anxieties also tend to seek reassurance very actively but, typically, the reas-
surance does not have an enduring effect and the health concerns return.

Maya worried about developing cancer. She regularly checked her body for outward signs of the disease
and she noted any sensation that could indicate cancer. In particular she noted headaches which she
feared indicated a brain tumour, abdominal discomforts (ovarian cancer), and changes in her bowel
movements (bowel cancer). She veered between avoiding reading articles about health (in case she de-
veloped new concerns) to spending hours on the Internet reading about cancer symptoms. She visited
her GP practice regularly to discuss her ‘symptoms’. Typically she felt initial relief when reassured that
she was healthy, but this soon wore off and doubt and worry would set in again. She tried not to turn to
friends for reassurance because she knew that this now irritated them.

• Social phobia or social anxiety: The description of social phobia in DSM-IV is
specific (see above) but extreme shyness can also be a problem in those who do
not meet DSM diagnostic criteria. In these cases the term ‘social anxiety’ tends to
be used (Butler & Hack-mann, 2004). Avoidance is a common coping strategy in
both social phobia and social anxiety (including subtle avoidance such as using al-
cohol to cope in a social setting or avoiding eye-contact) and this helps to maintain
the problem. It is sometimes also maintained because symptoms of anxiety impair
social performance – not being able to think clearly or shaking, for example – and
this enhances self-consciousness and social fears.

Lilia was perfectly confident and able in her work as long as she did not have to speak to a group of
her peers or present herself to prospective customers. If she knew that she would have to address her
colleagues she would begin to worry that they would realise that she was incompetent and she would



become so tense that she was unable to concentrate or sleep properly. She would first try to delegate the
task to someone else and if she was unable to do this she then tended to ‘stick her head in the sand’ and
ignore the challenge. As a result, she was often ill prepared for presentations and they never went as
well as she had hoped. This confirmed to her that she had been incompetent and that it was now public
knowledge. If she needed to meet a new customer, she had similar fears.

• Generalised anxiety disorder (GAD): Typically, sufferers of GAD are beset with
‘What if …’ worries, pervading many aspects of their lives: ‘What if I miss
my connection?’, ‘What if I can’t answer the questions?’, ‘What if my child is
harmed?’ Worry is the main cognitive feature and it is not uncommon for sufferers
to worry about worry, thinking that they are going mad. On the other hand, some
clients attribute positive qualities to their worrying, such as: ‘Worrying means that
I will be prepared’. However, worrying undermines problem-solving and so clients
with GAD tend not to deal well with challenges. They also tend to be intolerant of
uncertainty, and this underpins reassurance-seeking behaviours.

Colin experiences high levels of worry and anxiety sometimes amounting to panicky feelings, physical
tension and shortness of breath. He wakes ‘with a feeling of dread’ and describes ‘worrying about
everything: one worry just seems to merge into the next’. He worries about his daughter’s health and
academic progress, about financial matters and whether he will be made redundant and fail to meet the
mortgage repayments, about his own health. He finds it difficult to make decisions at work and fre-
quently seeks reassurance from his boss. He fears that his worry will take lead to a ‘mental breakdown’.
He avoids watching the news and reading newspapers, especially anything to do with health and fin-
ance, to prevent himself from ‘obsessing’ about it.

• Obsessive-compulsive disorder (OCD): OCD sufferers believe that they are re-
sponsible for the safety of themselves or others, and their fears centre, for example,
on contamination (e.g. passing on germs by not washing hands sufficiently); disas-
ter due to neglect to do something properly (e.g. switching off switches); behaving
inappropriately as a consequence of having improper thoughts (e.g. thinking about
swearing in church resulting in swearing). Some compulsions represent exagger-
ated helpful behaviours, such as washing excessively to avoid contamination, oth-
ers represent more superstitious behaviours, such as ritualistic counting.



Joachin could not remember a time when he had not felt the urge to touch things in a ritualised way. He
had an awful feeling of foreboding – that something bad would happen to him or a loved one – which
was only relieved when he tapped a surface with his elbow or, if he was passing through a doorway, he
rocked three times (in Joachin’s mind this was like tapping the floor with his feet). He felt embarrassed
by his actions as he knew that they were irrational and he had been teased at school for them – however,
the sense that something bad might happen if he didn’t was so strong and so very unpleasant that he
always gave in to the urge in order to get mental and emotional relief.

• Acute stress disorder (ASD): lasts for a maximum of four weeks. After this time,
this presentation is diagnosed as PTSD (see below).

Alison had been sexually assaulted. Two weeks later she still could not sleep in her bedsit where it had
happened even though she had redecorated the next day in order to try to eliminate the memory of her
rape. She had taken leave from her studies because she found that she could not concentrate, was tear-
ful and snapped at everybody. Being at home, though, made it worse: she was agitated and she couldn’t
eat or sleep properly. When she closed her eyes she saw his face and at night she was terrified by every
noise and sometimes she felt as if he were there, as if she could smell him.

• Post-traumatic stress disorder (PTSD): In this disorder, concerns focus on an en-
during sense of danger, although shame, disgust and anger are also reported. Typ-
ically, clients with PTSD can recall fragments of the traumatic event, or events,
in detail, but the entire picture is jumbled or incomplete (Foa & Riggs, 1993). A
common and frightening traumatic memory is the very vivid ‘flashback’ which
can give the sense of re-experiencing the traumatic event, but PTSD sufferers can
also experience nightmares and other less vivid recollections. A common coping
strategy is avoiding the triggers for these memories.

Anton had witnessed a fatal shooting. Six months later he still had nightmares of the event and even in
his waking hours he experienced brief ‘flashbacks’ to the killing. He felt as though he was in a constant
state of physical tension and the slightest provocation made him jump. Anything that sounded like a
shot would trigger a panic reaction and flashbacks. He could not walk past the shopping arcade where
the shooting took place and more recently he had begun to avoid that part of the shopping district alto-
gether – it brought back too many memories.



There are also anxiety disorders that fall outside a formal diagnostic category, and DSM-
IV uses the category ‘Anxiety Disorder Not Otherwise Specified (Anxiety Disorder NOS)’
(DSM-IV-TR; APA, 2000). This reminds us not to assume that clients will slip neatly into
a category, and we should certainly not try to ‘ease’ them into one.

Maintaining processes

Why do anxiety disorders persist? The key to this (and to managing problems) is identify-
ing the maintaining cycles that explain their persistence.

Figure 13.3 The maintaining cycle of anxiety

There is a common pattern to the maintenance of anxiety problems (see Figure 13.3). In
response to an internal or external trigger, the anxious client assumes threat or danger and
either draws a catastrophic conclusion (something bad has happened and this has fright-
ening implications for the future) or makes a catastrophic prediction (something bad will
happen). Understandably, the client then tries to protect himself from the perceived threat.
For example, the person with agoraphobia retreats to a ‘safe’ base or the client with health
anxiety seeks reassurance. Such responses give immediate relief but do not challenge the
validity of the belief. Thus, the person with agoraphobia fails to learn that it is possible to
be in a public place without something terrible happening; the client with health anxiety
does not learn to assure herself of her good health. In short, the original fears remain intact,
ready to be triggered sometime later.

Essentially, anxiety disorders are perpetuated by how we feel, what we think and what
we do. Clark (1999) has proposed that six processes maintain distorted beliefs about the
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(irrational) dangerousness of certain situations, even in the face of evidence that the world
is a safe place. These are summarised below and might give you some hypotheses about
the nature of your clients’ problem(s).

Safety-seeking behaviours (Salkovskis, 1988): these are behaviours or mental activ-
ities which are carried out in an attempt to minimise or prevent something bad from hap-
pening (see also Chapter 4). Of course, behaving in a safe way is not dysfunctional: look-
ing both ways before we cross the road is a highly functional safety-seeking behaviour.
However, standing at the kerbside repeatedly checking for cars, unable to take the risk of
crossing, is an exaggerated and unhelpful safety-seeking behaviour – it is the latter that
Salkovskis describes. In Figure 13.3, they fall into Box 2. These responses can prevent a
person from learning that they overestimate danger, because each ‘safe’ experience is at-
tributed to the success of a safety behaviour (SB). For example, a young woman with vomit
phobia might get through the day without feeling nauseous and certainly without being
sick. This should provide assurance that she is not at risk of vomiting. However, if she has
been sucking mints as a safety strategy, she will attribute her well-being to the sweets. Al-
ternatively, a man with panic disorder who fears having a heart attack may move around
slowly in order to remain safe; he may attribute his good health to slow movement rather
than realise that he has a healthy heart. Colin and Maya, in the previous examples, both
engaged in the unhelpful safety-seeking behaviour of seeking reassurance, while Joachin’s
ritualised touching was his safety behaviour.

The distinction between ‘helpful coping behaviour’ and ‘unhelpful safety behaviour’
reflects the intention behind the behaviour. For example, a man might relax his shoulders
and slow his breathing in response to feeling tense and, subsequently, feel calmer. If he in-
terpreted this as, ‘I’m only feeling better because I did my relaxation routine and if I had
not done it something terrible would have happened’, it is unlikely that he would devel-
op confidence that he could manage tension and need not be afraid of it: the ‘relaxation
routine’ would be a safety behaviour. However, if he concluded, ‘If I’m tense, I relax’, then
relaxing is simply a functional coping behaviour, and he is likely to grow confident that he
can cope. Rachman et al. (2008) remind us not to reject all SBs as anti-therapeutic as their
judicious use, particularly in the early stages of therapy, can facilitate change by giving cli-
ents the confidence to take the first steps of engaging in treatment. Over time they can be
encouraged to systematically drop unhelpful behaviours as their adaptive coping repertoire
grows.

Focus of attention: this falls into two categories, (1) attention directed towards threat
cues and (2) attention directed away from them. Examples of the former would include Lu-
cas who, because of his frog phobia, scans for signs of undergrowth or wet areas that could
conceal a frog, or Lilia, with her social anxiety, who ruminates on her behaviour at work,
concentrating on all the dissatisfying aspects of it. Increased focus of attention serves to
emphasise the fear, as it is constantly in mind and because anyone who scans for threat is
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vulnerable to assuming the worst: thus a clump of moss ‘is’ a frog, bubbles on the water’s
surface ‘is’ frogspawn. In these ways, this person experiences an inappropriately increased
amount of fear.

Examples of attention being directed away from threat cues would include Lilia’s ‘head
in the sand’ strategy or the socially anxious person who avoids eye contact, or the road-
traffic-accident victim who averts his gaze when nearing the site of the accident. In doing
this, the fundamental fears are not faced, not even named in some instances, and it becomes
impossible to challenge the beliefs about the perceived threat.

Spontaneous imagery: several studies indicate that mental images can enhance the
sense of threat (Ottavani & Beck, 1987; Clark & Wells, 1995). For example, the person
with social phobia might hold a vivid mental picture of himself looking incompetent, or the
client with panic disorder might have a catastrophic image of herself losing control. Such
images appear to heighten anxiety. Imagery is particularly relevant in the maintenance of
PTSD, where vivid traumatic intrusions are thought to maintain a sense of current threat to
the individual and thus prevent anxieties from remitting.

Emotional reasoning: this refers to the process of believing that ‘If I feel it, then it
must be so’ (see also Chapter 8). Arntz, Rauner and van den Hout (1995) showed that
anxious patients rate situations as being more dangerous than control subjects do – even
when given information that assured them of safety. Anxious clients conclude that there
must be a threat because they feel anxious. Thus, based on her feelings, a highly nervous
woman might not be able to identify danger but would assume it existed; or a man might
feel anxious about his thoughts and thus assume that his thoughts are dangerous. Often,
such assumptions serve to further heighten anxiety.

Memory processes: Clark (1999) suggests that there are distortions of memory that
account for the perpetuation of problem anxiety: namely, selective recall of threat and
anxiety-provoking situations. Selective recall means that anxious individuals tend to have
the capacity for more negative and traumatic recall of their own past experiences than do
non-anxious individuals (Mansell & Clark, 1999). This, of course, helps maintain a view
of the world as personally threatening. Selective recall also prevents someone from being
able to appraise the bigger, more balanced, picture. Without this, fears cannot be put into
perspective. The most striking example of this process is PTSD, where sufferers have in-
tense recollections or flashbacks which maintain a sense of current threat whilst having an
imprecise recall of the entire event – which would otherwise help to put the intense recol-
lection into context and combat the impression of danger being current.

Interpretation of reactions to a threat event: the conclusions that a person draws
when experiencing anxiety symptoms can exacerbate the problem. For example, if
someone with a perfectly normal initial response to threat jumps to the catastrophic con-
clusion ‘I’m going crazy!’ or, ‘I’m going to pass out!’ this can heighten fear, provoke an-
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ticipatory anxieties and result in the use of avoidant strategies which are likely to prolong
the fears.

Another process that has been associated with protracted or exaggerated anxiety is worry
(Borkovec, 1994). Although a brief period of worrying is helpful as it guides our attention
to potential threats (Davey & Tallis, 1994), prolonged worrying becomes unproductive and
can even be actively undermining. For example, whilst on holiday, I might worry about
losing my passport. This focuses my thinking: I check that I have my passport and I con-
sider where I might put it for safety. A more anxiety-prone person might worry about los-
ing his passport but continue this cycle of worry even though he had checked that he was
carrying it. He might keep thinking, ‘but what if …’ and increase his anxiety levels with
each repetition of this (usually unanswered) question. This further exacerbates the problem
because the sufferer, locked into repetitive worrying, often avoids addressing more central
concern(s), hence preventing problem-solving.

For example, Tom came to therapy for help with his concern about contracting genital herpes back in
his village in Africa. Exploration and challenging of his fear always ended in: ‘but what if I have caught
it and it will show itself later?’ Over several sessions, he began to talk about the shame that he would
experience if he had herpes and later spoke of his shame for having run from his village when he saw
military-police vehicles. He had later discovered that several members of his family had been shot by
the military police that day and his active concerns about herpes helped him to avoid the pain of this.
However, it also prevented his grieving and the resolution of that pain.

Clearly, the groups of thinking biases described in Chapter 8 (selective attention, extreme
thinking, relying on intuition, self-reproach) can also play a part in the maintenance of
problem anxiety, so you need also to bear them in mind when understanding your clients’
problems.

In summary, then, understanding the maintaining cycles that drive problem anxiety is
fundamental to managing it. What implications does this then have for therapy? The beauty
of identifying maintaining cycles is that we can then plan interventions to break these un-
helpful patterns, and in the next section we will look at this.

Treatment approaches

As we indicated earlier in this chapter, it is essential that you carry out a thorough assess-
ment before attempting to classify your client’s problem. You can find detailed guidelines
on assessment in Chapter 4, and McManus (2007) and Butler et al. (2008) provide brief,
but useful, guides to the assessment of anxiety. In those cases where it becomes clear that
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the difficulty does indeed fall into a recognisable DSM category, you are urged to use the
established cognitive model and treatment protocols for that disorder. These are elaborated
in the next chapter.

Earlier we outlined the generic anxiety cycle: a trigger taps into a fear, the client re-
sponds in a self-protective way (usually a form of avoidance), the fear is unchallenged and
remains intact, ready to be triggered in the future.

John is so scared of confined spaces that he can no longer travel by air or public transport, he cannot
use lifts and he will not ride in another person’s car. His alarming prediction is that, in a confined space,
he will not be able to get sufficient air and will suffocate. John protects himself as best he can: for ex-
ample, if he has to travel, he will use his own car; he will choose a route that allows him to stop as
he feels necessary; he will have the windows open to ensure that he gets enough air. The consequence
of his use of safety behaviours is that he avoids the lack of air that he fears and thus his belief that
something dreadful will happen remains intact.

Pamela fears contamination of herself and loved ones and has a catastrophic prediction that someone
might die as a result of contamination. Like John, she does her best to deal with her fear and engages
in quite elaborate cleaning rituals and uses plastic covers on her furniture to repel dirt. She also asks
her family to remove their shoes outside the house, immediately go into the cloakroom by the door and
to ‘scrub up’ before entering the main living areas. Each of these strategies ensures that Pamela avoids
facing her fear and, as a result, she never gains confidence that she can relax her standards for cleanli-
ness. Her problem is further enhanced by her family members colluding with the avoidance.

Essentially, if John and Pamela are to overcome their problems, they need to break the
cycle by challenging their fears (Figure 13.4).
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Figure 13.4 Breaking maintaining cycles

John, with the help of his therapist, agreed to let go of some of his safety behaviours (giving up all of
them was too threatening to begin with), and he began driving with his window closed. He found that
he had ample air and the only times that he felt short of breath were when his anxiety increased be-
cause of a driving challenge and not because of a shortage of air in his car. This began to undermine his
fear-related beliefs and he dared to relinquish more of his unhelpful behaviours. He and his therapist
worked out a programme of behavioural experiments (BEs), and he began to drive on motorways where
he might have to stay on a stretch of road for miles before being free to take a break. He gradually
took on increasingly challenging tasks and soon became comfortable driving on any stretch of motor-
way. By now his fearful predictions of catastrophe were significantly undermined and the maintenance
cycle for his fear broken. As a result, he was able to begin to use public transport with relative ease.
In John’s case, the results of behavioural changes facilitated cognitive change: his behavioural achieve-
ments challenged his earlier beliefs with very little input from the therapist.

Pamela’s excessive cleaning and her demands on her family members eventually became intolerable,
and her husband and children persuaded her to seek therapy. At first, Pamela was both sceptical of
therapy and very frightened of making changes. It seemed improbable that she would begin to change
her behaviours without some compelling assurance that it would be worth the risk. Thus, her therapy
began with a cognitive emphasis (see Chapter 8) and data-gathering, using a survey method of BE (see
Chapter 9). She made a checklist for her friends, asking them what precautions they took to avoid con-
tamination in their homes. She gave options such as: covering the furniture with plastic and asking
family members to leave their shoes outside, and so on. She also asked how often they or their family
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members were sick. Using this approach, she first discovered that not only did her friends not engage
in elaborate precautions, but that they and their loved ones were rarely ill and never fatally. This helped
her feel less afraid of changing her own behaviours and she was then able to engage in a series of be-
havioural experiments that systematically helped her to drop her SBs.

When aiming to break unproductive cycles, you are always faced with the question of what
interventions to use. As cognitive therapists, we have a collection of cognitive, behavioural
and physical strategies at our disposal (see Chapters 8, 9 and 10). The key is in identifying
relevant components of the maintaining cycle and ‘matching’ the techniques accordingly.

The physical strategies, such as relaxation, are particularly useful when the physical
consequences of being anxious impair performance (shaking, for example) or when phys-
ical activity becomes aversive, because of physical discomfort, and is avoided. The behavi-
oural techniques are invaluable in tackling avoidance head on and can also be used in self-
monitoring and planning, as with activity scheduling. The cognitive approaches are relev-
ant for helping clients ‘stand back’ from their problems and identify the components of a
maintenance cycle, for helping them evaluate the usefulness of certain ways of processing
information and in helping them re-evaluate unhelpful perspectives.

An additional adaptable technique is the ‘Theory A vs. Theory B’ strategy. This col-
laborative intervention, developed by Salkovskis and Bass (1997), promotes therapy as a
behavioural experiment offering the opportunity for testing two opposing theories. Essen-
tially, one theory is, ‘There is danger’, and the other is, ‘I am worrying too much about
danger’. As a therapist, you need to adopt a curious, experimental approach to consider-
ing the two theories. Rather than proposing that the client is incorrect in holding a particu-
lar belief, instead, you suggest that perhaps the client is right but perhaps there is another
possibility. These alternatives are then explored in therapy: Theory A reflects the client’s
predicted belief (for example, ‘I am seriously ill’), while Theory B states an alternative ex-
planation (for example, ‘These symptoms are due to anxiety’). You and your client can test
the theories both retrospectively (by reviewing past beliefs, behaviours and outcomes) and
prospectively (by setting up behavioural tests). This both brings the benign theory into the
client’s awareness and potentially collects data to support it.

Table 13.1 Problems and techniques

Examples of problems Examples of techniques
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Physical
Muscular tension impairing sleep or public speaking Relaxation
Avoidance of exertion because of a prediction of threat
to health Exercise Behavioural

Avoidance of perceived threat Graded practice
Unawareness of relevant patterns or fluctuations in anxi-
ety. Limited Activity scheduling

engagement in soothing, relaxing activities
Focusing on the worst prediction. Avoiding behavioural
challenges

Behavioural experiment (Theory A vs. Theory B)
Cognitive

Poor insight into the processes maintaining anxiety. An
inability to Decentring

see ‘thoughts’ as ‘thoughts’
Chronic and unproductive worry cycles Distraction
Skewed beliefs or images which perpetuate anxiety Cognitive testing
Inability to define difficulties, to make decisions, to plan
ahead Problem-solving

In summary, anxiety disorders reflect a normal reaction to stress or threat which has
become exaggerated by heightened physical reactions, skewed thinking and/or problem be-
haviours. This sets up unhelpful cycles which can be broken by introducing techniques to
counter problem sensations, cognitions and behaviours. Table 13.1 shows several examples
of CBT techniques and type of problems for which they would be relevant.

Problems when working with anxious clients

Self-fulfilling prophesies: cognitive

It is not unusual for the mental effects of heightened anxiety to undermine thinking. We
have all probably encountered the client who describes his mind ‘going blank’ or who com-
plains that so many concerns race through his mind that he cannot think straight. A graded
approach to facing difficult situations, backed up by strategies to reduce stress levels (such
as constructive self-talk) can help your clients learn to manage their anxiety levels, allow-
ing them to then systematically face their fears.
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Self-fulfilling prophesies: physical or behavioural

Similarly, we often encounter clients who report that the physical effects of anxiety impair
their performance: struggling to find words during public speaking, shaking while writing
in public and so on. Again, helping them learn self-calming strategies that will minimise
the physical effects of anxiety, followed by facilitating them through a series of graded and
systematic behavioural experiments can help your clients build a body of positive data that
will help to consolidate their confidence.

The power of avoidance

Avoidance is the most compelling safety behaviour. It often represents the path of least res-
istance, providing tremendous short-term reward. Avoidance can be passive, as with clients
who simply do not engage with their fears (not leaving the house, not using public trans-
port, not attending social events, for example), or it can be active, when a client puts much
active effort into avoiding facing their fears (for example, the person with OCD who car-
ries out elaborate or time-consuming rituals in order to avoid facing a fear of contamina-
tion or a fear of causing harm). Avoidance can also be subtle: for example, a person carry-
ing out a frightening task but drinking a unit or two of alcohol first; or a socially anxious
person helping with ‘hostess duties’ to avoid having to engage in proper conversations; or
someone with agoraphobia appearing to get out and about but using a mobile phone as a
constant link to his safe base. A thorough assessment is needed to clarify the complexities
of avoidance – remember to ask questions such as: ‘And is there anything else that helps/
that you use to get you through such times?’, ‘What do you do that you wouldn’t do if you
did not have this problem?’, ‘What do you not do as a result of having this problem?’

In order to help clients reappraise the usefulness of avoidance, we can:

• encourage self-monitoring – including monitoring the longer-term consequences
of avoidance;

• share a formulation – clearly illustrating the disadvantages of this choice of coping;
• negotiate a graded reduction in the use of avoidance for the particularly reluctant

client (using a series of behavioural experiments); the positive feedback of success
will then support further reductions.



‘I’m anxious all of the time’

This common statement rarely stands up to self-monitoring. Although a client’s retrospect-
ive appraisal might be, ‘I have the headache all of the time’ or ‘The images are with me all
of the time’, both daily thought records (see Chapter 8) and activity grids (Chapter 9) can
reveal a variation in levels of physical tension and visual intrusions. Once these variations
are clear, patterns and correlates can be established and cycles understood and ultimately
managed.

‘I do all the things that we agree, and my anxiety does not decrease’

If this is the case, look for subtle forms of avoidance and safety-seeking behaviours, in-
cluding superstitious behaviours such as doing or saying things so as ‘not to tempt fate’.
This can include the misuse of distraction, which results in the client concluding ‘I only
got through this because I distracted myself’, rather than concluding ‘I took my mind off
my worries and calmed myself’. In addition, you might find it helpful to consider the rate
at which the client is facing the feared situation: although graded practice can be helpful, if
it is too gentle and cautious, the client will gain little sense of achievement. Also check if
others are helping to maintain the problem: a doctor reassuring his patient, a partner being
critical and undermining, a ‘helpful’ neighbour shopping for your client.

Not being bold enough to face the fear

This can apply to both you or your client. When your client is reluctant to tackle a de-
manding challenge, you need to ask, ‘Is this an appropriate task for this person at present?’
Although it is important to encourage clients to engage in challenging tasks, they should
not be over-stretched, as this can cause demoralisation and drop-out. However, it is pos-
sible that the task is appropriate yet the client cannot overcome reluctance to take it on.
This might be because they have inhibiting beliefs about feeling anxious, such as ‘Feeling
anxiety is bad or dangerous and I must avoid it’. Ensure that your client appreciates that
feeling anxious is not synonymous with failing and that it is to be expected during a beha-
vioural assignment geared to facing fears. Also, make sure that you have shared a rationale
that makes clear the advantages of tolerating the discomfort of the task. Similarly, you may
need to address unhelpful assumptions concerning behavioural assignments (such as: ‘This
won’t work for me – my anxieties are different from others’, or ‘What’s the point – I know
the theory and that should be enough’), perhaps including behavioural experiments to test
such assumptions.
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The client relies on medication to manage anxiety

This is a problem if your client really invests his confidence in medication so that the CBT
intervention holds little credibility for him and his motivation to engage is low. In addition,
there is some evidence that some anxiolytics interfere with CBT for anxiety (Westra & Ste-
wart, 1998). If you feel that your client is over-reliant on medications, explore his assump-
tions about drugs and CBT to see if it is possible to engage him in behavioural experiments
that might help him develop more confidence in a psychological approach. It is not unusual
for even well-motivated clients to be taking anxiolytic medication when they begin ther-
apy, but they often readily learn cognitive behavioural techniques and then systematically
reduce their medication – however, this should always be done with medical supervision.

Summary

• Anxiety disorders reflect a normal reaction to stress or threat which has become
exaggerated by heightened physical reactions, skewed thinking and/or problem be-
haviours.

• Problem anxiety is maintained by unhelpful cycles which are driven by cognitive
biases and, usually, avoidant behaviours.

• There are many presentations of anxiety disorder and careful assessment will tell
you which disorder best describes your client’s condition. Some anxiety present-
ations, however, do not fit neatly into a diagnostic group and some clients will
present with one or more types of anxiety disorder: you need to be prepared for
this.

• As a cognitive therapist you have a range of interventions that can be used to help
your clients manage their anxiety-related problems. These include physical, beha-
vioural and cognitive strategies. Deciding on the appropriate intervention depends
on developing an appropriate formulation, which will be based on a sound assess-
ment.

• The anxiety with which your clients struggle can sometimes hinder therapy, but
this is often readily overcome by attending closely to unhelpful thoughts and be-
haviours.



Learning exercises

Review and reflection:

• Do you recognise your own clients in the description of anxiety disorders? In
what ways are your clients similar or different?

• Does the description of anxiety disorders being an unhelpful development of
‘normal’ anxiety fit with your experience? How could you use this under-
standing to better help your clients?

• Do you see the cognitive biases described in this chapter in your own clients?
Can you bring to mind examples from your own work?

• Look through the summary of strategies for managing anxiety-related prob-
lems – are you familiar with them? Are there gaps in your knowledge?

Taking it forward:

• Review your anxious clients and reformulate their difficulties in the light of
having read this chapter.

• Consider how you will share an understanding of the development of prob-
lem anxiety.

• Check that your maintaining cycles make sense for you and for your client.
Ensure that you have considered the cognitive, the behavioural, the physical
and the systemic factors that could be fuelling vicious cycles.

• Read more about the strategies for managing anxiety – go back to source ma-
terials to ensure that you properly understand them.

• Keep your formulation updated. Anticipate that there might be some diffi-
culties when working with the very anxious and be ready to revise your for-
mulation and to understand why these difficulties make sense rather than as-
suming that the therapy is not working or that your client is not complying.



Further reading
Butler, G., Fennell, M., & Hackmann, A. (2008). Cognitive-behavioural therapy for anxiety disorders:

mastering clinical challenges. New York: Guilford Press.
A wise and excellent formulation-based approach to treating anxiety disorders which remains
evidence-based. It is extremely readable yet avoids oversimplifying the management of anxiety disor-
ders.

Clarke, D.A., & Beck, A.T. (2009). Cognitive therapy of anxiety disorders. New York: Guilford Press.
A comprehensive, integrative text which combines theoretical and clinical wisdom. It provides an
overview of models of anxiety and an easy-to-read summary of the empirical literature. It is an access-
ible, up-to-date and practical text.
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Anxiety Disorders: Specific Models and Treatment
Protocols

Introduction

Many of the anxiety symptoms that our clients experience will fall into diagnostic categor-
ies, for which there are specific cognitive models and treatment protocols evolved from clin-
ical trials. Major references for key models and protocols are summarised in Table 14.1. The
publication dates for some of these references will show you that many of these models are
long established.

In this chapter, we will introduce the cognitive model for each of these disorders along
with the associated treatment guidelines. You will probably notice similarities across mod-
els, but it is important to note the sometimes subtle differences between them. Empirically,
the subtle differences matter, as you will see later when we review treatment protocols that
are based on the different models.

Table 14.1 Key models and protocols for anxiety disorders

Anxiety disorder References
Specific phobia Kirk & Rouf (2004)
Panic disorder and agoraphobia Clark (1986, 1999); Wells (1997)
Health anxiety Salkovskis & Warwick (1986); Warwick & Salkovskis (1989)
Social anxiety Clark (2002); Clark & Wells (1995); Wells (1997)

Generalised anxiety disorder (GAD) Borkovec & Newman (1999); Borkovec et al. (2002); Wells (1997,
2000)

Obsessive-compulsive disorder
(OCD) Salkovskis (1985, 1999); Wells (1997)

Post-traumatic stress disorder
(PTSD) Ehlers & Clark (2000)

Specific phobia

There is, as yet, no evaluated ‘cognitive model’ of specific phobias, although a preliminary
model has been proposed by Kirk and Rouf (2004). In brief, they suggest that clients with
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specific phobias (for example, of a particular animal or situation or of blood) are hypervi-
gilant for threat cues. Thus, the cycle begins with:

• focusing on the perceived threat with selective attention for fear cues. This in-
creases the likelihood of –

• perceiving a threat, whether this is actually what they fear (e.g. a spider or blood)
or a misinterpretation (e.g. a piece of fluff on the carpet or a splash of tomato ketch-
up). This triggers the phobic response, which has both psychological and physiolo-
gical elements. This, in turn, reinforces –

• over-estimating the probability of harm and under-estimating ability to cope (Beck,
Emery & Greenberg, 1985), which then maintains the fear that drives hypervigil-
ance.

The primary cognitions (fear of an object or a situation) exacerbate:

• physiological arousal, which can be further interpreted as threatening; and
• safety behaviours, such as overtly avoiding certain places (e.g. shops, zoos) or situ-

ations (e.g. writing in public) or covertly avoiding feared situations (e.g. wear-
ing excessive amounts of insect repellent to ward off spiders). These then prevent
anxious predictions from being disconfirmed, the fear remains unchallenged and
the sufferer remains hypervigilant.

Beliefs about the meaning of the phobia (secondary cognitions) can also heighten anxiety,
with beliefs such as ‘I am foolish’ or ‘I am going mad’ (see Figure 14.1).
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Figure 14.1 A cognitive model of specific phobia

Karen had always been fearful of wasps. The thought of them made her shudder, and the sight of one
triggered panic. If she saw one, she could not think straight and would run away – recently she had left
her youngest child outside a shop when she ran for cover. She coped by doing all she could to avoid
wasps: never going into the garden during the summer months; not allowing her children to eat sweets
outdoors in case this attracted wasps; keeping the doors and windows closed in her home. It was hard
for her to verbalise what made her so afraid, but she had an image of being unable to escape angry
wasps caught in her hair.

Helping a client overcome a specific phobia involves:

• Exposure: a person can only overcome a fear by facing it. This can be done in
imagination as well as in reality – although exposure in reality is usually more ef-
fective. Facing fears is typically carried out in a graded way so that the client is
challenged but not overwhelmed by the task, and in CBT, exposure is followed by
debriefing so that the client and therapist can make the most of the cognitive and
emotional opportunity for change which exposure affords.

• Decreasing focusing on the perceived threat: this can be achieved by using distrac-
tion and also by setting up behavioural experiments (see Chapter 9) to evaluate the
consequences of reducing the amount of time spent checking or anticipating the
worst. Many clients will hold beliefs such as ‘If I don’t keep a look out for spiders,
I’ll be taken by surprise by one’ and very often the thought continues in a cata-
strophic direction: ‘I won’t cope’. They can be encouraged to test this prediction
using BEs and in this way can often gain confidence that it is unnecessary to re-
main hypervigilant.

• Reducing safety behaviours: this can also be achieved through behavioural experi-
ments (often graded) to test the predictions of harm.

• Addressing misinterpretations by teaching decentring and cognitive reappraisal of
situations. This is relevant to both primary and secondary cognitions.

Karen wanted to tackle her phobia head on and was prepared to try to confront a wasp. She and her
therapist devised a hierarchy of graded behavioural experiments and made predictions about her prob-
able responses to increasingly challenging wasp-related tasks. The experiments began with looking at
photographs of wasps and progressed through to releasing a wasp from a jar into the garden. When she
got as far as releasing wasps, she realised that they flew from rather than to her: her images of the wasps
caught in her hair then diminished. This success gave her courage to work towards dropping her safety
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behaviours. Each lent itself to behavioural testing, and, through this, she discovered that her anxiety
was heightened by her excessive hypervigilance. She also learned that if she left windows open, or let
her children eat sweets outdoors, she encountered wasps, but far fewer than she had predicted, and that
she coped better than she had anticipated.

Blood and injection phobias are different from other phobias as they have a different
physiological maintaining pattern. As blood pressure drops in both these disorders, the cli-
ent experiences unpleasant bodily and mental sensations and the prospect of fainting is real.
These phobias are dealt with in Chapter 10.

Panic disorder

A prominent cognitive model of panic disorder is that of Clark (1986), which identifies the
maintaining factors as:

• Catastrophic misinterpretation of bodily sensations (particularly those associated
with anxiety) as indicative of impending mental or physical harm, such as an im-
minent stroke or heart attack.

• Safety behaviours employed in order to reduce the likelihood of catastrophe. These
include frank avoidance, such as not going to certain places or events, and subtle
avoidance, such as holding on to someone to avoid collapse or sucking ginger to
avoid vomiting.

• Selective attention as sufferers become highly sensitised to ‘dangerous’ sensations
or situations, and their attention becomes biased towards them.
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Figure 14.2 A cognitive model of panic disorder

When Wendy had a panic attack, her chest tightened, she fought for breath and she trembled. She felt
pain in her chest and arms and experienced tunnel vision. She thought she was having a heart attack and
could die. She avoided any situation where she feared she might exert herself as she feared provoking a
heart attack. For example, she no longer did the weekly supermarket shop, nor took her children to the
park. She knew that she was becoming physically unfit, and this heightened her fears.

The management of panic disorder typically involves:

• Generating less catastrophic explanations for the origin of feared symptoms and
less catastrophic predictions of the consequences – for example, attributing chest
pains or a racing heart to anxiety, which is not harmful.

• Setting up behavioural experiments (i) to discover the benign origin of an unpleas-
ant sensation: for example, asking a client to exert himself to trigger feared sensa-
tions such as muscular pains or palpitations; and (ii) to test the validity of the new
perceptions that have been generated through cognitive challenging – such as ‘I’m
feeling the symptoms of anxiety and this will pass’.

• Reducing safety behaviours: this can be achieved through cognitive and behavi-
oural work. Cognitive interventions can be used to generate and explore new ex-
planations for client coping (i.e. explanations other than the ones that drive safety



behaviours). These, in turn, can be reinforced through behavioural testing. For ex-
ample, through preliminary cognitive work, a client began to consider it possible
that she could walk around the supermarket without leaning on a trolley for safety.
However, shopping without the trolley actually consolidated her confidence.

Wendy’s therapist raised the question of whether her muscular pain and difficulty breathing could result
from the muscular tension associated with her state of heightened anxiety. Wendy was eventually con-
vinced of this when she agreed to exercise in the session – even though the prospect had frightened
her and had initially provoked the predicted symptoms. Once she had exercised in the session and dis-
covered that she was a bit breathless but otherwise okay, her belief changed to: ‘I am not having a heart
attack but I am highly anxious and it will pass’. Once she had gained this new perspective, she engaged
in increasingly physically demanding activity. She began by exercising in the session and then between
sessions, and grew confident that a racing heart or muscular tension was not harmful to her. Ultimately,
she attended a gym regularly and ceased avoiding situations that she feared would over-exert her.

Hypochondriasis or health anxiety

The cognitive understanding of health anxiety centres on the enduring catastrophic pre-
dictions concerning future health issues and preoccupation with physical symptoms (i.e.
focus of attention towards the perceived threat). In itself, the fear of developing physical
illness can exacerbate alarming physical symptoms, for which there is also likely to be se-
lective awareness. This leads to high levels of anxiety. Sufferers of health anxiety tend to
engage either in reassurance-seeking behaviours or in avoidance of situations they predict
will heighten their anxiety (safety behaviours).

Reassurance-seeking is ineffective in changing health anxiety as it reflects a reliance on
external support. Sufferers fail to learn to assure themselves, and health concerns remain
intact; there is always room for doubt – ‘Maybe I didn’t fully explain my symptoms to my
doctor …’, ‘Maybe I didn’t fully understand what he said – maybe he said that I could have
cancer!’ Furthermore, it is not unusual for a person who repeatedly complains of poten-
tially harmful physical symptoms to be subjected to various tests, which can be interpreted
as proof of real ill-health.

Maintaining cycles can take several forms:

• Avoidance of situations that trigger health fears: which means that the sufferer does
not learn that there is no need to be over-concerned, that such situations are toler-
able.



• Turning to others, such as medical specialists or family members, for comforting
reassurances (safety-seeking).

• Scanning: focusing on the perceived threat with hyper-awareness of physical sen-
sations such as heart rate, numbness, pain, etc. This means that benign sensations
can be misinterpreted and can feed the health anxiety.

• Checking: this can be related to the sufferer’s body (looking for moles, lumps, etc.)
or to external information (reading medical literature, for example). Either way, it
is then all too very easy to discover things that can fuel alarm.

Tina woke each morning with thoughts that she might have breast cancer. She tried unsuccessfully to
avoid the media and, instead, noticed every article about cancer. Each day she felt compelled to check
her breasts, armpits and neck for signs of lumps or enlarged glands. She believed that it would be dan-
gerous not to check, as a missed tumour could become malignant. She always found something that
gave her concern, so she persuaded her partner to ‘double-check’ for her. The relief each time she was
reassured was exhilarating, although short-lived.

As with GAD, the interpretation of the preoccupation needs to be explored too, as some
clients hold beliefs about their continued concern, such as ‘If I am vigilant for signs of ill-
ness I will be OK’ or ‘If I think about my illness I will bring it on’.

Figure 14.3 illustrates how health anxiety can be maintained through:

1. Avoidance
2. Reassurance-seeking
3. Scanning.

The treatment approaches for health anxiety reflect these maintaining cycles and incorpor-
ate:

• Defining and challenging the content of the catastrophic prediction: as therapist,
you will need to tease out the anticipated worst outcome for your client: for ex-
ample, abandonment or protracted physical or mental torment. For some, the worst
scenario is not simply illness or even death, but the nature and consequences of the
illness or of death – so it is important to understand what illness or death means to
your client. For example, he may not be worried about dying from a heart attack
(perceived as rapid and dignified) but may be preoccupied with the fear of dying
slowly from a neurological disorder, needy and incontinent, or he may not be wor-
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ried about dying from a heart attack as much as he is worried about surviving a
heart attack only to be left disabled.

• It is also wise to explore possible superstitious thinking (meta-cognition) such as,
‘If I don’t think/do think about the illness, I will be protected from it’.

Figure 14.3 A cognitive model of health anxiety

• Testing unhelpful health-related beliefs, such as: ‘Chest pain means my heart is
weak’, or ‘Every worrying symptom has to be checked by my doctor’. This can be
achieved through cognitive interventions and behavioural experiments.

• Reducing safety behaviours (reassurance-seeking, scanning and avoidance). Some-
times, an explanation of the role of these behaviours allows the client to reduce
them; in other instances, it is necessary to challenge beliefs concerning safety be-
haviours, possibly via behavioural experiments. This can also be relevant to carers
who collude with unhelpful behaviours.

• Theory A vs. Theory B, is a useful approach to help clients gain an alternative per-
spective (see Chapters 9 and 13).
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Tina’s most awful thought was that she would die a lingering death that would torment both her and her
loved ones. With help, she was able to review this prediction, but her relief stemmed less from the stat-
istical data about her risk of dying of cancer than from her re-appraisal of her coping resources. Once
she believed that she could tolerate a protracted death (however undesirable this might be), she focused
less on her health and her preoccupation diminished.

She also believed that if she did not get reassurance, she would be unable to withstand the uncer-
tainty, and this would undermine her ability to function. She refined her definition of ‘to function’,
specifying what activities would be impaired and how. She then conducted behavioural experiments to
test the validity of her predictions and learnt that she could use distraction to help her with any tasks
that she needed to complete and that she often functioned better when she kept her health worries at
bay. She then built on this series of behavioural experiments by testing her prediction that she would
become uncontrollably preoccupied by thoughts of cancer if she read or watched the media. She dis-
covered that she could cope.

In addition, Tina’s partner agreed to stop giving her reassurance and, although Tina initially felt un-
comfortable about this, she quickly learnt to assure herself.

At her first review session, Tina reflected on her beliefs in Theory A (that she would get breast cancer
and would be unable to cope) and Theory B (that her preoccupation and safety-seeking kept health
concerns foremost in her mind). She concluded that she now felt that Theory A was unlikely and she
believed 80% in Theory B.

Social anxiety

As we said in Chapter 13, social anxiety can be in the more severe form of social phobia or
the milder ‘shyness’. Some social anxieties are quite specific, only arising when meeting a
new person or an attractive person, for example, or only when carrying out particular tasks
such as writing or eating in public. Sometimes the anxiety is more pervasive.

Cognitive models for social phobia have been developed (see Figure 14.4), most not-
ably by Clark and Wells (1995), which, suggest Butler and Hackmann (2004), are readily
applicable to ‘shyness’. Models of social phobia incorporate the following:

• Perceived social danger. Typical assumptions and predictions of the socially
anxious person are: ‘If I talk to them they will find me boring and reject me’, or ‘If
I don’t get this just right, I will be humiliated’. Essentially, these are fears centring
on being negatively judged and on not coping.

• Self-focused attention. The social anxiety cycle is propelled by intense self-aware-
ness, which can also manifest as self-referent imagery (Hackmann, 1998). This
heightened self-consciousness is distracting and, thus, disabling as it is not possible
to properly review a situation and engage in productive problem-solving. For ex-
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ample, someone who is preoccupied with their ability to perform in front of friends
might not be able to deal with a minor crisis, as all their attention is taken up in
self-evaluation. Being so focused on self also prevents the sufferer from reviewing
situations objectively, and then it is all too easy to (negatively) misinterpret the re-
actions of others.

Figure 14.4 A cognitive model of social anxiety

• Emotional reasoning. The intense introspection about the sensations of anxiety
renders the sufferer acutely aware of symptoms such as shaking and blushing. This
heightens his self-awareness and he feels increasingly self-conscious. Because he
feels self-conscious, he assumes others can see his symptoms as clearly as he feels
them – and he assumes that others will judge him negatively.

• Safety behaviours. Understandably, the socially anxious person will attempt to
avoid predicted humiliation or embarrassment by avoiding social contact – for ex-
ample, focusing on a task such as helping out in the kitchen during a party or
avoiding eye contact during conversation. Of course, in doing so the social fear is
not addressed and remains intact, ready for the next social challenge. In some in-
stances, the safety behaviour is doubly counter-productive. For example, spending
the evening in the kitchen at a party or avoiding eye-contact might well give the
impression that a person is rather odd.



Bette anticipated rejection. Her prediction in social situations was that others would realise that she had
nothing to offer and would not want to know her. If someone did show interest, she discounted it: ‘They
don’t know the real me’, or ‘They were just being polite’. As far as possible, she avoided social gather-
ings, and when she attended them, avoided eye contact but could ‘feel’ the critical gaze of others. She
tended to busy herself attending to the practical needs of guests. If she became involved in conversa-
tion, the intensity of her negative intrusive thoughts rendered her unable to chat.

Interventions for social phobia involve:

• Re-focusing attention away from introspection. This strategy was particularly elab-
orated and evaluated by Wells and Mathews (1994) and involves switching atten-
tion between different sources of sensory information (auditory, visual, sensory
and so on). This is first practised in sessions, then between sessions until the client
becomes adept at shifting his attention away from himself.

• Developing an assertive or compassionate inner voice to combat the harsh criti-
cism that sufferers predict from others (Padesky, 1997; Gilbert, 2000). Thus, you
would encourage your clients to address themselves in an empathic and under-
standing way, for example: ‘It is understandable that I feel like this, I am not very
confident yet. It’s okay to pace myself – I don’t have to be able to tackle the most
difficult situations right now.’

• Cognitive re-evaluation of the cognitions relating to perceived social danger and
emotional reasoning, including behavioural experiments. Particularly useful are (i)
the use of videoed sessions, which allow clients to evaluate the severity of their
overt anxiety symptoms, and (ii) modelling of feared consequences by the therap-
ist. The latter means that you might have to appear to have blushed, sweated or
even wet yourself in a public place – but be comforted that this seems to go un-
judged by the general public.

• There is also a useful series of questions often used to help the socially anxious
client gain a more balanced perspective on problems like blushing, shaking, stam-
mering etc:

◦ Are the symptoms you fear actually as likely to happen as you fear?
◦ Even if they do happen, will it actually be as severe as you imagine?
◦ Even if it is, will other people actually notice?
◦ Even if they do notice, will they interpret it in the way that you fear they

will?



◦ Even if they do see it that way, so what? Is it possible you can survive it
and get on with your life?

Bette learnt several strategies to combat her social anxiety. First, she described her worst-case scenario
and challenged her predictions that (i) she would almost certainly be criticised and ostracised and (ii)
that she would not cope with criticism but would accept it and become deeply depressed. Cognitive
restructuring, developing a strong but caring inner voice and role play with her therapist helped her
to conclude that she was unlikely to be openly criticised, but even if she were, she could stand up for
herself and not spiral into despair. She also learnt strategies to refocus attention from her negative, self-
referent thoughts. In addition, she carried out behavioural tests: she allowed her therapist to log the
number of people who looked at her critically when they attended a social gathering – to her surprise,
the therapist noted no one. Finally, she engaged in a series of assignments focused on not tending to
guests’ practical needs (i.e. dropping her major safety behaviour). As she progressed through the hier-
archy of assignments, she built her confidence that she could mix socially.

Generalised anxiety disorder (GAD)

As described in the previous chapter, GAD is defined as chronic, excessive anxiety and
worry pertaining to a number of events or activities (DSM-IV-TR; APA, 2000).

Sam was 64 years old and felt he should be looking forward to his retirement – his wife certainly was.
However, as usual, he was beset with worries about it: What if he and his wife did not get on? What
if their financial planning had been insufficient? He found his worrying shameful but familiar, and he
could not remember a time when he had been free of it, just times when it was slightly better or worse.

Cognitive models of GAD give prominence to worry as a key cognitive factor. There are
several possible mechanisms for persistent worry:

• Focusing attention towards the perceived threat can be an attempt to avoid ad-
dressing a more distressing fear, as ‘What if?’ statements are superficial to the real
concern. The real concern would be revealed by answering the ‘What if’ question
(Borkovec & Newman, 1999).

• It can also reflect an attempt to avoid facing uncertainty which is felt to be intol-
erable, even in small amounts (Ladouceur et al., 2000; Dugas, Buhr & Ladouceur,
2004).

• The meaning of the worry itself (the meta-cognition) can perpetuate worry (Wells
1997, 2000). Wells calls this Type II worry to distinguish it from worries about



everyday concerns (Type I worry). Type I worries, such as ‘What if I don’t have
enough money!’ can be perpetuated by Type II worries. Type II worries can be
positive, such as the superstitious: (‘If I worry, bad things won’t happen’) or a
misconception about worry (‘If I am worrying, I am doing something useful’) or
the concerns can be negative (‘All this worry will drive me crazy!’). Such beliefs
would increase the likelihood of engaging in worry and continuing to worry could
become a safety behaviour. In Sam’s case, he believed that worry would better pre-
pare him to cope – that he would not be ‘caught out’ by bad luck. So, uncomfort-
able as it was, he felt compelled to worry. Type II worries can also be negative
and alarming (e.g. ‘I will go crazy’), which can trigger more worry (Wells, 1997,
2000). Again, in Sam’s case he was ashamed by his tendency to worry, he felt that
it was weak and unmanly. This, therefore worried him, raised his anxiety levels
and increased his vulnerability to worry. A very vicious cycle.

• Worry undermines the ability to problem-solve, so that a person loses confidence
in their problem-solving ability, which supports further worry (Dugas et al., 2004).

Treatment for GAD focuses on breaking the worry cycle by understanding and eliminating
unhelpful worry and then helping your client address the underlying fears.

Figure 14.5 A cognitive model of GAD

The required steps include:



• Normalising worry and worry awareness training. The former means helping your
client understand that a degree of worry is normal and even helpful but that their
level of worry has probably become unhelpfully exaggerated. Worry awareness
training is particularly useful for those for whom worrying has become habitual. It
simply involves self-monitoring so that frequencies, triggers and patterns of worry
become clear.

• Overcoming avoidance by encouraging articulation of the fear (e.g. personal harm
or harm to loved ones) beneath the ‘What if?’ question, and then helping your cli-
ent address these fears rather than avoid facing them.

• Accepting uncertainty. Butler and Rouf (2004) recommend focusing on challen-
ging the cognitions that reflect intolerance of uncertainty rather than trying to re-
view the likelihood of the feared events actually happening. Therefore they stress
the importance of helping clients simply accept uncertainty. This means that, as
a therapist, you focus on clarifying the alarming answer to ‘What if?’ rather than
debating the probability of the worst-case scenario. Behavioural experiments in-
volving clients testing out their negative predictions about enduring uncertainty
can then be used to help clients accept doubt or ambiguity (see Butler & Rouf,
2004).

• Identifying and testing unhelpful cognitions concerning worry. This would involve
first identifying meta-cognitions, such as ‘Worrying will damage my heart’, or ‘I
must worry so that I am never caught unprepared’, followed where appropriate by
behavioural testing. The aim of the behavioural experiments is not to control the
worry but to change beliefs about it.

• Teaching alternative strategies to worrying, such as problem-solving or distrac-
tion, or limiting the time permitted for worrying, where the aim is to help your
client have the experience of disengaging from worry and learning that all is well.
For example, a client who typically spent five hours in the evening worrying about
events in the next day might develop a plan to worry only during the 30 minutes
between getting home and supper, with other worrying thoughts ‘held over’ until
the following day. Distraction could be a useful strategy to help her resist engaging
in worrying, and thus she would have the experience of learning that she could get
through the evening without being so caught up with her concerns. Another useful
strategy for helping clients ‘put worries aside’ is writing worries on a paper which
is then destroyed (Butler & Rouf, 2004).



Sam was encouraged to articulate his fears: he said that he was terrified that his wife would realise he
had nothing to offer her and would leave him; that they would run out of money and be unable to afford
decent health care; that his wrong decision in taking retirement would cost him his marriage, his secur-
ity and, worst of all, would prove that he was useless. By using cognitive strategies, he was able to both
de-catastrophise specific negative thoughts, but also to appreciate his resilience (he had managed many
personal and business crises in the past) and that enabled him to tolerate the uncertainty of his future.
Throughout, there was a theme of shame, worthlessness and responsibility, and these general negative
themes were also reappraised.

Sam carried out a behavioural experiment comparing his ability to problem-solve when he focused
on his worries with his ability to do so when he distracted himself from them. He learned that worrying
was counterproductive and recognised that it had become both a habit and a source of comfort, as he
believed that he could ward off bad luck by worrying. Once he understood this, he readily distracted
himself from worrying, thus breaking an unhelpful pattern.

Obsessive-compulsive disorder (OCD)

Unwanted intrusive thoughts, in the form of words, images or impulses, are not in them-
selves pathological (Rachman & de Silva, 1978), so we would not attempt to challenge
them, but the response to them can be unhelpful. Cognitive models of OCD share the basic
premise that intrusive thoughts are in themselves normal but become a problem when they
are interpreted as indicating that something bad might happen and that the sufferer is re-
sponsible for preventing it. To manage this fear, the sufferer engages in safety behaviours
(avoidance, reassurance-seeking and cognitive or motor rituals), which prevent him from
learning that his worries are not accurate or that his anxiety will actually decline without
his performing rituals. The aim of CBT is for the client to learn that such intrusive thoughts
do not indicate a need for action and can safely be ignored.

The most common obsessional worries relate to:

• fears of contamination, such as infection from touching a dirty cloth or surface,
leading to washing or cleaning rituals;

• fears of missing something potentially dangerous (such as electric switches which
have been left on, or an unlocked front door) leading to checking and/or repeating
rituals;

• over-concern with orderliness and perfection, leading to repeating actions until
things’ feel right’;

• fears of uncontrollable and inappropriate actions such as swearing in public, or
sexual or aggressive behaviour, leading to unhelpful attempts to control thoughts.



The most common safety behaviours are:

• motor rituals: e.g. cleaning, checking and repeating actions;
• cognitive rituals: neutralising ‘bad’ thoughts by thinking other thoughts (e.g. pray-

ers or ‘safe’ incantations, or other ‘good’ thoughts);
• avoidance of situations, people or objects that trigger the obsessional worries;
• seeking reassurance about the worries from family, doctors or others;
• thought suppression.

Most OCD sufferers have motor rituals, but some have predominantly cognitive rituals
with few if any motor rituals (so-called ‘pure obsessions’ – a presentation that may be
harder to treat).

Vince had always been very cautious and was proud of his high standards for safety. However, since a
promotion (with responsibility for ensuring departmental security), his safety checks had become exag-
gerated and he was now struggling to leave the building at night. He often returned five or six times to
recheck – occasionally driving in from his home. He tried unsuccessfully to put the worrying thoughts
out of his mind. His fear was that insufficient caution would result in a catastrophe for which he would
shoulder the blame. He thought that the shame of this would destroy him.

It has been suggested by the Obsessive-Compulsive Cognitions Working Group (1997),
that the key cognitions in OCD are:

• thought–action fusion: the idea that having a ‘bad’ thought can result in ‘bad’ con-
sequences (e.g. if I think about harm coming to someone, that may make that harm
happen in reality); or that having a thought about something ‘bad’ is morally just
as bad as carrying out a bad action;

• inflated responsibility: an assumption that one has the power and the obligation to
prevent bad things from happening;

• beliefs about the controllability of thoughts: e.g. the belief that one ought to be able
to control ‘bad’ thoughts;

• perfection: the dichotomous assumption that only the best is effective or accept-
able;

• overestimation of threat, which is often related to;
• intolerance of uncertainty: a belief that things can and must be certain, e.g. I ought

to be able to be sure that an action is safe.



As with other anxiety disorders, thoughts about negative thoughts (e.g. ‘There must be
something fundamentally wrong with me for having such thoughts’) can heighten anxiety
(Wells, 2000). Emotional reasoning (the assumption that feelings are a reliable source of
information about a situation – for example, ‘I feel anxious, therefore this must be a dan-
gerous situation’) is also common amongst sufferers of OCD (Emmelkamp & Aardema,
1999) (see Figure 14.6).

Figure 14.6 A cognitive model of OCD

Interventions for OCD incorporate:

• Exposure and response prevention (ERP). This is the best-established intervention
for OCD. The aim is for the sufferer to expose himself to the feared situation
(e.g. something ‘contaminated’) without engaging in his usual safety behaviour
(e.g. washing). Although originally conceived as a behavioural intervention, ERP
is readily adapted to a cognitive model in which it is seen as a BE through which
the client learns that his obsessional predictions of disaster are not justified and
that he can tolerate distress. Rituals are essentially safety behaviours and therefore
ERP is exactly analogous to reducing safety behaviours in any other anxiety dis-
order. It is possible that family, friends or professionals collude or assist with the
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safety behaviours, and it may therefore be necessary to involve them in this aspect
of therapy.

• Testing unhelpful thoughts and beliefs related to the intrusions, such as ‘If I think
it, it will happen’, or ‘I am responsible for the welfare of others’, by using the
cognitive and behavioural strategies described in earlier chapters. The continuum
method, or scaling, can be particularly helpful in addressing the extreme perspect-
ive of the perfectionist (see Chapters 13 and 17). In OCD, the intrusive thoughts
themselves are not directly challenged in this way (since they are seen as normal
phenomena) – it is the negative thoughts about intrusions that need testing.

• Theory A vs. Theory B. As with health anxiety, this intervention can be useful in
highlighting a benign perspective. The aim is to learn that OCD is not about the
need to prevent a real threat but rather about being excessively worried about such
a threat.

Vince’s most unhelpful belief was: ‘I am wholly responsible for any crisis that arises at work’. He chal-
lenged this by recognising the cognitive biases in his thinking and by constructing a ‘responsibility pie’
(see Chapter 17), which helped him to apportion responsibility more realistically. However, he also had
to work on the dichotomous thinking that underpinned his unrealistically high standards: continuum
work (see Chapter 17) helped him to become more flexible. He addressed other key beliefs such as ‘I
will be destroyed if I am to blame’ using standard cognitive interventions.

Feeling more confident that he could tolerate the worst-case scenario, he agreed to a programme
to reduce his safety behaviours. This incorporated an agreement that his wife would not reassure him
when he was at home feeling uneasy about his department’s security. He struggled initially with refo-
cusing his thoughts away from catastrophic possibilities. He kept (meticulous) diaries of his experien-
ces, and these showed clearly that he felt less anxious and more content on the days that he reduced
safety behaviours and catastrophic thinking. He also recognised that catastrophes never ensued at these
times, giving him evidence that his safety behaviours were not necessary.

PTSD

Several cognitive models for PTSD have been developed over the past decade but the most
prominent is probably that of Ehlers and Clark (2000). Cognitive models tend to put an
emphasis on:

• the emotion of fear as the main affective component of the model, although it is
increasingly recognised that emotions such as guilt, grief and shame can be prom-
inent too;

• vivid memories that promote the experience of the danger still being current;
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• these memories being disconnected from an intellectual understanding of the
trauma which might otherwise put them into perspective and enable the sufferer to
better tolerate them;

• memories being experienced very visually, although recollections of a traumatic
event can also be experienced in other sensory modalities (as sounds, physical sen-
sations and smells, for example);

• memories also being experienced as nightmares or as the very vivid flashback.

These memories are emotionally highly provocative and remain so for several reasons:

• Safety behaviours: in an attempt to manage high anxiety, PTSD sufferers often use
behavioural and mental avoidance to inhibit the memories.

• This prevents processing of the memory (i.e. reviewing the traumatic content so
that it can be linked with information about time, place and outcome and therefore
put in the past), so the memory remains a disconnected, emotionally charged re-
collection which, in itself, triggers high levels of distress and arousal.

• Misinterpretations: unhelpful appraisals of the traumatic experience (e.g. ‘This
proves that no man can be trusted’; ‘I brought this on myself through carelessness’)
or of the PTSD symptoms (e.g. ‘I am weak’, ‘I am going crazy’) can further
worsen the distress associated with the intrusions and can therefore lead to in-
creased arousal and more safety behaviours.

In addition, the cycle of PTSD can be maintained by:

• spontaneous and vivid imagery which can be powerfully aversive: thus, sufferers
will try to avoid situations which trigger them;

• selective memory processes, which distort recollections such that they are biased
towards negative aspects of the trauma – thus heightening distress;

• overestimation of danger: it is not unusual for trauma victims to overestimate cur-
rent threats to their safety – in turn further promoting both heightened arousal and
safety behaviours.

See Figure 14.7.
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Figure 14.7 A cognitive model of PTSD

Alistair had been involved in a road-traffic accident when his car tyre exploded at high speed. He had
had a lucky escape. Eight months later, he still experienced vivid memories of his car flipping over,
memories of the sights, sounds and smells as if it were happening again. For him, everything went black
again, he heard metal scraping along the road, sounding like an old train braking; he felt as if he were
hanging upside down and each time he again had the thought: ‘I’m going to die’. He was particularly
likely to have flashbacks when he smelled petrol or when he returned to the area where the accident
took place. Therefore, although he still drove his car, his partner would always refuel, and he never
drove near the site of the crash.

Treatment for PTSD based on the cognitive models involves addressing:

• Spontaneous imagery. Strategies are introduced to diminish the very high levels of
arousal associated with the images, so that they can be processed and contextual-
ised. This means that they form memories which are subject to rational appraisal.
The sense of present threat is then eliminated, by placing the image in context of
time, place and longer-term outcome. This is often achieved by using cognitive re-
structuring while ‘reliving’ the trauma (Grey, Young & Holmes, 2002) or cognitive
processing therapy (Resick & Schnicke, 1993; Ehlers et al., 2003) where the client
writes a detailed account of the traumatic experience for cognitive review. Along
with constructing more helpful interpretations of the traumatic memory, clients are



encouraged to expose themselves to real-life situations linked to the trauma so that
they might challenge their anxiety-provoking cognitions in vivo.

• Safety behaviours can be reduced by reviewing unhelpful beliefs and field-testing
new possibilities, as with other anxiety disorders.

• Misinterpretations can be reappraised by reviewing these conclusions and generat-
ing plausible alternatives, again using ‘standard’ CBT interventions.

• Selective memory processes can be usefully addressed, as can all of the cognitive
biases, by teaching the client the technique of decentring, or standing back and
viewing the cognitions at a distance. This allows the sufferer to gain a wider, more
balanced perspective, which is less distressing.

• ‘Reclaiming your life’. Many trauma victims neglect activities that contributed to
their well-being pre-trauma – activities such as socialising or exercising. Thus, as-
signments are negotiated which are designed to re-engage survivors with meaning-
ful activities – the aim of this is to improve the quality of their lives and their mood
as well as helping them re-establish a more normal life style.

Alistair’s intrusive memories responded well to cognitive restructuring. Ultimately, his therapist helped
him to talk through his experience as if it were currently happening, pausing at the emotional ‘hot spots’
to review his cognitions in the light of what he now knew. By doing this, Alistair was able to chal-
lenge his most salient thought: ‘I am about to die’. He was able to remind himself that he got out of the
crashed car with few injuries and, in doing so, he reduced the intensity of the flashbacks. He was also
able to revise a shameful belief which had developed after the accident, namely that he was responsible
for the incident. This further reduced the anxiety that the memories evoked.

He was gradually able to revisit the site of the crash – first with his partner and later alone – and to
talk and read about accidents. His predictions that he would have flashbacks were not borne out, and
his confidence returned. His avoidance of smelling petrol was more difficult to tackle, as fears associ-
ated with smells are particularly resilient, but because he had learnt to be less afraid of flashbacks, he
tolerated the occasional vivid memory without undue distress, and he no longer felt the need to avoid
the smell of petrol.

The precipitants of PTSD may be impersonal, such as a natural disaster, or perceived as
highly personal, for example when a person has been assaulted in some way. In cases of
personal attack, there is likely to be a need for greater sensitivity to interpersonal relation-
ships both within and outside the therapy setting. Some clients will have experienced sexu-
al assault and, clearly, there needs to be sensitivity when discussing this and other sexual
relationships.



Co-morbidity

Anxiety disorders can present as discrete problems, in combination with other anxiety dis-
orders or as co-morbid with other problems – for example, the high standards of the person
with OCD might predispose her to an eating disorder, the chronicity of an anxiety prob-
lem might give rise to depressed mood, while coping strategies such as comfort eating or
drinking can develop into difficulties in their own right. Remember to take this into account
during your assessment, and throughout treatment remain aware that other problems might
exist.

Conclusion

The previous chapter reviewed a generic understanding of anxiety disorders, while this
chapter has focused on specific models and the treatment approaches linked to them. In
your practice, you will need to be aware of both the generic and specific approaches so
that you can be flexible and responsive to your client’s needs. The models give an elegant
and invaluable understanding of particular anxiety disorders, while the generic overview
provides you with the ‘first principles’ that you can fall back on if the models and protocols
do not meet your client’s needs.

Potential problems when working with specific models and
treatment protocols

Assuming the validity of a diagnosis without carrying out a full
assessment and then adhering to a treatment protocol

Although many of your clients will fulfil criteria for a particular diagnostic group and will
benefit from a protocol-driven approach, do not presume this without carrying out a proper
assessment. There will be times when the referrer’s diagnosis or your first impressions are
wrong.

Trying to force a client’s experiences into a specific model

Keep a curious and open mind during your assessments. If your client’s presentation does
not fit neatly into the model that you anticipate being relevant, perhaps the model is invalid



for this person. In such instances, a generic formulation (Beck et al., 1979) will be appro-
priate and this will guide you in deciding which interventions might be best.

Sticking too rigidly to a protocol when the client is not responding
well

While it is important to follow a protocol, there will be individual differences amongst your
clients and aspects of their presentation which, at some point, may not fit with the pro-
tocol. In some instances, the deviation will be sufficiently marked for you to have to reas-
sess your client and consider if the protocol offers the optimum approach. At other times,
staying with the protocol will be in your client’s best interest, but you may need to adapt it
slightly – for example, introducing a session on specific skills training (assertiveness, time
management and so on) or temporarily diverting to tackle an issue that appears to obstruct
progress, issues such as excessive anger, unresolved grief or flashbacks.

Summary

• In general, there are well-established and very specific models for understanding
the different presentations of anxiety disorders and there are tried and tested proto-
cols for managing them.

• Where possible, the use of protocols should be the first choice of intervention.
Therefore you need to be familiar with them.

• You also need to be familiar with the ‘first principles’ of anxiety. This means that
you need to have

i a generic understanding of the factors that contribute to, and maintain, anxiety-related difficulties
so that you can formulate the problems of your clients who do not fit the standard models and,

ii an appreciation of the range of management strategies you can apply to breaking the cycles that
maintain anxiety disorders so that you can be flexible in your approach when this is necessary.



Learning exercises

Review and reflection:

• What is your reaction to seeing the models underpinning anxiety disorders?
Do they fit with your experience? Do they make sense for you? If not, what
is the difficulty you have in linking this theory to your clinical experience?

• What about the protocols? Again, do they make sense to you? Can you think
of clients who might benefit from your applying them more vigorously? Do
you have problems in seeing how they could work for your clients? If so,
what difficulties do you foresee?

Taking it forward:

• Read more about models and protocols – go back to source materials to en-
sure that you properly understand them.

• Review your anxious clients in the light of understanding more about the
cognitive models that underpin anxiety disorders. Review your formulations
of their difficulties.

• If your client fits a model, check that you are making the most of there being
a protocol to guide you.

• If you are not used to closely following a protocol, try out a ‘test case’. Really
familiarise yourself with the relevant intervention and stick as closely to the
protocol as possible. Discover how this works for your client and for you. If
you have difficulties adhering to a protocol that is working for your client,
then explore your own assumption about models and protocols.

• If your client does not fit a model, consider how you will formulate, and help
your client manage the problem, given what you understand about the nature
of anxiety disorders and the strategies available to you.

• Use your supervisor’s support and, if necessary, ring-fence time for discuss-
ing your questions and difficulties in working with your anxious clients.



Further reading

Wells, A. (1997). Cognitive therapy of anxiety disorders: a practical guide. London: Wiley Blackwell.
A well-established ‘basic’ text, which addresses the various anxiety disorders in a practical and in-
formative way. It is comprehensive and successfully marries theory and practice.

Butler, G., Fennell, M., & Hackmann, A. (2008). Cognitive-behavioural therapy for anxiety disorders:
mastering clinical challenges. New York: Guilford Press.
A wise and excellent formulation-based approach to treating anxiety disorders which remains
evidence-based in its recommendations for intervention. It is extremely readable yet avoids oversim-
plifying the management of anxiety disorders.
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Wider Applications of CBT

Introduction

Over the past 25 years, CBT has been applied to an ever-widening range of psychological
problems beyond anxiety and depression. This chapter will briefly review the application of
CBT to some of those other problems. Our intention is twofold:

• to highlight salient aspects of the disorders to help you recognise them;
• to outline what might be involved in the management of such problems so that you

can decide whether to refer on or to take a client yourself. Remember that additional
training and supervision may be required to manage these disorders.

At the end of each section, we will refer you to further reading.
We will review:

• eating disorders
• trauma
• anger
• psychosis
• relationship difficulties
• substance misuse.

Eating disorders

CBT has been the most exhaustively researched form of treatment for eating disorders, par-
ticularly bulimia nervosa. Over time, cognitive therapists have developed a trans-diagnost-
ic understanding of the eating disorders (Waller, 1993; Fairburn, Cooper & Shafran, 2003).
Nonetheless, there remain distinct differences in the presentations of the separate conditions,
differences that must be taken into account in their understanding and treatment.

• Anorexia nervosa (AN): the DSM-IV (APA, 2000) criteria for anorexia include low
weight (with cessation of menstruation in women), an over-concern with weight and



shape, and a disturbance in body image. There is a sub-classification of restrict-
ing AN (pure restriction of caloric intake) and of binging/purging AN (episodes of
over-eating with extreme compensation for this). Excessive exercise is not uncom-
mon in AN.

• Bulimia nervosa (BN): DSM-IV criteria include an over-concern with weight and
shape, but an essential criterion is recurrent episodes of binge eating (rapid con-
sumption of a large amount of food in a discrete period of time, experienced as
being uncontrollable). In BN, there is significant compensation for binge eating –
for example, self-induced vomiting, purging, fasting or excessive exercise.

• Binge-eating disorder (BED): this is a provisional category in DSM-IV and de-
scribes binge eating without extreme compensation. This may or may not be asso-
ciated with being overweight.

• EDNOS: this category of ‘Eating Disorders Not Otherwise Specified’ has only
one positive criterion (that an individual should have an eating disorder of clinical
severity) and one negative criterion (the disorder should not fulfil criteria for AN
or BN). It is notable that this can be the most common diagnosis in eating-disorder
services (Palmer, 2003).

• Obesity: although often included in psychiatric conditions, obesity refers only to
a medical state of overweight – a state that can result from psychological or non-
psychological factors.

Eating disorders commonly occur in young women, but take care not to overlook them in
men and older women, and take care not to confuse them with other disorders such as the
‘true’ anorexia of depression or high anxiety, or OCD which focuses on excessive control
of food intake.

In clinical practice, body mass is estimated by using the body-mass index (BMI =
kg/m2). Classification of under- and overweight can be seen in Table 15.1.When working
with someone with an eating disorder, it is usually necessary to keep track of their BMI,
especially when it is low or particularly high. Some clients weigh themselves excessively,
and this should be tackled as a form of reassurance; others are reluctant to do so – a po-
tential obstacle to treatment, which needs early intervention. The use of behavioural ex-
periments is limited if a client is unable to weigh herself, the therapeutic alliance can be
compromised, and, most importantly, extreme weight carries health risks and must be mon-
itored.

Table 15.1 Body-mass index

BMI (kg/m2) WHO classification
<18.5 Underweight
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18.5–24.9
25–29.9 Grade I overweight
30–39.9 Grade II overweight (‘obesity’)
> = 40 Grade III overweight (‘morbid obesity’)

This can be done by you as therapist, by a GP, or by another member of a multidisciplinary
team. Do not be persuaded that your client can make an accurate estimate of her size – felt
sense of fatness is notoriously unreliable.

Features shared by the eating disorders are summarised below.

1 Interplay of cognition, emotion and behaviour

Identifying such patterns is fundamental to helping clients with eating disorders, whatever
the diagnosis. This includes the person categorised as EDNOS, when a cognitive behavi-
oural maintenance cycle will be your guide. Three examples are illustrated in Figure 15.1:
(1) a cycle of self-starvation, (2) a cycle of over-compensation for eating, (3) a cycle of
over-eating.

2 Common core themes

NATs often beg the question, ‘What is so bad about that?’ As eating disorders are unlikely
to be driven purely by concerns about shape and weight, we have to ask, what’s so bad
about being normal body weight/being overweight/being top-heavy/and so on. Themes that
emerge from clinical report and research include:

• Social and interpersonal issues: these include fears of being abandoned, of social
evaluation, shame and low self-esteem (see Waller & Kennerley, 2003, for a re-
view). Thus, systemic (particularly family) factors need consideration at assess-
ment, and partners or parents might be usefully involved in treatment.

• Control: This has long been recognised as a powerful factor in the aetiology
and maintenance of eating disorders, and its role has been elaborated (Fairburn,
Shafran & Cooper, 1999).
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Figure 15.1 Maintaining cycles in eating disorders

3 Cognitive process

Extreme cognitive processes are as pertinent to the development and maintenance of eating
disorders as they are to other psychological problems. Specifically, perfectionism and dis-
sociation have been identified as playing a powerful role in their maintenance.



• Dichotomous thinking, the ‘all or nothing’ view, is common and tends to be ex-
pressed as perfectionism. This is apparent in extreme goals for thinness and in ex-
treme over- or under-eating, for example. It is often underpinned by negative self-
evaluation, which drives a compensatory behaviour of attempting to overachieve.
When a client succeeds, this usually fuels the belief that performance equals worth,
and the negative self-view is unchallenged; when a client fails, this feeds the low
self-esteem (see Figure 15.2).

Figure 15.2 Perfectionism maintaining an eating disorder

• Dissociation, namely mental processes of ‘tuning out’ or disassociating from cur-
rent emotional or cognitive experience, has been linked with eating disorders, as it
can be induced by self-starvation or by over-eating (Vanderlinden & Vandereyck-
en, 1997). Repeated dissociation in the face of perceived negative emotions results
in a person failing to learn that the emotions can be tolerated; and thus dissociation
through misuse of food remains a major coping strategy.

4 Affect

There is now substantial evidence for the role of emotion in driving eating behaviours (e.g.
Waters, Hill & Waller, 2001). This is relevant to both over- and under-eating, and research
suggests that sensations of hunger or satiation are overridden by emotion. The precise role
of emotion in your clients will be identified through close analysis of automatic thought
records which incorporate descriptions of affect, but put simply, you need to look out for:
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• Mood or affect intolerance: where bingeing or restrictive eating serve to moderate
emotions clients find intolerable. This can be a very effective and therefore com-
pelling reason for extreme eating behaviours.

• Emotions overriding the sensations of hunger or of satiation: high arousal in the
form of anxiety, anger or excitement can interfere with awareness of both the need
to eat and the need to stop eating.

• Emotions being mistaken for hunger: clients who mislabel anger, anxiety, thrill or
misery as hunger typically eat in response to this. As eating has a soothing effect,
they experience the sensations diminishing, which then reinforces the belief that
they were, indeed, hungry.

5 Motivation

Clients with eating disorders often show an ambivalence about, or even overt resistance
to, change, with therapists often having to focus on enhancing motivation. This costs time,
and currently there is little evidence that adding a motivational element to CBT improves
outcome (Treasure, Katzman, Schmidt, Troop, Todd & de Silva, 1999). However, clients
with eating disorders – particularly those with restricting anorexia nervosa – can be very
ambivalent about changing their behaviour and this has to be acknowledged. Waller et al.
(2007) have set out clear guidelines for understanding the client’s position and helping
them through their ambivalence in a compassionate and effective way.

6 Health risks

Severe physical consequences are possible with both acute and chronic eating disorders.
Thus, clients should be taken on with caution and managed in consultation with a physi-
cian. For most therapists practising in the UK, this will be your client’s GP. The main con-
cerns include:

• Anorexia and bulimia nervosa: malnourishment and its consequences, cardiovas-
cular complications, gastrointestinal problems, deficiencies in the immune system,
biochemical abnormalities, central nervous system changes, amenorrhoea, osteo-
porosis, renal failure.



• Obesity: metabolic complications, cardiovascular complications, respiratory prob-
lems, osteoarthritis.

Using CBT with the eating disorders

Whatever the diagnosis, you will need to carry out a thorough assessment. Your resulting
formulation will guide you towards appropriate cognitive and behavioural interventions.
This is especially important if you discover that your client does not fit one of the estab-
lished models relating to DSM diagnoses. The characteristic dichotomous thinking style of
those with eating disorders can be addressed using continuum work (see Chapter 8), and
relapse management is particularly relevant in helping clients manage powerful cravings
and the absolute thinking style that can put them at risk of binge eating or self-starvation
(see Chapter 6).

There has been a long behavioural tradition of working with AN, BED and obesity.
These interventions have been relatively effective in achieving weight reinstatement and
stability in those with AN and reduced binge eating in those who binge. However, gains
are poorly maintained, and in the past two decades, emphasis has switched to modifying
cognitions.

As with other problems, treatment involves breaking the cycles that maintain the prob-
lem. The most prominent CBT protocols for managing eating disorders are based on very
specific ‘maintenance models’ (see Vitousek, 1996); generic models and models that en-
compass schema-level meanings are gaining ground (see Waller & Kennerley, 2003, for a
review). Clinically, you need to be aware of the particular needs of eating-disordered cli-
ents and to ask yourself if you are sufficiently resourced to help them.

Treatments for AN need to take into account:

• the consequences of prolonged low body weight – there is general agreement
that those with anorexia should have regular medical screening (Zipfel, Lowe &
Herzog, 2003);

• the effects of starvation – including behavioural and cognitive changes that reduce
motivation and impair the ability to engage in cognitive therapy;

• a client’s denial or lack of an appreciation of the medical dangers of anorexia – re-
ducing her ability to engage in treatment.

Engagement is further undermined when sufferers feel that their behaviour is appropriate
and not dysfunctional.

Treatments for bulimia nervosa need to take into account:
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• the medical risks of extreme compensation for perceived over-eating (vomiting,
purging, etc.).

Treatments for binge-eating and obesity need to take into account:

• the medical risks of over-eating and being overweight.

Recommended reading

Treasure, J., Schmidt, U., & van Furth, E. (2003). Handbook of eating disorders (2nd ed.). Chichester:
Wiley.

Waller, G., Cordery, H., Corstorphine, E., Hinrichsen, H., Lawson, R., Mountford, V., & Russell, K.
(2007). Cognitive behavioural therapy for eating disorders: a comprehensive treatment guide. New
York: Cambridge University Press.

Trauma

Psychological trauma can be evoked by many incidents: for example, witnessing atrocities,
being in a natural disaster, sexual assault (in childhood or in adulthood). DSM-IV (APA,
2000) defines traumatic stressors as events involving actual or threatened death or serious
injury or a threat to the physical integrity of self and others. Without this, the diagnosis of
PTSD cannot be made, regardless of how distressed a person appears. None the less, we
see clients who have not experienced trauma as defined above and yet who struggle to cope
with the psychological consequences of trauma. We also see clients who do not fulfil other
DSM criteria, such as re-experiencing the trauma and emotional numbing, but who appear
to suffer from the psychological legacy of trauma.

Terr (1991) distinguished two types of trauma victim:

• Type I: who have experienced a single traumatic event
• Type II: who have been repeatedly traumatised.



Terr originally made this distinction with regard to children, but the division has been ap-
plied to adults. Rothschild (2000) has suggested further refinements to the adult Type II
classification, in order to distinguish those with and without stable backgrounds and to dis-
tinguish those who can recall discrete traumatic events from those who have a generic re-
call of trauma. Scott and Stradling (1994) have proposed a further category, that of pro-
longed duress stress disorder (PDSD), which describes the client who has experienced on-
going stress such as chronic illness or emotional cruelty during childhood, rather than spe-
cific trauma.

These distinctions remind us that trauma survivors are not a homogenous group and
that PTSD is not the only clinically significant response to trauma. However, research cog-
nitive therapists have tended to focus on trauma victims who have PTSD, and for this pop-
ulation there are well-developed treatments (see Chapter 14). If you are working with sur-
vivors of trauma who do not fulfil criteria for PTSD, you will have to work from first prin-
ciples: formulation leading to intervention, rather than assuming that PTSD protocols fit all
trauma survivors.

It is now well established that those who have suffered childhood trauma are more
likely to experience psychological difficulties in adulthood (Mullen, Martin, Anderson, Ro-
mans & Herbison, 1993). Survivors of childhood trauma can present with any combina-
tion of psychological problems, such as eating disorders, depression or interpersonal diffi-
culties. Thus, many of the presenting difficulties of survivors of childhood trauma are fa-
miliar to cognitive therapists, and a cognitive understanding of the problem(s) already ex-
ists.

There are several key issues that need to be considered when working with survivors of
trauma. These are discussed below.

1 Interpersonal issues

Many survivors of interpersonal trauma have difficulty in developing a trusting relationship
with others, including you as therapist. It is not unusual to have to ‘invest’ in sessions to
build up your working alliance in preparation for the CBT per se (see Chapter 3). Survivors
of accidents, impersonal attack and natural disasters may, however, find it much easier to
establish rapport.

Survivors of interpersonal trauma often develop difficulties in their real-life relation-
ships, and a systemic overview of your client’s situation can be helpful. This means fre-
quently updating your understanding of their relationship with their children (Are the chil-
dren at risk of neglect or abuse?); or with significant others (Is your client at risk of harm?
Is their partner at risk?). Repeated early life trauma has often been linked with personality
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disorders (Terr, 1991; Layden, Newman, Freeman & Morse, 1993; Beck et al., 2004), and,
as a clinician, you need to be prepared for this possibility.

2 Memory of trauma

As we have already said, presentations of non-PTSD trauma are diverse. One manifestation
of this is the range of available memories of traumatic experience(s).

• Lack of memories of trauma. Some clients do not have accessible memories of
trauma. Sometimes a victim is so distracted or dissociated that full memories are
never laid down. Clients will say things like ‘My mind froze, I don’t remember
what he said/did’, or ‘I can see the knife but I can’t recall anything else’. In such
cases, there might be no more memory to retrieve. You should not try to force re-
call because of the danger of creating false memories (see below). It has also been
suggested that traumatic memories can be repressed (British Psychological Soci-
ety, 1995): there will be stored recollections of the trauma, but again, do not force
recollection because of the danger of encouraging distortions.

• Intrusive memories. Although it is not inevitable, many survivors of trauma have
intrusive memories that can involve any, or all, of the senses. For some, these
memories will have the quality of flashbacks. Some memories will reflect specific
incidents reasonably accurately, some will have become inaccurate, while some
will be a composite of several events. The empirically based methods of managing
intrusive memories in Type I PTSD (Ehlers & Clark, 2000, for example) may not
be the best option for managing Type II trauma intrusions – we do not yet know.

• False memory has been well-researched, and is recognised to exist (British Psy-
chological Society, 1995). All memories are vulnerable to distortion, as they are
not stored in the brain like a video-recording, but more like a collection of jig-saw
pieces which are reformed each time a memory is recalled. However, we know that
while memory for detail is rather unreliable, general memories are not. Thus, we
might accurately recall that we enjoyed or hated a holiday, but our recollection of
the detail of it would be considerably less reliable. Clinically, the guideline is not
to get too obsessed with the detail in remote memories as it can be inaccurate.



3 Schema-level work

Childhood trauma, especially if chronic, can impact on a person’s fundamental sense of
self, of others and of the future, which can result in the development of powerful belief
systems (or schemata) which, by adulthood, can be both rigid and unhelpful. Schemata and
schema therapy are described in Chapter 17, so suffice to say that you need to hold in mind
the possibility that your client may express a wide range of difficulties underpinned by in-
flexible belief systems.

4 Complexity of presentations

Sometimes, when working with survivors of complex or chronic trauma, you may find that
the client presents with a combination of problems or lives in a dysfunctional environment,
which undermines therapy. In short, the picture can be complex, possibly involving co-
morbid problems, or multi-impulsive behaviours (including self-injury). You are again re-
minded to formulate the ‘bigger picture’ for such clients by asking questions that will elicit
more information – ‘Is there any thing else that you do that might affect this …?’; ‘Are
there other occasions when …?; ‘And in your work life …?’; ‘And in your home life …?’.

CBT with survivors of trauma

With the exception of research focused on PTSD, evaluation of CBT with survivors of
trauma has not been systematic, and there is a paucity of RCTs. However, guidelines from
highly experienced practitioners exist to help you develop your approaches to working with
survivors of trauma who have personality disorders (e.g. Layden et al., 1993; Beck et al.,
2004). There is increasing research supporting the theory behind Gilbert’s compassionate
mind therapy (CMT) and it may be an effective intervention with those who have been left
with fixed self-blaming and self-attacking beliefs (see Gilbert & Irons, 2005, for a review).
There is also evidence that supports the use of cognitive techniques for specific aspects of a
client’s presentation (for example Arntz & Weertman, 1999) and for interventions for par-
ticular categories of trauma (for example Resick & Schnicke, 1993).

In summary, with Type II trauma there are no well-established protocols to follow, and
you will have to call on the generic skills of cognitive therapy. However, we would pro-
mote the following guidelines:

• Formulate the big picture.
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• Remember the qualities of memory.
• Focus on the accessible Axis I problems as far as possible, using treatment proto-

cols where appropriate.
• Bear in mind the possibility of your having to accommodate interpersonal diffi-

culties, schema-driven problems and multi-problem presentations.
• Keep risk assessment on your agenda.

Recommended reading

Beck, A.T., Freeman, A. and associates (2004). Cognitive therapy of personality disorders (2nd ed.).
New York: Guilford Press.

Grey, N. (2009). A casebook of cognitive therapy for traumatic stress reactions. Hove: Routledge.
Layden, M.A., Newman, C.F., Freeman, A., & Byers-Morse, S. (1993). Cognitive behaviour therapy of

borderline personality disorder. Needham Heights, MA: Allyn & Bacon.
Mcnally, R.J. (2003). Remembering trauma. Cambridge, MA: Harvard University Press.
Petrak, J. & Hedge, B. (2002). The trauma of sexual assault: treatment, prevention and practice.

Chichester: Wiley.

Anger

Anger is an emotion, and, like other emotions, it is not necessarily a problem. However, an-
ger may become a problem when it is excessive in frequency or severity and when it leads
to behaviour that is dangerous to self or others, or that hinders rather than helps people in
achieving their goals. It can be at the heart of a range of interpersonal problems such as
domestic violence – physical or emotional – or aggressive outbursts in the workplace, on
the road, in social settings and so on.

Although anger has received less attention than other emotions, there is evidence that
CBT can be an effective treatment for anger problems (Beck & Fernandez, 1998; Naeem,
Clarke & Kingdon, 2009). The Beckian approach sees anger as arising in situations where
people feel that important ‘rules’ about how others should behave are violated, or as a de-
fensive reaction when there is a perceived threat (Beck, 1999). However, the best-known
CBT approach to anger control was developed by Novaco (1979, 2000) and derives more
from Meichenbaum’s (1975) stress inoculation training than from Beckian cognitive mod-
els. In brief, the therapy typically consists of three stages:



• Preparation: the client is helped to identify patterns of anger, including triggers
and typical thoughts, feelings and behaviours, through the usual assessment and
formulation.

• Skills acquisition: the client learns techniques to help him lower his arousal when
provoked. These may include relaxation, and ‘self-instructional techniques’ (see
below).

• Application training: the client rehearses the techniques in progressively more dif-
ficult situations, perhaps starting off with practising in imagination and progress-
ing through role play to in vivo application.

The self-instruction which is central to Novaco’s approach teaches the client to manage dif-
ferent stages of a potentially anger-provoking situation. These stages include:

• preparing for the provocation (e.g. recognising situations that may be difficult; re-
ducing excessive expectations of other people);

• coping with physical arousal (e.g. through relaxation and/or breathing control);
• coping with cognitive arousal (using self-instruction statements such as ‘Getting

angry won’t help me’);
• post-confrontation reflection (evaluating the outcome and working out how to

move forward).

Apart from the need for careful risk assessment, the main difficulty in therapy for anger is
that clients are often not well engaged. Anger has often been perceived as useful to them
in the past, is often rewarding in the short term, and clients may have been referred to ther-
apy because someone else thinks their anger is a problem (e.g. their families or the courts).
Also, many people are reluctant to look for alternative perspectives when they are angry.
Engagement in a collaborative relationship and careful assessment are, therefore, crucial,
and as therapist you also need to consider carefully whether you may be at risk.

Recommended reading

Beck, A.T. (1999). Prisoners of hate. New York: HarperCollins.
Novaco, R.W. (1979). The cognitive regulation of anger and stress. In P.C. Kendall & S.D. Hollon

(Eds.), Cognitive-behavioral interventions: theory, research, and procedures. New York: Academic
Press.



Novaco, R.W. (2007). Anger dysregulation. In T. Cavell & K. Malcolm (Eds.), Anger, aggression, and
interventions for interpersonal violence. Mahwah, NJ: Erlbaum.

Psychosis

Most of the work on CBT for psychosis has focused on medication-resistant symptoms in
schizophrenia, although there has also been some interesting work on CBT for bipolar dis-
order (see, for example, Basco & Rush, 1996; Lam, Jones, Bright & Hayward, 1999; Scott,
2001). Within schizophrenia, the most common symptoms that may be amenable to CBT
interventions are:

• hallucinations, particularly auditory hallucinations (i.e. experiencing unusual or
distorted sensory perceptions which do not seem to exist outside one’s perception);

• delusions (false beliefs that persist despite a lack of evidence and which are not
explained by cultural norms);

• problems of mood such as depression or anxiety;
• other related problems such as low self-esteem, relationship problems and social

withdrawal.

In addition, there may be an important role for working with families or other carers –
Pilling et al. (2002) have reviewed CBT and family therapy for schizophrenia.

In principle, CBT for psychosis is like CBT for any other disorder: your task is to build
a formulation and apply CBT therapeutic strategies to the maintaining factors in that for-
mulation. Nevertheless, working with psychosis has sufficient risks and complications that
we would urge you to make sure you are familiar with using CBT in more straightforward
problems before you try to use it with psychotic symptoms and that you have recourse to
suitable supervision. It is also important to note that almost all trials of CBT for psychos-
is use CBT as part of a care package which also includes anti-psychotic medication and
mental-health team support, rather than using CBT as a stand-alone treatment.

CBT theories of psychosis are less well established than in other disorders, and the field
is still being actively developed. However, most current models suggest that hallucinations
are a product of cognitive processes which include disturbances of attention, perception
and judgement, including the misattribution of one’s own thoughts to an external source;
and, furthermore, that delusions may represent attempts to make sense of the anomalous
experiences that can result from these processes, with the delusions then being maintained



by biases in reasoning and attention (see, for example, Fowler, Garety & Fowler, 1995;
Chadwick, Birchwoord & Trower, 1996; Garety, Kuipers, Fowler, Freeman & Bebbington,
2001; Morrison, Renton, Dunn, Williams & Bentall, 2003).

The aims of CBT for psychosis are usually to help the client manage psychotic symp-
toms better, to reduce the distress and disability caused by those symptoms and to reduce
the risk of relapse. Some of the standard features of CBT described earlier in this book are
particularly important in psychosis. Building a collaborative relationship and a formulation
that can give an alternative, non-threatening and non-stigmatising account of the symptoms
is vital. The formulation is then used to identify and test cognitions about the source, mean-
ing and controllability of symptoms. BEs can be a key part of this exploration (see Close &
Schuller, 2004) but need to be planned and carried out with particular sensitivity.

Other factors that may need special care include engaging clients who may be suspi-
cious and who sometimes perceive themselves, rightly or wrongly, as having been abused
by psychiatric systems; the pleasurable experience of mild mania, which can prevent a suf-
ferer from wanting to manage it; idiosyncratic thought processes, which may make it diffi-
cult for you to keep track of the client’s thinking; and the sometime neediness of the client’s
family or carer.

All these complications mean that CBT for psychosis often needs to be a longer-term
treatment, taken at a relatively slow pace; and that you need skilled supervision and sup-
port.

Recommended reading

Chadwick, P., Birchwood, M., & Trower, P. (1996). Cognitive therapy for delusions, voices and para-
noia. Chichester: Wiley.

Kingdon, D., & Turkington, D. (2004). Cognitive therapy of schizophrenia. New York: Guilford Press.
Lam, D., Jones, S., & Hayward, P. (2010). Cognitive therapy for bipolar disorder: a therapist’s guide to

concepts, methods and practice (2nd edn). Chichester: Wiley.
Larkin, W., & Morrison, A. (2006). Trauma and psychosis. Hove: Routledge.
Morrison, A.P., Renton, J.C., Dunn, H., Williams, S., & Bentall, R.P. (2003). Cognitive therapy for psy-

chosis: a formulation-based approach. Hove: Brunner–Routledge.



Relationship difficulties

Difficulties in relationships are common in clients who ask for help. This is true for people
with Axis I disorders, as well as with people with long-standing problems typified as per-
sonality disorder. For example in Axis I disorders, a client with social anxiety may have
difficulties in asserting himself, someone with low self-esteem may be overly dependent
on others, and a depressed client may have become socially withdrawn. A cognitive beha-
vioural formulation allows issues such as these to be approached in similar ways to other
problems, by looking at the inter-linkages between cognitions, and emotions, behaviours,
and physical state, where the cognitions will be concerned with relationships.

A woman who had been depressed for a number of months had gradually reduced the amount of time
she spent with her friends. If she were invited to see someone, her automatic thought would be, ‘I am
boring and have nothing to say. If I see my friends in this state, I shall lose them’. She therefore turned
down most invitations with the result that her friends made less contact with her.

With a client like this, where the automatic thoughts were typical of her depressed state, but
not of her thinking in general, the problem could successfully be approached at the level
of automatic thoughts. For people with a personality disorder, the difficulties in relation-
ships are likely to be more pervasive and enduring, and a central feature of the disorder.
However, the CBT approach still emphasises the central role of cognitions about self, oth-
er people and relationships, and their linkages with behaviour and emotions, though it is
likely to be more necessary to also tackle underlying beliefs.

A man with a history of emotional neglect had a powerful and pervasive belief that ‘No one is there
for me’. In response to this, he had developed a rule that ‘If I am honest about my failures, I shall be
rejected’, and as a result, frequently chose lying as a way of protecting himself. In the short term this
allayed his fears, but in the medium term presented him with real difficulties as he had to weave more
and more complicated stories to cover his lies. Treatment partly involved experiments with confessing
to small failures, and keeping careful notes of the responses that this drew from others, particularly
from his wife

One setting where relationship problems can be viewed as they occur is the therapeutic re-
lationship. Safran and Muran (1995) have written about how interactions in the therapeutic
relationship can be used to invalidate unhelpful beliefs about relationships (see Chapter 3).
Safran and Segal (1990) proposed that the ways that other people respond can play an im-
portant role in the maintenance of dysfunctional thinking about relationships. They sugges-
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ted that a client’s interpersonal behaviour towards others may ‘pull’ a predictable response
from the other person, which then confirms the client’s original belief.

A woman who was bullied at school had a belief that she was not easy to be with, and that if she tried
to join in, she would be rejected, and feel isolated and desolate. As she assumed that she would not be
welcome in groups, she acted in an aloof and arrogant manner when she was in group situations (for
example, at professional conferences), on the basis that ‘If you don’t want me, I am not going to de-
mean myself by looking as though I want you’. Her colleagues responded to this by turning to others
who were easier to approach, thus confirming her belief that she was not welcome in groups.

If an unhelpful belief has been identified, then in the therapy setting the therapist can ex-
periment with not being ‘pulled’ into responding in the predicted way, and therapist and
client can reflect on the impact that this has on the client’s beliefs. The client can then ex-
periment with using different interpersonal behaviours based on his modified belief.

A therapist needed to change the regular time for appointments because of a teaching commitment, and
as the client interpreted this as indicating that the therapist was trying to find a way not to be with her,
she became aloof and rigid about alternative dates. The therapist rejected the ‘pull’ to respond with
‘Well, suit yourself!’, and instead was warm and concerned about their difficulty with rescheduling,
and showed non-verbally that she very much wanted to find a solution so that she could see the client.
After the practical problem was dealt with, the therapist asked the client to reflect upon how she had
construed the situation, and what implication the therapist’s response had for her original belief (which
in this case had been extensively discussed in earlier sessions).

Beck et al. (2004) and Young, Klosko and Weishaar (2003) have also written creatively
about ways of dealing with interpersonal problems (see Chapter 17), and Linehan and her
colleagues (1993) have developed a group programme called Dialectical Behaviour Ther-
apy (DBT) for helping clients with borderline personality disorders (see Chapter 16). The
programme is lengthy, taking up to a year, but the outcome data so far are encouraging,
with significant impacts on interpersonal and social adjustment.

Finally, there are many useful ideas about working with relationship problems incor-
porated in Dattilio and Padesky’s (1990) work with couples.
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Recommended reading

Dattilio, F.M., & Padesky, C.A. (1990). Cognitive therapy with couples. Sarasota, FL: Professional Re-
source Exchange.

Safran, J.D., & Segal, Z.V. (1990). Interpersonal process in cognitive therapy. New York: Basic Books.
Safran, J.D., & Muran, J.C. (1995). Resolving therapeutic alliance ruptures: diversity and integration.

Session: Psychotherapy in Practice, 1, 81–92.

Substance misuse

When people talk about substance misuse, they are generally thinking about misuse of al-
cohol, psychoactive drugs, and possibly smoking. It is worth bearing in mind that other
behaviours such as gambling, overeating and compulsive spending have also been viewed
as ‘addictive’, so may be amenable to the management outlined for substance misuse. This
section will focus on the substances covered by DSM-IV (APA, 2000), namely alcohol and
drugs, where:

• Substance abuse refers to a maladaptive pattern of use leading to significant
impairment or distress (e.g. failure to fulfil responsibilities, legal or interpersonal
problems).

• Substance dependence is more severe, and includes increased tolerance, withdraw-
al, use of increasing amounts of a substance, and a persistent desire for the sub-
stance even though the person recognises the negative consequences of its use.

Why misuse substances?

In the face of the negative consequences, why do people misuse? Among the most common
reasons are:

• mood regulation – either to control depression or anxiety, or to enhance positive
moods like happiness;

• to cope with adverse circumstances, e.g. abusive relationships, poverty;
• to contain severe psychiatric symptoms.



It is very difficult for people to stop misusing substances, partly because they often report
that nothing competes with the positive effects of the substance (mood enhancement,
blanking out problems). This is exacerbated by physical dependence, where withdrawal
symptoms are experienced if the individual does stop using the substance. Some of the
people who are misusing substances can be helped with short-term interventions, but
many of those who are dependent will require longer-term input. Ideally, treatment should
address the client’s associated problems, and not just the substance misuse. Many pro-
grammes involve more than one treatment modality, typically medication and psychosocial
help, as well as psychological input. There is then good evidence of effectiveness (see, for
example, Hubbard, 2005). The CBT approach to substance misuse emphasises the addi-
tional role of dysfunctional thinking in the maintenance of the behaviour (Beck, Wright,
Newman & Liese, 1993; Marlatt & Gordon, 1985) and this will now be considered.

The cognitive behavioural approach to substance misuse

Liese and Franz (1996)’s developmental model for substance misuse is similar to the gen-
eral CBT model of development (see Chapter 4), with the specific addition of exposure
to, and experimentation with, addictive behaviours (e.g. family members who use drugs,
friends who encourage drug use), and consequent development of drug-related beliefs (‘If
I use drugs I shall feel less anxious’, ‘I will fit in more easily if I use drugs’.

The general CBT approach is similar to that used with other kinds of problems, includ-
ing socialisation to the model, structured sessions, and the range of cognitive, behaviour-
al and physical techniques described in Chapters 8, 9 and 10; there are useful clinical ex-
amples in Daley and Marlatt (2006). However, with this group of clients there is a very
strong emphasis on a non-blaming conceptualisation. Given the challenges of working with
these clients, it is particularly helpful to emphasise assets such as an adaptive coping style
or strong social supports. A collaborative therapeutic alliance is clearly important in this
area, and relates to compliance in treatment (Petry & Bickel, 1999). This can be difficult in
the face of frequent relapses, anti-social and illegal behaviour, dishonesty, and so on; but
one of the challenges of working with clients with problems of this kind is to maintain a
genuinely compassionate and empathic stance. This is facilitated by framing difficult beha-
viours in terms of the formulation.

An important concept, highly relevant for this group of clients with marked ambivalen-
ce about change, is that of preparedness for change (Prochaska et al., 1994) (see Chapter
11), and the importance of working with them to change their position on the continuum.
This readiness to risk changing behaviour can fluctuate, depending on the level of craving
a client experiences. Powerful physiologically driven urges to engage in misuse can un-
dermine commitment to therapy, and you need to anticipate this and to encourage clients
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to develop substitute behaviours that can help take the edge off the craving: for example,
monitoring internal and external triggers for craving, and then using forms of self-sooth-
ing or distraction, physical activity, social interaction or ‘urge surfing’ (Daley & Marlatt,
2006).

The issue of whether you should encourage your client to aim to control his substance
misuse, or to become totally abstinent (advocated by major influences such as Alcoholics
Anonymous) has continued to divide people who work in this area. It is possible that con-
trolled misuse is more relevant for the very large group with less severe problems, (Sobell
& Sobell, 1993). The harm reduction approach is one attempt to circumvent this issue,
while accepting the need to take account of the stage that the client has reached. The goals
of therapy are to limit the impact of substance misuse rather than aim for total abstinence
(Marlatt, Larimer, Baer & Quigley, 1993).

The cognitive behavioural approach emphasises the individual’s capacity to exercise
control. Another important aspect of this is relapse prevention (Daley & Marlatt, 2006), in-
cluding the identification and avoidance of high risk situations, exploration of the decisions
that lead to substance use, life-style changes, and learning from relapses in order to reduce
future ones (see also Chapter 6).

Some of the problems of working with substance misusers have already been identified
– marked ambivalence about change, and difficult behaviours such as non-compliance and
dishonesty. Substance misuse may also be difficult to identify because the manifestations
may be subtle (e.g. sleep disturbance, panic attacks). It is important to bear it in mind as a
hypothesis when clients present for help with other problems.

Recommended reading

Beck, A.T., Wright, F.D., Newman, C.F., & Liese, B.S. (1993). Cognitive therapy of substance abuse.
New York: Guilford.

Daley, D.C., & Marlatt, G A. (2006). Overcoming your alcohol or drug problem. Effective recovery
strategies: Therapist Guide. Oxford: Oxford University Press.

Liese, B.S., & Franz, R.A. (1996). Treating substance use disorders with cognitive therapy: lessons
learned and implications for the future. In P.S. Salkovskis (Ed.), Frontiers of cognitive therapy. New
York: Guilford.
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Other applications of CBT

Clearly, the application of CBT extends beyond the few described here. It is used with di-
verse clinical populations: children and adolescents, older adults, those with learning disab-
ilities, or sexual problems, in settings that are forensic, physical health, occupational – and
so on. However, interesting as these applications are, it is beyond the scope of this book to
describe them, though we want to alert you to the versatility of CBT. There will be training
events, specialist supervision and textbooks to guide you if a client has specialist needs,
and we strongly urge you to make use of them. However, remember that the principles de-
scribed in this book are relevant to every CBT intervention, and the methods that we have
described will be useful across client groups. The foundation set out in Chapters 1 to 11
will stand you in good stead for carrying out a cognitive assessment, offering a formulation
and, where appropriate, beginning work with a range of clients.
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Alternative Methods of Delivery

Introduction

Traditionally, ‘classical’ psychotherapy comprises weekly sessions of a 50-minute ‘thera-
peutic hour’ of face-to-face contact between therapist and client. CBT has often followed
this style but has also investigated whether other modes of therapy may have advantages
over traditional models. These alternative approaches are usually motivated by the desire to
achieve one or more of the following goals.

Making therapy more cost-effective

This goal arises from a perennial problem in most publicly funded health-care systems,
namely that the resources available for psychological therapy are insufficient to meet de-
mand, with the inevitable result that long waiting lists for treatment are common.

It is fairly easy to derive a common-sense ‘equation’ for waiting time, as follows:

This is not a true mathematical equation, but, nevertheless, it helps us to remember that in
principle we can reduce waiting times by:

• reducing the number of people seeking therapy (e.g. by limiting referrals or by im-
proving the general psychological well-being of a population so that fewer referrals
arise);

• increasing the amount of therapist time available (e.g. by providing more therapists
or by increasing the proportion of their time therapists spend doing therapy);

• decreasing the average number of therapist hours taken by each client (e.g. by see-
ing clients for shorter times or seeing more clients at one time in groups).

Some of the approaches we shall consider reflect the last of these variables: by reducing the
amount of therapist contact per patient, they anticipate increasing the throughput of clients
and hence offer more or faster treatment.



Improving the accessibility and/or convenience of therapy

Finding an hour a week during the working day (plus possibly lengthy travel time) is not
easy for many clients. They may have jobs that do not easily allow them to take time off or
that lead to loss of pay if they do so; they may have children or others to care for; or they
may live in places that make getting to therapy difficult and expensive. These difficulties
make it hard for many people to access therapy, and we need to think of ways to over-
come them. A classic paper summarising the arguments for greater flexibility about modes
of delivery was written by Lovell and Richards (2000), where they coined the acronym
‘MAPLE’, standing for Multiple Access Points and Levels of Entry. In essence, they ar-
gued that CBT should offer clients the mode of treatment that best combines effectiveness,
accessibility and economy for that individual.

Improving the effectiveness of therapy

Some ‘non-standard’ ways of delivering therapy have as their main aim the harnessing
of extra resources, which the clinician believes will increase the effectiveness of therapy.
Thus, practitioners of group or pairs therapy (see below) believe that these approaches are
not just economical or convenient but also that they allow the clinician to tackle problems
in ways that are not available in conventional one-to-one therapy.

Table 16.1 Main goals of different delivery methods

IAPT Low Intensity interventions

As well as discussing some of the specific strategies under the above headings, we will
also briefly cover the programmatic approach that has become known as Low Intensity (LI)
CBT within the UK’s Improving Access to Psychological Therapies (IAPT) project.



Modes of delivery for CBT

We consider five main alternatives to traditional therapy in this chapter: self-help, large
groups, conventional groups, couple therapy and pair therapy (see Table 16.1).

Self-help

Here we refer to a range of approaches where clients use media to teach themselves
CBT therapeutic strategies, with therapist contact being either entirely absent or much re-
duced, compared to traditional therapy. Thus we include under ‘self-help’ the following
approaches:

• Bibliotherapy, i.e. client use of CBT books to carry out their own therapy. Al-
though CBT books are frequently used by therapists as an adjunct, we shall focus
here on the use of bibliotherapy as a more or less complete substitute for traditional
therapy, where an important aim is to reduce the amount of therapist contact time.
Bibliotherapy can be used by clients without any actual contact with a therapist, in
what we might call pure self-help (either because some clinician recommends they
use a book instead of therapy or because they just pick up a book in a shop); or
they may still see a therapist, but for a reduced amount of time (assisted self-help).
Although we shall concentrate here on books that are specifically about therapy,
we recognise that novels or other books that do not directly offer therapeutic ad-
vice might nevertheless assist in the process of therapy.

• Computerised CBT (CCBT), i.e. the use of computer programs, delivered either by
CD- or DVD-ROM or via the Internet, aimed at teaching clients how to use CBT.
Such programs often use a multimedia approach, including, for example, video
clips, written text, user-completed questionnaires or diaries and so on.

• Recently developed approaches to self-help include the use of so-called book pre-
scription schemes. In this approach, developed by Frude (2005), the public librar-
ies in a locality stock a list of self-help books that people can borrow on extended
loan by getting a ‘book prescription’ from a primary-care health worker. Anoth-
er recent approach is the assisted self-help clinic in primary care, in which clients
have brief appointments with a mental-health worker, who guides and supports
their use of CBT bibliotherapy materials (Lovell, Richards & Bower, 2003).

The evidence on these approaches is at least modestly hopeful, suggesting that both bib-
liotherapy and CCBT can give outcomes in primary-care settings which are superior to
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treatment as usual, and one recent review of guided self-help concluded that it may be as
effective as face-to-face therapy (Cuijpers, Donker, van Straten, Li & Andersson, 2010).
However, the evidence is limited and the quality of studies is often not high, so further
evaluation is needed (Bower, Richards & Lovell, 2001; Lewis et al., 2003; Richardson &
Richards, 2006). For example, although an early uncontrolled pilot study on assisted self-
help clinics was very promising (Lovell et al., 2003), more recent controlled trials have
not shown the same advantages (Richards et al., 2003). In addition, it should be noted that
most research findings to date come from primary care, so there is less evidence to support
the use of such approaches with more severe or complex problems in secondary or tertiary
care.

Despite these uncertainties, self-help approaches continue to be developed and recom-
mended as one stage in a stepped-care programme (e.g. NICE, 2004a). As well as their
benefits in terms of cost-effectiveness and accessibility to a wide range of people who
might not come to conventional therapy, self-help approaches may have other advantages.
They help clients avoid extensive involvement in psychiatric systems – perhaps minimising
stigma and dependence; they promote self-efficacy; and they provide a form of help that
is permanently available to the client for future revision. There are, of course, also some
potential negative effects. Apart from the possibility that they do not work, some people
have suggested that ‘failed’ self-help attempts may ‘inoculate’ clients against CBT: they
may conclude that CBT is useless and then miss out on what might have been an effective
treatment (we know of no evidence about whether this theoretical risk is significant in ac-
tual clinical practice).

Our view is that self-help approaches are well worth trying, particularly in primary
care, but, whenever possible, their efficacy should be evaluated. Clinical experience sug-
gests that the main guidelines for using such approaches as total or partial substitutes for
conventional therapy are:

• Clients need to be literate and comfortable with reading (or using computers for
CCBT) and not have physical or mental disabilities that prevent reading.

• Self-help should be used as the first step in a CBT approach (not for clients who
have already had CBT, except perhaps as a ‘top-up’ for a client who merely wants
to be reminded of CBT strategies).

• Clients need to be willing to give self-help a try: it is probably wise always to
check clients’ thoughts about self-help and to help them think through any signi-
ficant doubts.

• Self-help may be more likely to succeed with relatively mild and circumscribed
problems, rather than complex and enduring problems (but may still be of some
help in some aspects of the latter).



• At least some therapist contact – i.e. ‘assisted’ or ‘guided’ self-help – seems
to increase the chances of success (see for example Gellatly, Bower, Hennessy,
Richards, Gilbody & Lovell, 2007). This contact might be very limited: for ex-
ample, Lovell’s self-help clinic used 15-minute appointments, and the average total
therapist contact time in a course of ‘therapy’ was just over one hour. Such limited
contact is usually focused on suggesting appropriate literature, supporting and en-
couraging clients’ attempts at self-help and helping them to problem-solve when
difficulties arise.

• In bibliotherapy, there is insufficient evidence to compare the relative efficacy of
different books, but the book prescription schemes described above can guide you
towards books with some consensus of support from clinicians (see, for example,
the list available on the internet from the Devon Book Prescription Scheme, 2004).
For CCBT, the National Institute for Health and Clinical Excellence recommends
‘Beating the Blues’ for depression and ‘FearFighter’ for panic and phobias (NICE,
2006).

See Williams (2001) for further discussion of some of these points.

Large groups

Another approach to ‘economical CBT’ is White’s stress-control programme for anxiety
(White, Keenan & Brooks, 1992; White, 2000). White’s approach is delivered to groups
of 20–50 clients, who also receive a written version of the course content which they can
work on during and after the course.

Although calling this approach ‘large group’ conveys one of its distinctive features –
the sheer number of people involved – it may in other ways be misleading since it is not
group therapy in the usual sense, but is educational, more akin to an evening class. The
course consists of six two-hour sessions, usually held in the evenings, in a primary-care
or non-health-care setting, and clients are encouraged to bring their partners if they wish.
Outcome studies suggest that the programme can result in good outcomes for anxiety dis-
orders, and that improvements are well maintained in follow-up (White et al., 1992; White,
1998). White (2000) gives a comprehensive account of the approach, including practical
advice on how to set up and run classes.

Possible advantages of this format include its obvious capacity to provide help to large
numbers of people in a way which is very economical of time, both for clinicians and for
clients. Its approach to anxiety problems, conceptualised as ‘stress’ that can be managed
using teachable skills, may also appeal to populations who would be less likely to access
conventional psychological therapies – White originally developed the approach partly to



appeal to such groups. Apart from the size of the large group, which means that no one
stands out unless they want to, one of the course’s guidelines is that members are discour-
aged from discussing their particular problems in any detail, a rule that some clients find
very reassuring. There may also be non-specific and destigmatising benefits from the sheer
size of the class: ‘I can’t be that weird if 40 other people have the same kind of problem!’
On the other side, of course there are clients who will not respond to such a relatively
un-personal approach and who might find it difficult to cope with such a large number of
people – although bringing a partner along may counteract this.

Low Intensity interventions

As noted in Chapter 1, a major new development of the past few years has been the UK
government’s Improving Access to Psychological Therapies (IAPT) project, which aims
to improve the availability of psychological therapies for common mental health prob-
lems in NHS primary care settings. The first stage of IAPT contains two different CBT
approaches: High Intensity (HI) treatment (which is essentially what most of this book is
about); and Low Intensity (LI) treatment, which we cover briefly in this section. We do not
have enough space to cover LI in depth, so if you are interested we would advise consulting
the sources in the ‘Further reading’ section of this chapter.

The LI approach contains several of the features already described above. It is an expli-
citly ‘high volume, low intensity’ approach to CBT, whose goal is to increase the accessib-
ility of CBT by providing it in ways that minimise both the restrictions on clients and the
use of scarce and expensive professional resources. The main characteristics of IAPT-style
LI interventions are:

• It uses a stepped-care model, in which a client making contact with services is
triaged and allocated to the form of treatment that is least restrictive, whilst still
being effective. Clients are routinely monitored on outcome measures, and can be
‘stepped up’ to more intensive forms of therapy if necessary.

• It uses collaborative care to ensure different professional contributions are co-or-
dinated and to maintain contact assertively with clients.

• It uses many of the ways of delivering economical therapy that have been de-
scribed above. Richards (2010) describes LI clinically as ‘characterised by fewer
sessions; more emphasis on self-management; the structured and central use of
written material as a core strategy, rather than merely an adjunct to therapy; [and]
variation in administration methods, such as delivery via the telephone or com-
puter …’.
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Typical LI interventions include guided self-help in CBT strategies such as working with
thoughts or exposure to anxiety-provoking situations (often using brief telephone contacts
rather than full-length face-to-face sessions); a brief form of behavioural activation (see
Chapter 17); medication support; and computerised CBT. See the IAPT website (IAPT,
2010) for downloadable resources and the curriculum for the training of LI workers. In the
first academic publication on IAPT outcomes, Clark et al. (2009) provide some data sug-
gesting that LI is capable of achieving both good outcomes for clients and impressively
high capacities for services treating those clients, with a mean of 2.6 hours of treatment
contact.

Two other points about LI work are worth remembering: (a) it should not be thought of
as a kind of ‘diluted’ version of conventional CBT – rather both the therapy and the therap-
ists are different in important ways to standard CBT; (b) because of the different therapeutic
approach and the high volume of clients (with caseloads of 50 per worker not uncommon),
the approach to supervision has to be different to that described in Chapter 19 of this book.
For instance it is recommended (Richards, 2010) that cases are monitored and automatic-
ally flagged up for supervision by computer systems. For both these reasons, it is not ne-
cessarily the case that conventional CBT therapists make good LI therapists or supervisors.

Conventional groups

Another way of reducing costs while maintaining a more clinical relationship with one’s
clients is to develop a CBT group, by generalising the CBT approach used with individuals
to a small-group format but without mimicking the principles of psychodynamic groups.
There are various established group protocol programmes that have been developed for
specific disorders (Bieling, McCabe & Antony, 2006). The CBT structure of agenda-set-
ting; monitoring of affect, thoughts and behaviour; re-evaluation of dysfunctional beliefs;
homework tasks; and BEs has been maintained in group settings (Freeman, 1983). Initially
the focus was on groups for depressed clients (e.g. Hollon & Shaw, 1979), but this has
gradually been extended to a wide range of other disorders (see Ryder, 2010 for a review).
Apart from economic considerations, there are other advantages of working in this way, in-
cluding:

• economy of therapist time (but see discussion below);
• normalising group members’ experiences, as the symptoms and problems of others

are shared;
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• clients often spot in others what was not obvious in themselves – e.g. increased
ability to recognise links between thoughts and feelings or others’ cognitive distor-
tions (Rush & Watkins, 1981);

• group support for doing difficult tasks – e.g. behavioural experiments where cour-
age is demanded;

• development of a culture of homework completion, etc.;
• potential for group members acting as co-therapists for each other, facilitating

skills acquisition (Hope & Heimberg, 1993), for example, in tracking ‘hot
thoughts’;

• capacity for doing BEs within the group, particularly (but not exclusively) for so-
cial anxiety.

However, the advantages need to be offset against a number of possible disadvantages
(Tucker & Oie, 2007), including:

• reduced ability to tailor the sessions to the idiosyncratic beliefs/behaviours of each
client;

• possible reluctance to disclose shameful beliefs;
• risk of one or a few individuals monopolising the sessions or not really engaging;
• different improvement rates among the group may be discouraging for some;
• drop-outs may have a dispiriting impact on the group;
• potential for unhelpful culture to develop – e.g. off-target discussion or non-com-

pliance with homework.

Nevertheless, the potential saving in therapist time has proved very tempting, and a number
of different kinds of groups have been developed.

Format of CBT groups

Groups have been developed for different purposes (e.g. in-patient vs. out-patient), and
Morrison (2001) has differentiated them as follows:

• Open-ended: clients can join for a number of sessions at any point. Such groups
may have a strongly educational tone. They necessarily focus on broad issues, for
example, links between affect and cognition, with less opportunity to consider in-
dividual issues.



• Open, rotating theme (e.g. Freeman, Schrodt, Gilson & Ludgate, 1993): there is a
prearranged programme so not all sessions may be appropriate for any individual
client. They are often at a higher frequency than usual – e.g. three times a week.

• Programmed: highly didactic and the least interactive – similar to the large group
format described above.

• Closed: everyone joins the group at the same time and goes through the whole pro-
gramme, so all are at a similar level of skill with CBT.

Membership of groups

This is largely dependent on the function of the group. If the group is designed to deal with
problems like panic disorder or borderline personality disorder, then there would need to
be a screening process. If, on the other hand, the group is intended to increase skills in the
management of problems across diagnoses, as may be the case with an open-ended in-pa-
tient group, then it would be more likely that a wide range of clients would be included,
independent of diagnosis. The relevant questions are what the aim of the group is and who
would be most likely to benefit. As the success of a group depends partly on its member-
ship, the issue of who to take in is crucial, and Ryder (2010) has useful suggestions for in-
clusion criteria (for example, socially able to benefit from the group) and exclusion criteria
(for example, actively suicidal) which could be considered if you were planning to set up a
group.

Therapist input

The general view (e.g. Freeman et al., 1993) is that it is easier to run a group with more
than one therapist, partly because of the twin tasks of providing the technical input (e.g.
teaching how to use a DTR) at the same time as attending to interactions between group
members. Hollon and Shaw (1979) suggest that six group members is about the maximum
an individual therapist can handle unless a co-therapist is available. Ryder (2010) indic-
ates that a greater number can be included as long as the number of therapists is increased,
so that group process can be attended to (Yalom, 1995), in addition to teaching technical
skills. The roles of the therapists should be differentiated and agreed between them so that
there is neither duplication nor gaps.



Frequency

Open groups can continue for an indefinite period, but closed groups tend to run for
between 12 and 20 sessions, usually on a weekly basis in out-patient settings, more fre-
quently with in-patients. They generally last for one and a half or two hours, which allows
sufficient time for group discussion in addition to the didactic and technical elements.

Group rules

It is helpful for group members to know what rules should be followed, for example about
confidentiality, attendance, punctuality, respect for other members, dealing with crises, and
so on.

What outcome can be expected from group CBT?

Morrison (2001) looked at the outcome studies for different kinds of groups, across dia-
gnoses and formats, and these are summarised succinctly in her paper. Overall, it was dif-
ficult to demonstrate advantages for group over individual treatment, largely because the
studies were inadequate for the purpose: in many studies, the samples were too small (e.g.
Rush & Watkins, 1981, for depression; Scholing & Emmelkamp, 1993, for social phobia);
or the outcomes for individual treatments were lower than in other published studies con-
cerning the same problem (e.g. Telch, Luxcas, Schmidt, Hanna, Jaimez & Lucas, 1993, for
panic); or the group programme offered was not consistently CBT (e.g. Enright, 1991, with
OCD). Nevertheless, Morrison concluded that outcome studies generally support the effic-
acy of CBT offered in groups, although it seems probable that clients with more serious
disorders, those with serious depression, or OCD, do better with individual treatment.

Cost-effectiveness of group CBT

Much of the argument in favour of group CBT lies in its cost-effectiveness, but this may be
more apparent than real, for the following reasons:

• group sessions usually last one and a half or two hours rather than the single hour
typical of individual therapy;



• the screening process may be very time-consuming, with referrers taking a chance
on clients likely to be unsuitable for the group;

• there is often a lot of preparation of materials for groups – hand-outs, question-
naires/ratings, etc.;

• time is taken for preparation of the group programme, probably with a co-therapist;
• time is required for debriefing with a co-therapist after each session;
• it may be more difficult for clients to take two hours plus travel time off work; An-

tonuccio, Thomas and Danton (1997) argued that this cost needs to be factored in
when looking at comparative costs;

• there may be less treatment gain for each individual in the group, and the gain per
unit of therapist time may need to be considered.

By all means, go ahead and develop CBT groups, but it is important to evaluate the pro-
gress made by individuals in the group and to compare this with the progress made by
similar clients seen individually in your own practice or in published research. As long as
your clients make progress, you may consider that it is more equitable to offer more people
a group, with less expected gain, than it is to offer a smaller number of clients individu-
al therapy, even if you know the small number are likely to do better if seen individually.
Morrison (2001) suggested that it may be useful to offer clients two or three individual ses-
sions before moving them into a group, to identify idiosyncratic features for attention in
the group and to socialise them to the CBT approach. You may then get the best of both
worlds.

Couples

Working with couples is another way of increasing the effectiveness of therapy when it is
apparent that their relationship is central to the problems presented by one or both clients.
The CBT approach to therapy with couples assumes that the beliefs of each client about
themselves, their relationship and relationships in general are crucial in understanding how
they feel about their own relationship and each other and how they behave towards each
other. These beliefs may have been learned early in life and may not be verbally articulated,
so a major task is to help the couple identify those beliefs (Beck, 1988). It is important to
pay equal attention to each partners’ expectations about relationships and how those ex-
pectations may distort their perceptions of their current relationship.

The general principles and characteristics of cognitive therapy apply to this kind of
working, with an emphasis on structured sessions and inter-session assignments. The as-
sessment includes a joint session, plus individual sessions with each of the partners, where
ground rules are laid down about, for example, telephone calls outside the session and ar-



guing within the session (see Dattilio & Padesky, 1990). Having developed a problem list
and formulation, therapy is likely to focus on three broad areas:

1 Modifying unrealistic expectations

This is done following the principles and techniques described for individuals in earlier
chapters.

A woman who felt hopeless about her marriage held the belief ‘Unless I am the centre of his life,
our relationship means nothing’ and had automatic thoughts such as ‘We never do anything together’,
whenever her partner engaged independently in an activity. Therapy involved looking at the evidence
for each partner’s NATs and gradually worked towards jointly defining a belief that took account of
their experience of current relationships – for example, ‘Our lives can interconnect and overlap in im-
portant areas and be separate in other areas; and our relationship can still be meaningful’.

Beck (1988) gives good examples of typical cognitive distortions and how to tackle them.

2 Modifying faulty attributions of blame

It is common for couples to be locked in a vicious cycle of mutual recrimination and blam-
ing, with neither partner accepting responsibility for the difficulties in the relationship. It
is a priority to help them identify and re-evaluate their beliefs about responsibility so that
they can collaborate in working on their problems.

3 Communication training and problem-solving

Couples typically need help in developing new skills to help them reduce destructive in-
teractions. Communication training emphasises good listening skills, clearly stating one’s
needs and taking responsibility for one’s feelings and is well described in Burns (1999). It
is important that couples learn how to deal with intense anger while they are learning to
communicate effectively, and this can usefully be rehearsed in treatment sessions.

Once they can communicate more effectively, many couples need to learn to problem-
solve to deal with areas of disagreement. Jacobson and Margolin (1979) set out general
principles for problem-solving in couples, including:



• specifically defining the problem;
• focusing on solutions rather than blame;
• learning to compromise.

Behavioural approaches to couple therapy (for example, Stuart, 1980) emphasise the ex-
change of positive behaviours, where each partner acted in specific ways to please the oth-
er. Within CBT, this strategy can be used to identify dysfunctional beliefs and incorporated
into behavioural experiments.

Issues that need special attention within couple therapy include crises, such as recently
divulged infidelity or newly developed violence within the relationship. Defusing a crisis
would take priority at the early stages of treatment. Other problem areas are where one part-
ner wants the relationship to end; where one partner has a secret (e.g. infidelity) he does not
want to disclose; where one partner has another ongoing relationship; and where one part-
ner has a significant psychiatric disorder. Problems such as these are addressed in Dattilio
and Padesky (1990) and should be discussed with a supervisor, ideally one experienced in
couple work.

Pair therapy

This describes therapy delivered simultaneously to two clients with similar difficulties. To
our knowledge, pair therapy in CBT was first presented by Kennerley (1995), who de-
scribed offering it to trauma clients who wanted to share their difficulties with others in a
structured and therapeutic setting but who were unable to join a CBT therapy group. The
main reasons for wanting to work with other clients were to destigmatise the experience of
childhood abuse and to discover how others coped, objectives that would have been met in
a therapy group. The predominant reasons for not joining a group were: being too socially
anxious to participate in a group, having personality disorders that precluded them from the
group therapy on offer, or facing a lengthy wait for the next group.

Pairs were matched according to similarities in their traumatic history and current diffi-
culties, and then a single therapist took them through the same programme used in a group
intervention (see Kennerley, Whitehead, Butler & Norris, 1998). Norris (1995) gives a de-
tailed account of two women’s experience of pair therapy. Although this approach to man-
aging problems related to childhood trauma has not been used in a controlled trial, the pre-
liminary indications were that clients found it acceptable, gained the social benefits of shar-
ing their problems without having to join a group and did as well in treatment as those in
group therapy.



Summary

• CBT can be delivered in a variety of ways beyond the traditional format of ‘one
patient and one therapist for one hour’.

• This chapter reviews variations including:
◦ Self-help
◦ Large groups
◦ The IAPT Low Intensity approach
◦ Small groups
◦ Couples
◦ Pairs.

• All these variations may be useful in improving costs, accessibility or effectiveness
compared to conventional one-to-one CBT.

Learning exercises

Review and reflection:

• Are there any possible disadvantages to any of these approaches? What are
they and how much of a problem do they represent?

• One often-cited objection to some of these approaches is that they might ‘in-
oculate’ patients against ‘proper’ CBT – in other words that if a Low Intens-
ity approach or a group approach is not effective, patients might be resistant
to trying full-blown CBT and hence miss out on a treatment that might help
them. We know of no evidence to support or refute this idea: how likely does
it seem to you?

• Which of these approaches would fit well with your way of working and your
client group?

Taking it forward:



• Is there scope for trying any of these approaches in your own clinical prac-
tice, or in the service for which you work?

• What would you need to do to make this happen? With whom do you need to
discuss CBT approaches? How can you best make your case?

• If the ‘inoculation’ worry seems significant to you, how could you go about
checking out how much of a problem it really is in practice?

• In general – how will you evaluate the impact of adopting a different CBT
approach?

Further reading

Bennett-Levy, J., Richards, D., Farrand, P., Christensen, H., Griffiths, K., Kavanagh, D., Klein, B., Lau,
M., Proudfoot, J., Ritterband, L. White, J., & Williams, C. (Eds.). (2010). The Oxford guide to Low
Intensity CBT interventions. Oxford: Oxford University Press.

IAPT (2010). Web page: Training resources for Low Intensity therapy workers. Retrieved 27 January
2010 from www.iapt.nhs.uk/2009/01/20/training-resources-for-low-intensity-therapy-workers/

Richards, D. (2010). Low Intensity CBT. In M. Mueller, H. Kennerley, F. McManus, & D. Westbrook
(Eds.). The Oxford guide to surviving as a CBT therapist. Oxford: Oxford University Press.

Ryder, J. (2010). CBT in groups. In M. Mueller, H. Kennerley, F. McManus, & D. Westbrook (Eds.).
The Oxford guide to surviving as a CBT therapist. Oxford: Oxford University Press.

Useful sources of self-help materials for patients include:

The Constable Robinson ‘Overcoming’ series of self-help books by leading CBT therapists. See:
www.constablerobinson.com/?section=books&series=overcoming

Oxford Cognitive Therapy Centre’s booklets for patients. See: www.octc.co.uk/con-
tent.asp?PageID=63
Chris Williams’ Five Areas approach, with downloadable resources: www.fiveareas.com/

http://www.iapt.nhs.uk/2009/01/20/training-resources-for-low-intensity-therapy-workers/
http://www.constablerobinson.com/?section=books&series=overcoming
http://www.octc.co.uk/content.asp?PageID=63
http://www.octc.co.uk/content.asp?PageID=63
http://www.fiveareas.com/
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Developments in CBT

Introduction

CBT was originally developed to help those suffering from clinical depression and has
gradually been extended to a wide range of psychological disorders. By the 1990s, the
model had been elaborated to include the cognitive, emotional and behavioural processes
that might underpin the difficulties of clients who experience more complicated problems,
including personality disorder.

The most clinically prominent models for complex clients emphasise the role of
schemata (or schemas) in cognitive and behavioural difficulties, and these have given rise to
approaches to cognitive therapy which are overtly schemafocused (Beck et al., 2004; Young,
1990) and those that indirectly address problem schemata (Gilbert, 2005; Linehan, 1993).
These schemafocused developments will be given prominence in this chapter, as well as oth-
er important models and theories that have given rise to exciting possibilities for enhancing
or shifting the emphasis of interventions. These include the interacting cognitive subsys-
tem (ICS) model (Teasdale & Barnard, 1993), which underpins mindfulnessbased cognitive
therapy (MBCT) (Segal, Williams & Teasdale, 2002); and relational frame theory (Hayes,
BarnesHolmes & Roche, 2001), which provides the theoretical basis for acceptance and
commitment therapy (ACT).

The past decade has also seen the emergence of behavioural activation (BA) (Jacobson,
Martell & Dimidjian, 2001), a therapy that focuses on a single component of CBT for de-
pression (see also Chapter 12).

Each of these developments can only be briefly reviewed in this chapter; therefore, the
reader is advised to refer to the available training manuals or publications for detailed guid-
ance.

Why consider moving outside the framework of traditional CBT?

First, on an adhoc basis, traditional CBT might require modification or elaboration to be
effective. This may mean extending treatment sessions beyond the number indicated by a
treatment protocol or ‘adding’ an extra intervention to supplement the protocol when the cli-
ent has, for example, to deal with an unforeseen life event.

Furthermore, CBT is not the optimum therapy for all psychological problems and is not
accessible to all clients. In some instances, other forms of psychotherapy are more helpful,
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for example, family therapy in the treatment of AN (see Eisler, le Grange & Asen, 2003,
for a review).

Second, some practitioners have elaborated cognitive therapy in a substantial way in
order to increase its accessibility to and effectiveness for those with chronic and complic-
ated problems. This includes the expansion of interest in interpersonal processes in cognit-
ive therapy (Safran & Segal, 1990), the development of schemafocused cognitive therapy
(SFCT) (Beck et al., 2004), schema therapy (Young et al., 2003) and MBCT (Segal et al.,
2002), which combines CBT with mindfulness training.

Third, some practitioners have streamlined traditional CBT by focusing on specific as-
pects of it. For example, BA (Jacobson et al., 2001) deemphasises the cognitive compon-
ents of traditional CBT in the treatment for depression.

A therapist might consider moving outside the traditional framework of CBT when the
‘classic’ approach seems to be insufficient yet the client seems suited to CBT and the for-
mulation of the client’s problem appears to support a cognitivebehavioural intervention. In
some instances, there are guidelines to indicate which clients might be helped in this way.
For example, MBCT is advocated as a treatment for recurrent depressive disorder, compas-
sionate mind training for those whose progress seems arrested by selfcriticism and shame,
and SFCT for clients who are ‘stuck’ because of the resilience of longstanding negative
belief systems. These approaches are discussed later in this chapter.

Schemata in therapy

What is a schema?

There is agreement that a schema is more than a belief: it is an informationprocessing struc-
ture that enables us to classify incoming information and to anticipate events. Some authors
argue that it is a purely cognitive structure, while others argue that it is more complex and
multimodal. We all have schemata, about ourselves, about categories of events and so on.
These knowledge structures enable us to process, with speed, what is happening and help
us render the environment predictable. It is accepted that, in general, schema develop from
early childhood and subsequently predispose a person to interpret themselves, the world
and the future in a particular way.

Williams, Watts, McCleod and Mathews (1997) give a succinct description of a schema
as ‘a stored body of knowledge which interacts with the encoding, comprehension and/or
retrieval of new information within its domain, by guiding attention, expectancies, inter-
pretation and memory search …[a] consistent internal structure, used as a template to or-



ganise new information’ (p. 211). You might ask: ‘What does this mean in practice?’ Con-
sider the following brief passage:

Mary walked down the aisle, the congregation was silent and her parents looked on proudly.
She readjusted her mortarboard slightly.

You probably quickly concluded that this was Mary’s graduation ceremony even though
there is no mention of graduation. Your previous knowledge of ceremonies furnished you
with the information that you needed to ‘read between the lines’ and to anticipate what
was happening. This body of knowledge resides in a schema. Thus, schemata are highly
functional – and flexible (there is a reasonable chance that you were holding out for a wed-
ding until you read ‘mortarboard’ and switched to an alternative possibility). This ability
to make a rapid deduction on the basis of limited information generally serves us well, but
problems arise when the content of a schema is biased or is inflexible. When this happens,
a person can ‘read between the lines’ inaccurately. For example:

Rosie’s boss had barely finished saying ‘You look well today!’ when she felt overwhelming distress
and had to get out of the room. The thought running through her mind was ‘He thinks I look fat!’ and
the feelings that she experienced were fear and self-loathing.

Rosie’s selfschema was so biased towards the negative that when her boss commented on
her appearance, she ‘read between the lines’, and, instead of perceiving a compliment, she
believed that she had been criticised.

Beck et al. (1979) recognised the position of schemata in the cognitive model of de-
pression. He acknowledged that accessible thoughts (automatic thoughts) are coloured by
‘deeper’ mental structures (schemata). For example, a selfschema represented by the label
‘hopeless’ could well underpin NATs such as ‘There’s no point in trying’ or ‘Things will
never go well for me’; an interpersonal schema, represented by ‘mistrust’, might explain
NATS such as ‘He’s only saying that to manipulate me’, or ‘Others will leave me in the
end’.

Although schemata have long been recognised as ‘enduring structures of knowledge’
(Neisser, 1976), they are flexible to varying degrees, enabling us to change our attitudes
and expectations as we have new experiences. For example, with managerial experience,
a person’s view of self might shift from ‘I can’t handle people’ to ‘I can manage others’;
following a traumatic experience, a person’s view of the world might shift from ‘basically
safe’ to ‘threatening and dangerous’. CBT exploits this by working in the ‘here and now’,
offering clients new possibilities, encouraging new experiences which might have an im-
pact at the schema level.



Schema-focused work

Some clients, however, present with schemata that seem resistant to change even in the
face of new evidence. This is seen to be pivotal in the maintenance of chronic psychologic-
al problems, including those associated with personality disorders. Typically, clients with
changeresistant schemata cannot embrace a positive experience that challenges a negative
belief. Instead, they repeatedly dismiss it with comments such as, ‘Yes but he’s only saying
that out of pity’, or ‘Yes but that was down to luck’. Some clients, such as Rosie, never get
as far as appreciating the positive experience; they rapidly distort it to a negative event that
sits comfortably with their inner, negative perspective.

This is the client group for whom schemafocused, or ‘second generation’, cognitive
therapy (Perris, 2000) was developed. The resilience of unhelpful schemata demanded the
development of strategies that could more directly target them and an approach that could
facilitate this. Thus, schemafocused work is an elaboration of traditional CBT with a shift
of emphasis – it is not a distinct, new approach.

The approach puts greater emphasis on understanding the childhood and adolescent
origins of psychological problems and on the client–therapist relationship, placing the for-
mulation in a greater historical and interpersonal context. As far back as 1979, Beck et al.
suggested that ‘the use of childhood material is not crucial in treating the acute phase of
depression or anxiety, but it is important in the chronic personality disorders’.

Practitioners have emphasised using the client–therapist interaction to more readily un-
cover sensitive or elusive core themes, to engage clients with interpersonal difficulties or
profound hopelessness and to use the relationship as a mediator of change (Perris, 2000;
Beck et al., 2004). In cognitive therapy, transference is not assumed to be operating but is
a possibility to be explored. In their particular practice of Schema Therapy, Young et al.
(2003) particularly emphasise the therapeutic value of ‘partial reparenting’ and ‘empathic
confrontation’, both of which assume that the therapeutic relationship represents a medium
for change.

Schema work is about developing new, helpful belief systems that will be to the client’s
advantage and will compete with old perspectives – simply demolishing old beliefs can
leave a client in something of a void. Many of these strategies are elaborations of ‘classic’
CBT techniques and include the following.

Positive data logs (Padesky, 1994) are systematically compiled lists of positive experi-
ences that serve to build new, more constructive belief systems and that challenge old, less
helpful perspectives.



For example, Rosie collected information that was consistent with a new possibility: ‘I am an attractive
person’. First, she compiled a list of qualities which she found attractive in others:

• A ready smile
• Genuine warmth
• Kindness
• Tolerance
• Fairness.

Rosie was interested that her list did not contain descriptions of physical appearance, and she reflected
that others might share similar views. She used this list as a checklist and noted each time she became
aware that she fulfilled one of her criteria, or when someone paid her a compliment indicating that
she was attractive. At first, it was difficult to recognise the positives and she needed encouragement
to continue to keep the log, but, with practice, Rosie became more adept at noticing compliments and
achievements. In this way she both collected information to help her construct a new belief system and
she developed the skill of noticing positive events.

This technique is not a fundamentally new strategy but more an elaboration of the datacol-
lecting exercises that we use in traditional CBT. However, it is generally more effortful for
your client and will span a longer period.

Continuum work or ‘scaling’ (Pretzer, 1990) is a strategy for helping clients combat an
unhelpful dichotomous thinking style. In classic CBT, we often help clients recognise their
‘allornothing’ thinking and prompt them to take stock of the range of possibilities linking
the extremes. Continuum work builds on this and involves drawing out the spectrum that
lies between the extremes, discussing and weighing up the validity of an ‘allornothing’ per-
spective (this is also discussed in Chapter 8).

In Rosie’s case, she held a dichotomy of ‘ugly or attractive’ and, unless she was given a very unam-
biguous message that she was attractive, she perceived comments as confirming that she was ugly. In
therapy, she began to realise a continuum of attractiveness existed and that it included more than phys-
ical appearance.

C:\Users\John\AppData\Local\Temp\don71D3\text\part0014_split_000.html


Historical logs (Young, 1984) are retrospective thought records. Key incidents from the
past are reevaluated in a systematic way, reviewing the historical reasons why a belief
might have seemed compelling and why its validity might now be doubted.

Rosie dated her belief that she was ugly to several incidents from her past, including an incident at age
eight when a group of children surrounded her and chanted that she was ‘repulsive’. She reflected on
why it was that she believed them at the time:

I was overweight and my parents never did anything but criticise me.

Now, however, she could use her ‘wise mind’ to challenge the conclusion she drew as an eight-year-
old:

I was a regular-looking, slightly chubby girl who was scapegoated by a group of kids who knew no
better.

She then drew a new conclusion:

I was vulnerable to believing criticism because of my home life, but I can now see that those kids were
being superficial and cruel, which reflects badly on them rather than on me.

The responsibility pie technique (Greenberger & Padesky, 1995) encourages a client to con-
sider who or what else might have contributed to a difficult situation. Sometimes our cli-
ents assume that they are predominantly, if not totally, responsible for bad things that have
happened and they feel painfully ashamed:

In Rosie’s case, she blamed herself for being overweight, which fuelled self-loathing, shame and de-
pressed mood. Her therapist prompted her to think who or what else might have contributed to her be-
ing overweight. At first she struggled, but slowly generated a list:

1. The food industry, who package and advertise food to make it so appealing.
2. My depression, which leads me to comfort eat.
3. My parents, who were unsupportive so that I turned to comfort eating.



4. My mother, who was always dieting but fed me the food she craved, which
made me a fat child.

5. The children who teased me for being ‘fat’, which triggered my obsession
with weight.

6. My dance school, which indoctrinated us with the idea that only thin is ac-
ceptable and contributed to my obsession with weight.

7. My obsession with weight: I am preoccupied with food.
8. My aunt, though I love her dearly, who tried to cheer me up with chocolate

treats, which is probably why I find chocolate particularly tempting.

When she had exhausted all possibilities, she added her name to the bottom of the list. nd chocolate
particularly tempting.

For some clients, this alone is sufficient to modify an extreme view of responsibility, as
they now realise that there were many contributors to their problem. However, Greenberger
and Padesky suggest taking the exercise further and asking clients to estimate how much
each person/thing contributed and then to convert this to a pie chart. While this is too de-
manding for some clients, it can be helpful to others.

In Rosie’s case, her ratings were as follows:

1 The food industry 5%
2 My depression 10%
3 My parents 40%
4 My mother 10%
5 The children 10%
6 My dance school 5%
7 My weight obsession 15%
8 My aunt 1%
9 Myself 4%

When she reached the bottom of the list, Rosie discovered that she only had 4% left to apportion to
herself, and, as a consequence, felt less shameful and angry with herself. Her pie charts are shown in
Figure 17.1.
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Figure 17.1 Rosie’s responsibility pie charts

If your client thinks that this is a trick and you have manipulated the figures, you can ask
them to review their estimates and change the figures with which they are not happy. In
general, your client will still end up with a responsibility figure for themselves that is less
than they had originally expected.

It is important that you encourage your client not to conclude, ‘I am not responsible,
therefore there is nothing I can do about it’. Although a person no longer feels responsible
for something happening to them, they can take responsibility for moving on. You might
not be responsible for your central heating breaking down, but you can take responsibility
for getting it fixed.

Schemachange strategies have also involved the development of ‘experiential tech-
niques’, reflecting the role plays and visualisations used in classic CBT but also drawing
on Gestalt techniques and complex imagery exercises. For example, Rosie benefited from
what Padesky calls psychodrama (Padesky, 1994), a role play of an interaction with her
dead father which enabled her to confront him about his emotional and physical abuse.
She was also helped by engaging in image restructuring (Layden et al., 1993), where she
reviewed the image of being ridiculed by schoolchildren, reconsidered her responses and
conclusion and then rescripted an ending with positive connotations.

For Rosie, this new image was of her walking away feeling tall and attractive (rather than cowed and
ugly), confident in her knowledge that they were wrong and that she was morally superior. She particu-
larly focused on the physical sensations of feeling tall and attractive, as this challenged her ‘felt sense’
of ugliness.

Such bodyimage transformation can be particularly helpful in those with a longstanding
‘sense’ of being unattractive or uncomfortable (Kennerley, 1996).



Another experiential technique is schema dialogue (Young et al., 2003), where a client
conducts a dialogue between the old, unhelpful belief system and the more adaptive one.

In a session, Rosie’s therapist played the part of her assumption that she was ugly, and Rosie rehearsed
responding with compassionate, positive statements that supported the belief that she was attractive.
Initially, the therapist modelled arguments to undermine the validity of the negative perspective, but
Rosie was soon able to take on this role and, in debate, became adept at generating convincing argu-
ments that she was attractive.

To help the client in the early stages of challenging, Young et al. (2003) advise the use of
schema flashcards that summarise the process for the client. These essentially prompt a cli-
ent to use a problem feeling (anger, angst, urges etc.) to cue reflection on what makes sense
of the feeling, and what they might do about it.

Rosie’s schema flashcard reflects a modified, brief version of Young’s format.

Right now I feel: ……………………………..
It is no wonder because: ……………………
However: ………………………………………..
Therefore I will: ………………………………

Rosie carried her card with her and when she was distressed used it as a reminder to pause, recognise
what was happening and think what would be best for her. For example, she was very agitated driving
home one evening and headed off to the garage to buy [a lot of] chocolate. She pulled into a parking
bay and took out her schema flashcard.

Right now
I feel: Agitated and fragile. I want to binge this feeling away.

It is no
wonder
because:

I think I really messed up at work and I’m so ashamed. It makes me hate myself.

However:
This is my negative schema kicking in, making me assume the worst and feel bad. It’s my
old view of myself and I have begun to learn to appreciate that I am a reasonably capable
and okay person.

Therefore
I will:

Not try to eat my way through this distress. I’ll put on some lively music, remind myself
of my achievements and I’ll see if I can get through this without resorting to a binge.

By doing this, Rosie decentred, became aware of the schema-activation that was driving her feelings
and urges, she challenged her unhelpful automatic thoughts and set up an experiment for herself.

Table 17.1 Classic and schema-focused CBT strategies



‘Classic’ CBT Schema-focused CBT
Collecting data as part of a behavioural
experiment

Positive data logs

Identifying dichotomous thinking and re-
cognising Continuum or scaling technique

gradations
Thought records Historical log
Questioning blame Responsibility pies
Role play Psychodrama

Simple imagery transformation Transformation of meaning of early memories; complex imagery
transformation

Physical techniques Body-image transformation
Challenging unhelpful thoughts Schema dialogue
Progress review Core belief logs
Aides-memoire Schema flashcards

The techniques used to address fundamental beliefs are predominantly developments of
‘classic’ CBT strategies and are summarised in Table 17.1.

The experiential techniques have been shown to be particularly effective in achieving
schemalevel changes (Arntz & Weertman, 1999). However, they can be very evocative of
strong emotion and should be used with caution, i.e. only when clearly justified and when
you are confident that your client can tolerate the consequent affect.

The more ambitious aims of schemafocused work often make it necessary to offer cli-
ents longer therapy – sometimes several years (Young et al., 2003). Thus, you need to ask
not only ‘Have I the skills to engage in a schemafocused therapy?’, but also ‘Can both the
client and I commit to a longterm intervention?’

It is striking that schemafocused therapy achieved popularity in the world of cognitive
therapy, and across a range of disorders (Riso et al., 2007), without a substantial empirical
foundation. There have been single case reports (e.g. Morrison, 2000), examination of
specific schemachange methods (e.g. Arntz & Weertman, 1999) and open clinical trials
(Brown, Newman, Charlesworth, CritsChristoph & Beck, 2004), but only relatively re-
cently have we seen the outcome of randomised controlled trials. In 2006, GiesenBloo et
al. published a study which showed that, over a threeyear period, Young’s Schema Ther-
apy was superior to transferencefocused psychotherapy with patients with borderline per-
sonality disorder (BPD). In the same year Davidson and coworkers published the results
of a shorter study (one year treatment and one year followup) where schemafocused CBT
was combined with treatment as usual (TAU). Again, this study concentrated on patients
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with BPD and the results showed superiority for the combined intervention over TAU. Al-
though the two interventions were different – in that one used Young’s Schema Therapy
(2003) while the other combined a more Beckian schemafocused CBT approach (1990) –
they each produced compelling results. However, it has to be borne in mind that both stud-
ies focused on a very specific population, so we cannot assume that the results would gen-
eralise to nonBPD populations. The same can be said for a more recent RCT that has also
concentrated on clients with BPD (Farrell, Shaw & Webber, 2009). This study investigated
the impact of adding 30 sessions of schemafocused group therapy (SFT) to TAU. The res-
ults again indicated significant improvement in functioning of participants in the SFTTAU
group over the TAU group.

In summary, although schemafocused interventions might be theoretically justifiable
and clinically defensible with BPD clients, schemafocused approaches should be used
with thoughtful caution with nonBPD populations. We would suggest that traditional CBT
should be the first choice for a client who has been assessed and considered suitable for
cognitive therapy.

Compassion-based therapy

What is it?

A commonly reported emotion among those seeking psychotherapy is shame (Gilbert &
Andrews, 1998). For example, it has been associated with depressive disorder (Gilbert,
1992), and eating disorders and childhood abuse (Andrews, 1997). There is evidence that
those who are highly selfcritical do less well with traditional CBT (Rector, Bagby, Segal,
Joffe & Levitt, 2000), and the explanation might lie in the nature of longstanding negative
schemata. Compassionbased therapy aims to help those with internal shame, selfcriticism
and selfcondemnation develop compassion towards themselves and thus reduce or elimin-
ate their feelings of shame.

Shameful clients often adopt the techniques of cognitive therapy but fail to feel an emo-
tional shift, because shame and selfcriticism pervade their responses. One reason might
be that they use a harsh tone when challenging unhelpful cognitions. This can perhaps be
likened to a parent ‘comforting’ a child by saying ‘Don’t be afraid’ in a stern tone, as
though fear is ridiculous and contrasting this with a parent who uses the same words but
with a tone of empathy and genuine caring.

Gilbert’s (2005) approach combines familiar cognitive behavioural interventions with
compassionate mind training directed at addressing selfcriticism and shame. This com-



bines the technical aspects of cognitive reappraisal with developing an attitude of caring
and concern.

Social mentality theory

Compassionate mind training is based on Gilbert’s social mentality theory (1989), which
proposes that selfrelevant information is often processed through systems (‘social mental-
ities’) that were originally evolved for social relating. Thus, each of us has an internal re-
lationship with the self, and our thinking and feelings can reflect this ‘selftoself’ relating.
For example, a person can be selfattacking and feel attacked, or a person can feel needy for
care and be selfsoothing. Compassionbased therapy focuses on this internal relationship,
training clients to develop inner compassion and warmth so that they might selfsoothe and
counter selfattack effectively.

Compassion-based therapy in practice

Compassionbased therapy shares many similarities with classical CBT. A sound therapeut-
ic relationship is crucial to therapy. The therapist uses guided discovery and thoughtmon-
itoring to identify key cognitiveemotional processes that relate to feelings of shame and to
selfcriticism. A formulation is shared and, through this, patterns are identified, as well as
blocks to therapy such as beliefs like: ‘Selfcriticism is good for me: it is character building’.
The shared understanding of how the problem developed and why it persists allow what
Gilbert calls ‘deshaming and deguilting’ (p. 287), which is similar to Linehan’s (1993)
concept of validation. He advocates using imagery to capture the experience of being cared
for, thus promoting feelings of acceptance, safeness and selfsoothing. This compassion-
ate state of mind is then used to promote a compassionate reframe of unhelpful automatic
thoughts.

Compassionbased therapy uses experiential interventions, many similar to those em-
ployed in the schemafocused treatments. Techniques include promoting imagery of the
compassionate self and restructuring past, traumatic experiences; achieving a detachment
from the emotional impact of NATs by learning to name the critical process; and develop-
ing inner dialogues with the hostile self – sometimes using the Gestalt twochairs technique.
Compassionate meditations are also advocated, with similarities in form and purpose to the
mindfulness exercises of DBT and MBCT (see below).

Compassionate mind training is a relatively ‘young’ psychotherapy, but its popularity
is growing (see Gilbert & Irons, 2005, for a review), and the approach has been adapted
for the treatment of depression (Gilbert, 2005), PTSD (Lee, 2005) and anxiety disorders



(Bates, 2005; Hackmann, 2005). Although theoretically strong, the empirical argument for
CMT in clinical practice remains less powerful. There are uncontrolled trials (e.g. Gilbert
& Proctor, 2006) and case series (e.g. Mayhew & Gilbert, 2008) to support its use but, as
yet, no RCTs to endorse the intervention. This is not to say that the approach is not effect-
ive but that it should be employed with the cautions and reservations previously suggested
when considering schemafocused approaches.

Mindfulness-based cognitive therapy (MBCT)

What is it?

This novel treatment approach was developed as a relapseprevention intervention for de-
pression (Segal et al., 2002). It combines elements of classic cognitive therapy with ‘mind-
fulness’ training, a therapeutic meditation approach developed by KabatZinn (1994), who
described mindfulness as ‘paying attention in a particular way: on purpose, in the present
moment and nonjudgementally’ (KabatZinn, 1994, p. 4).

As far back as 1995, Teasdale, Segal and Williams proposed an alternative to the as-
sumption that CBT was effective because of changes in belief in the content of negative
cognitions. They suggested that CBT might work because, by prompting clients to pause,
identify cognitions and evaluate the accuracy or usefulness of their content, it helps them
‘stand back’ from problem cognitions. This allows ‘distancing’ or ‘decentring’. Teasdale,
Moore, Hayhurst, Pope, Williams & Segal (2002) highlighted the importance of decentring
and increased meta-cognitive awareness as an effective intervention in reducing relapse in
depression.

This raises the possibility that relief from psychological distress might be achieved
by helping clients switch to a state of mind in which unhelpful thoughts and feelings are
viewed from a decentred perspective. As the meditative stance of mindfulness training en-
hances decentring, mindfulness was incorporated into CBT, and MBCT was developed.

Interacting cognitive subsystems (ICS)

MBCT is based on a model of informationprocessing known as interacting cognitive sub-
systems (ICS), which regards the mind as a collection of interacting components (Teasdale
& Barnard, 1993). Each of these components receives information from the senses or from
other components of the mind. Each component then processes this information and passes
the transformed information to other components. Thus, there is an interacting network



within which recurring patterns appear in response to certain stimuli. In particular, those
with previous experiences of depressive disorder get caught up in escalating selfperpetu-
ating cycles of cognitive–affective ruminations more readily than those without a history
of major depression. This pattern of rumination increases the likelihood of relapse into de-
pression (Teasdale, 1988).

Teasdale calls the recurring patterns of interaction between mental components ‘modes
of mind’ and likens them to the gears of a car:

Just as each gear has a particular use (starting, accelerating, cruising, etc.), so each mode of mind has a
characteristic function. In a car, change of gear can be prompted either automatically (with an automatic
transmission, by a device that detects when the engine speed reaches certain critical values) or intention-
ally (by the individual consciously choosing to rehearse a particular intention or to deploy attention in a
particular way). (Teasdale, 2004, p. 275)

He goes on to say that, just as with a car, the mind cannot be simultaneously in two gears
or modes. Thus, operating in one mode of mind precludes a person from being in another
state of mind at the same time. MBCT aims to help clients recognise a ‘mental gear’ which
is unhelpful, to disengage from it and to shift to a more functional cognitive mode. Mind-
fulness is seen as an alternative and helpful cognitive mode, as it is the antithesis of ru-
mination. Depressive rumination is characterised by repeatedly and automatically thinking
about negative material, and mindfulness appears to decrease the likelihood of relapse into
depression by putting the client into a state of mind that is incompatible with rumination,
namely:

• intentional: focusing on present experience rather than processing thoughts about
the past or the future;

• regards thoughts as mental events, rather than valid reflections of reality;
• non-judgemental: viewing events as events, rather than ‘good’ or ‘bad’;
• fully present: that is, experiencing the moment, which reduces cognitive and ex-

periential avoidance.

MBCT in practice

MBCT is a manualised group skills training programme for clients in remission from re-
current major depression (Segal et al., 2002). It integrates mindfulness with compatible
elements of CBT. However, there is little emphasis on changing unhelpful thoughts but
rather on cultivating greater mindfulness with respect to them. The key to this is achieving
a stance of nonjudgement and radical acceptance. MBCT aims to help clients become more



aware of, and to relate differently to, their cognitive, emotional and physical experiences.
Clients are taught to disengage from habitual and dysfunctional cognitive routines as a way
to reduce future relapse and recurrence of depression.

Groups meet weekly for eight twohour sessions, with homework assignments between
meetings. These take the form of awareness exercises and tasks designed to integrate the
application of awareness skills into daily life. Following the initial eight meetings, fol-
lowup sessions are scheduled at increasing intervals.

Two RCTs have evaluated the effects of MBCT for recurrent depression, and shown a
50% reduced risk of relapse. In a recent randomised controlled study, Kuyken et al. (2008)
showed that, over a 15month followup period, MBCT is as effective in preventing relapse
as antidepressant medication. More recent small studies (e.g. Barnhofer, Crane, Hargus,
Amarasinghe, Winder & Williams, 2009) are indicating that it is also effective in redu-
cing symptoms in patients with chronic depression. So far, the results of trials indicate that
MBCT is a costefficient preventative programme that can reduce the risk of relapse and
recurrence in those with three or more previous episodes of depression. It is also being
used to help sufferers of other problems such as bipolar disorder, chronic fatigue, insom-
nia, GAD and cancer, and we can look forward to a continued refinement of the model and
further clinical trials.

Other metacognitive therapies

What are they?

As we have seen, in earlier chapters, metacognitive awareness is the capacity to experience
thoughts and images as cognitions, simply events in the mind, and its therapeutic advant-
ages have been applied to other developments of CBT in addition to MBCT. It is part of
ACT and DBT (see below) and in 1995 Wells introduced the idea of Metacognitive Ther-
apy (MCT) for anxiety disorders and later (2008) for both anxiety and depression. The
theoretical grounding for this clinical approach is the Selfregulatory Executive Function
Model (SREF: Wells & Mathews, 1994), which proposes that psychological disorder is un-
derpinned by Cognitive Attentional Syndrome (CAS), which comprises:

• worry and rumination
• threat monitoring, and
• unhelpful coping behaviours.



The MCT approach teaches:

• ‘detached mindfulness’,
• ‘attention training’, and
• ‘situational attentional refocusing’.

These strategies aim to enhance a person’s metaawareness of cognitions, change the rela-
tionship with the cognition and address beliefs about the utility and necessity of worry, ru-
mination and threat monitoring. Rather than attempting to modify the content of the NAT
or schema by considering its validity, it addresses the content of the metacognition and the
way in which thoughts are experienced and regulated.

MCT has been evaluated in several open trials and case series and in one small RCT
where it proved superior to a notreatment waiting period (see Wells (2008) for a review).
Thus, its superiority to classic CBT is not yet well proven.

The radical behavioural interventions

What are they?

Some practitioners and researchers have developed cognitive behavioural interventions that
have a clear cognitive component but emphasise the importance of the behavioural aspect
of treatment. These include Linehan’s dialectic behaviour therapy (1993), acceptance and
commitment therapy (Hayes, Strosahl & Wilson, 1999), and Jacobson’s behavioural activ-
ation (Martell, Addis & Jacobson, 2001). Below is a brief summary of each of these in-
creasingly popular approaches.

Dialectical behaviour therapy (DBT)

Linehan, Heard and Armstrong (1993) devised this intervention specifically for parasui-
cidal women diagnosed as having borderline personality disorder (BPD), a diagnosis as-
sociated with poor treatment outcome. DBT comprises a broad array of cognitive and be-
havioural strategies, tailored to address problems associated with BPD, including suicidal
behaviours. The core skills taught are:

• emotion regulation



• interpersonal effectiveness
• distress tolerance
• mindfulness, and
• self-management.

Treatment requires both individual and group sessions to run concurrently.
The defining characteristic of DBT is an emphasis on ‘dialectics’ or the reconciliation

of opposites – for example, achieving selfacceptance whilst recognising the need to change,
or balancing the alternating high and low aspirations which are common in those with BPD.
Together with this focus on dialectical processes, there is more emphasis on process than
on structure and content.

DBT differs from CBT in several other respects. Rather than aiming to challenge, it
promotes acceptance and validation of the client’s behaviour and reality. The therapeutic
relationship is deemed central to DBT, and there is an emphasis on identifying and address-
ing therapyinterfering behaviours.

DBT has now been evaluated in several trials comparing it with treatment as usual (for
example, see Bohus et al., 2004). Overall, it is associated with better retention rates and
is effective in reducing selfharmful behaviours. Although DBT appears to diminish a par-
ticularly dangerous behaviour, so far its effectiveness seems quite specific, and it does not
necessarily target the wide range of problems suffered by many clients with BPD.

Acceptance and commitment therapy (ACT)

ACT assumes that psychological problems are due to a lack of behavioural flexibility and
effectiveness, and the goal of therapy is to help clients choose effective behaviours even in
the face of interfering thoughts and emotions. Therapy is based on Hayes’s relational frame
theory (Hayes et al., 2001), which views psychological problems as a reflection of psy-
chological inflexibility and experiential avoidance. The model has two main components:
acceptance and mindfulness processes and commitment and behaviour change processes
– hence, ‘acceptance and commitment therapy’. In ACT, these processes are balanced to
produce greater ‘psychological flexibility’ (which Hayes views as the ability to experience
the present moment fully as a conscious, historical being) and, depending on the situation,
changing or persisting in behaviour in the service of chosen values.

Therapists are advised to adopt a compassionate attitude towards the client, echoing
Gilbert’s therapeutic guidelines. Hayes also emphasises the importance of being in the
present moment, advocating the therapeutic use of mindfulness, echoing MBCT and DBT.



To support ACT, there are several randomised controlled studies indicating its efficacy
with, for example, psychotic symptoms (Bach & Hayes, 2002) and specific anxiety disor-
ders (Zettle, 2003).

Behavioural activation (BA)

Behavioural activation emerged as a standalone treatment for depression following a com-
ponent analysis study of CBT (Jacobson et al., 1996). BA was found to equal in efficacy a
more complete version of CT, which also incorporated coping skills to counter depressive
thinking.

BA helps depressed people reengage in their lives through focused activation strategies.
This counters patterns of avoidance, withdrawal and inactivity that may exacerbate de-
pressive episodes by generating additional secondary problems. BA is also designed to help
clients reintroduce positive reinforcement in their lives, which can have an antidepressant
effect. This approach is also mentioned in Chapter 12, which more fully details the role of
activity scheduling in the management of depression. See Martell et al. (2001) for a full
account of BA.

Neuroscience

What is it?

This is the study of brain function, and interestingly, in the past decade it has made an in-
creasing appearance in the CBT literature (see Frewin, Dozois & Lanius [2008] for an em-
pirical and methodological review of studies of the impact of CBT on the brain).

Theorists and practitioners seem to have become more interested in understanding emo-
tional and cognitive reactions at a fundamental level. For example, Brewin (2001), and also
Ehlers and Clark (2000), referred to brain mechanisms in describing their understanding
of the formation of traumatic memories and in developing their models of PTSD. Gilbert’s
Social Mentality Theory (1989) incorporates neurochemistry, Young et al. (2003) cite the
importance of understanding neurobiology of the ‘emotional brain’ and make reference to
LeDoux’s (1999) neurological findings. Researchers in MBCT are increasingly studying
the neurophysiological effects of the training (e.g. Barnhofer, Duggan, Crane, Hepburn,
Fennell & Williams, 2007).
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Why is this interesting?

Cognitive therapists are interested in emotions and emotional processing: it is what we as-
sess, address and monitor in our CBT sessions. It has long been known that basic emotion-
al responses are generated by the primitive limbic system in the brain and in particular by
the amygdala. Links from the limbic system to the cortices help to inform our emotional
responses by ‘contextualising’ them (crossreferencing with previous knowledge) and dif-
ferent links to the highly developed prefrontal areas help us recognise and moderate our
emotions. In 2008, Beck called for a better understanding of the neuroscience of depres-
sion and McNally (2007) for a better appreciation of the neuropsychology of the anxiety
disorders. Both argued that an improved understanding of brain function can improve psy-
chological treatments by giving us a more comprehensive understanding of psychological
problems. But how?

A better understanding can inform our interventions, for example, we know that dimin-
ished prefrontal cortex functioning, correlates with poor emotional management. It is also
associated with borderline personality disorder (BPD) (Berlin, Rolls & Iversen, 2005). It is
no wonder, therefore, that clients with BPD can be impulsive and have difficulties recog-
nising and managing emotions, and as therapists we need to take this into account and have
realistic expectations of ourselves and our clients. Poor frontal lobe functioning is also as-
sociated with developmental trauma and this might help us better appreciate why some of
our patients with traumatic childhoods struggle to cope with the very emotionally evocat-
ive imagery work or role play. We also know that enhanced functioning of these areas of
the brain is associated with meditation (Lazar et al., 2005) and exercise (Colcombe et al.,
2003), and that physical exercise also increases levels of the monoamines that can moder-
ate mood and anxiety (Chaouloff, 1989), thus we can confidently encourage these activities
in clients who are having initial difficulty engaging with the standard cognitive elements
of treatment. It has been shown that fear circuitry (McNally, 2007) and depressive circuitry
in the brain is robust (Bhagwagar & Cowan, 2007) which can help us understand a cli-
ent’s vulnerability to relapse and help us appreciate the importance of relapse management
work (see Chapter 6). Chronic stress causes shrinkage of the hypothalamus which impairs
memory formation and recall – something you can compensate for by introducing memory
aids into sessions.

These are just a few examples of how understanding some ‘first principles’ of brain
functioning can help you enhance your psychotherapy. For researchers, understanding
more about the different brain mechanisms for different disorders can inform both pharma-
cological, psychological or combination treatments – particularly in the more severe psy-
chiatric disorders.
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In conclusion

Since CBT emerged in the 1970s, researchers and clinicians have been striving to apply it
more effectively and to a wider population. As a result we have now a range of CBTbased
interventions we can adopt when working with a range of clients with differing needs and
problems. However, we would urge you to consider carefully any departure from the evid-
encebased interventions and ensure that your understanding of your client’s difficulties jus-
tifies it.

Problems

The therapist is not competent to offer the therapy

Clinicians not only need to be familiar with the basic principles of CBT and the augmenta-
tions of it but need to be able to work with clients who might have challenging interperson-
al difficulties and who might present with a range of problems – some dangerous to them-
selves and others. Thus, as a therapist, you need to be prepared to gain additional training
and to ensure that this is combined with good supervision and support.

The therapist is stressed by the complexity and the demands of the
therapy

The therapies described in this chapter tend to be reserved for complex clients who can
be taxing on the therapist’s skills and resources. As indicated above, supervision is essen-
tial for therapists working with complex clients and additional peer support can also offset
some of the stress (although support should be in addition to supervision and not instead of
supervision). Nevertheless, therapists need to be realistic and only take on cases when they
are reasonably confident that they can provide longterm or intensive care when necessary.
It is also important to have a caseload with a ‘balance’ of clients that matches the therap-
ist’s skills and resources. Kennerley et al. (2010) have written a useful and practical chapter
that addresses coping with therapist stresses.



The case seems never-ending

Clients with complex needs can require ‘longerterm’ therapy, which, in the literature, can
mean anything from 20 sessions to several years. In order to guard against unnecessarily
prolonging therapy and to guard against fostering dependence, you are advised to use su-
pervision and to review progress regularly with a view to ending therapy if there is little
indication that cognitive therapy is helpful or necessary.

Vicarious trauma

Some of the more complex casework invariably involves working with clients who will
describe traumatic events, and vicarious traumatisation can occur in therapists exposed to
this (McCann & Pearlman, 1990). Good supervision and support can help you identify the
early signs of vicarious trauma, such as experiencing traumatic intrusions or taking actions
to avoid triggering them – actions such as drinking to numb emotions or suppress images.
Good supervision and support can also be helpful in guiding you towards developing ideas
for coping, and again, the recent chapter by Kennerley et al. (2010) mentioned above gives
some advice on managing vicarious trauma.

Summary

• Cognitive therapy has been used with an increasing variety of clinical populations
and with client groups of increasing complexity and/or chronicity. This has deman-
ded developments in cognitive therapies and augmentations of CBT and we have
seen the rise of:

◦ Schema-focused approaches: Young’s Schema Therapy and the ‘Beckian’
Schema Focused Cognitive therapy (SFCT)

◦ The metacognitive approaches of CMT, MBCT and MCT
◦ The radical behaviour therapies of DBT, ACT and BA.

• It is interesting (and reassuring) that there are themes common to several of the
newer approaches, including the relevance of schemata, of meta-cognitive aware-
ness and of acceptance. There is also a zeitgeist of understanding the neurological
processes underlying psychological functioning.



• There can be no doubt that these developments have been exciting and have been
met with enthusiasm. In general, however, the empirical status of some of the in-
terventions is still poor and where there is empirical support some of the treatment
trials are highly specific – for example, for BPD in the case of schema-focused ap-
proaches and for para-suicidal women with BPD in the case of DBT. Until there
is further evidence, we cannot assume that the approaches will generalise to other
populations and so they should be used with appropriate reservation.

Learning exercises

Review and reflection:

• There are several distinct parts to this chapter, and each is very much a brief
overview, so there is much scope for you to take your interests further. So,
first consider which aspects are most relevant to you and take some time to
review that section, making notes if you find it helpful.

• When you have identified what interests you, ask yourself questions such as:

◦ How does this actually relate to my clinical practice and my clients’
needs?’

◦ How does this fit with my way of working?’
◦ How does this relate to my supervision or research opportunities or

interests?’
◦ Can this new approach really enhance my client’s treatment?’
◦ What advantages will this approach have over classic CBT?’

• Ask yourself: ‘Is there enough theoretical support or empirical data to justify
my adopting a new way of working?’ and review your client’s formulation to
see if your case conceptualisation indicates novel approaches.

• Are you sure that you have used ‘classic’ CBT to the best of your ability –
have you given it a reasonable chance?

• Be critical and realistic in your thinking: don’t be tempted to adopt a new ap-
proach just because it seems attractive.

Taking it forward:



• If you have decided that you will take up some of the ideas in this chapter,
consider how you will ensure that you develop your knowledge and skills.
The first step might be more reading or attending training or finding a spe-
cialist supervisor. This will require some groundwork as training opportunit-
ies might be relatively rare. You also need to find the time (and the money)
to do this. So make some concrete plans for securing the resources and set
yourself deadlines for starting this project and for taking stock of your pro-
gress.

• It can be helpful to see if a colleague is also interested in learning more about
the developments in CBT as you can ‘buddy’ each other and provide support
and encouragement.

• Evaluate your interventions. It is always good practice to develop ways of
assessing the impact of your therapy and it is even more important to do this
when you are using approaches that are relatively new or, as yet, have little
empirical foundation.

Further reading

The CBT Distinctive Features Series (Ed. Windy Dryden). Hove: Routledge.
This series includes recently published texts covering all the developments which have been men-
tioned in this chapter, with the exception of neuroscience.

Gilbert, P. (2005). Compassion: conceptualizations, research and use in psychotherapy. Hove: Rout-
ledge.
The first CMT ‘manual’ which invites expert contributors to detail CMT interventions within specific
clinical areas. This text contains a great deal of clinical wisdom and practical guidance.

Riso, L.P., do Toit, P.L., Stein, D.J., & Young, J.E. (2007). Cognitive schemas and core beliefs in psy-
chological problems. Washington, DC: American Psychological Society.
This is a useful comprehensive volume which considers the application of schema-focused interven-
tions across a range of psychiatric presentations. The contributors to the book are experts in specific
fields and describe the potential for using schema-focused approaches with wise caution. The text is
rich in clinical illustration.

Segal, Z.V., Williams, M.J.G., & Teasdale, J. (2001). Mindfulness-based cognitive therapy for depres-
sion: a new approach to preventing relapse. New York: Guilford.



This is the basic text for MBCT practitioners. It is very clinician-friendly, thoughtfully and clearly
presented with a systematic overview of a course of MBCT for recurrent depression.



18



Evaluating CBT Practice

What is evaluation and why should we do it?

By evaluating practice, we mean gathering data with the aim of determining how well ther-
apy is working or whether one form of therapy is better than another. We believe that CBT
practitioners should attempt to evaluate the effectiveness of their therapy for several reas-
ons:

1. It places us in the great tradition of ‘scientist-practitioners’ (Committee on Training
in Clinical Psychology, 1947; Raimy, 1950), aiming to expand knowledge through
‘real world’ research by practitioners. (See also Salkovskis, 1995, 2002; Margison
et al., 2000.) The idea behind these approaches is that although traditional,
university-based, controlled research is essential to progress, some questions are
best answered through research based in clinical practice and carried out by ordinary
clinicians.

2. It allows us to give both clients and purchasers more accurate information about
what kind of outcomes clients can expect. Such evaluation is, therefore, an import-
ant part of accountability to our commissioners and of informed consent for our cli-
ents. It also allows both our clients and ourselves to see whether we are doing as
well as expected and, therefore, whether there are areas that we need to improve.

3. It gives us a baseline of data against which we can compare changes we introduce
in running our services. For instance, if we introduce a change hoping to reduce the
proportion of people who drop out of therapy, then it is helpful to know what the
original proportion was; if we do some training, hoping to improve outcomes with
depression, then we need to know what our outcomes were before the training. This
kind of routine data can be an enormously useful support for clinical audits.

Thus, some system for routinely evaluating therapy is important, and while one short chapter
can only cover a fraction of the issues of research design that arise in this area, we hope we
can give you some useful pointers.

Types of evaluation

There are two main foci for evaluation:



• individual clinical case outcome (including evaluating a single group);
• whole clinical service outcome (whether provided by one clinician or 100).

We shall look at each of these in turn.

Evaluating individual clinical cases

The major purposes of evaluating individual outcomes are (a) to allow you and your client
to see what, if any, changes have occurred in therapy; and (b) in some cases to look more
closely at the effects of a clinical intervention, perhaps using what has been called single-
case experimental designs.

The first of these is fairly straightforward: we take some relevant measures, perhaps at
the beginning and end of therapy, and see whether and by how much they change. Used at
this level, such evaluation is straightforward good clinical practice. It gives both therapist
and client a clear view of how much difference therapy has made to target problems.

Specific single-case research designs are probably less familiar to many readers, and
we shall briefly introduce some of the ideas behind these approaches, although we cannot
do more than scratch the surface. The interested reader is directed to classic texts such as
Barlow, Andrasik and Hersen (2006) and Kazdin (2010).

The aim of these designs is to allow us to be more confident about evaluating the impact
of treatment or some component of treatment. The most common approaches to single-case
design rely on regularly repeated measures. The basic logic is that we establish some meas-
ure of the problem in which we are interested and then repeat that measure sufficiently
often to establish a trend – the so-called baseline – against which we can compare subse-
quent changes when we introduce an intervention. The baseline gives us some protection
against the likelihood that changes we observe are actually due to chance or some other
factor, rather than our intervention. If we take just one measurement before therapy and one
after, with only one individual, then it is impossible to rule out the chance that something
external to therapy – for example, that our client won the lottery, or fell in love, or got a
wonderful new job – caused any changes we see. If we have larger numbers of measure-
ments, it becomes much less plausible that an external change happened to occur at exactly
the time when we changed our intervention.



Figure 18.1 ‘Before and After’ versus ‘Repeated measurements’

Figure 18.1 illustrates this logic. Imagine that the vertical axis here represents some rel-
evant measure: score on a depression questionnaire, or number of obsessional thoughts in
a day, or ratings of fear in a particular situation. In the left-hand part of this figure, with
a single measurement before and after treatment, there is nothing to assure us that the re-
duction in score is not due to some external cause unrelated to therapy. We have only two
measurements – anything could have happened in the intervening time and had an impact
on whatever the measure is. In the right-hand chart, however, the frequent repeated meas-
ures give us greater reason to believe that the treatment has caused the change because it is
less likely that a sequence of repeated measurements should happen to respond to such an
event just at the specific time that the treatment is introduced.

The basic logic of many single-case designs follows this principle. We look at the pat-
tern of measurements to see whether changes coincide with changes of treatment: if they
do, that gives us some reason to believe that the treatment was responsible for the change
(but we can still not be sure that some coincidental event has not caused the change).

The simple design on the right-hand side of Figure 18.1, consisting of a baseline before
treatment and a continuation over the course of treatment, is often known as an A–B
design: the baseline is Condition A and treatment is Condition B. If the treatment is one
that we would expect not to have a lasting effect but only to work whilst it is being im-
plemented (e.g. perhaps a sleep hygiene programme), then there is scope for extending the
A–B design to variations such as A–B–A, in which we first introduce the treatment and
then withdraw it; see Figure 18.2 for an illustration of this.
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Figure 18.2 A–B–A design

Figure 18.3 Alternating treatments design

The basic logic is strengthened here by the measure’s responding not just to the intro-
duction of the treatment but also to its withdrawal. The likelihood that such opposite re-
sponses should coincide with treatment changes just by chance is even smaller, and thus
our conviction that the treatment caused a change is stronger. Of course, if the treatment is
one that we would expect to have a persisting effect – e.g. CBT for depression leading to
improved mood – then this A–B–A model is not usable: we do not expect the client’s mood
to drop as soon as the treatment is withdrawn.

We shall briefly describe two further common designs. The first, the alternating treat-
ments design, is a way of determining in a single case which of two treatments is more
effective (but requires that the treatment’s effect will be measurable rapidly). During each
segment (e.g. a treatment session, or some other unit of time), one of the two treatments
is chosen randomly, and the measure is repeated for each segment. If the measure shows a
clear separation of the two conditions, as in Figure 18.3, then we have some evidence that
one treatment is more effective than the other. For example, suppose we wanted to test the
hypothesis that talking about a particular topic makes our client anxious. Then we could
agree with the client to decide randomly in some sessions to talk about the topic; and in
other sessions not to; and to take ratings of anxiety. In Figure 18.3, if A marks the ‘avoid-
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ing’ sessions and B marks the ‘talking’ sessions, then the pattern suggests that avoiding
leads to lower scores on our measure than talking does.

Figure 18.4 Multiple baseline across behaviours

This design can also usefully be adapted for patients’ behavioural experiments (Chapter
9), for example to help an obsessional patient decide whether repeated checking of the front
door actually causes more or less anxiety than doing one quick check and walking away.

Finally, there is the multiple baseline design, where we look at several different meas-
urements at the same time, hence the name. There are several variations: multiple baseline
across behaviours, across settings or across subjects. Consider this simple example of mul-
tiple baselines across behaviours. A client has two different obsessional rituals, both of
which we monitor regularly during the baseline period (see Figure 18.4, where the triangles
represent the frequency of one ritual and the squares the other ritual). Then we introduce
the treatment for one behaviour only (one ritual in this case). After a delay, we introduce
the treatment for another behaviour (the second ritual in this case). If we get a pattern like
Figure 18.4, where each behaviour shows a change just at the time treatment was intro-
duced for that behaviour, then this gives us some reason to believe it was the treatment that
caused the change (see Salkovskis & Westbrook, 1989, for an example of this design’s be-
ing used to evaluate treatment for obsessional thoughts).

The same principles apply to multiple baseline designs across subject or settings: of
course, the number of different baselines does not have to be two, as in our example above,
but can be any number. In the example in Figure 18.4, each set of data represents one be-
haviour (a ritual in our example); in the case of multiple baseline across subjects, each set
of data represents a person, to whom we introduce the treatment at different times after
baseline; in the case of multiple baseline across settings, each data set represents one situ-
ation (for example, a programme for disruptive behaviour that is introduced first in the
school setting and then later at home). Note that this design can only work when we would
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expect some independence between the behaviours, subjects or settings: if the treatment is
likely to generalise from one of these to the others, then the synchronised change we are
looking for will not happen.

Finally, note that we have described here the common approach of analysing the results
of such single case designs by visual inspection – i.e. by looking at the pattern of results and
seeing what they seem to show. Over the past 20 years, there have also been developments
in the statistical analysis of single-case designs, but such statistics are not yet straightfor-
ward enough for most ordinary clinicians to use.

Evaluating services

The other common form of evaluation is the collection of data about whole services and,
therefore, larger numbers of clients. The main purposes of such evaluations are:

• to describe the client population (e.g. age, sex, chronicity of problems etc.);
• to describe the nature of the service (e.g. drop-out rates, average number of treat-

ment sessions, etc.);
• to establish the effectiveness of the service’s treatments, using outcome measures;
• to use routinely collected data as a baseline against which changes of service can

be evaluated (e.g. does this change result in better outcomes, or greater client sat-
isfaction?).

It is impossible to specify what kind of data should be collected, as that depends on your
own service’s interests and goals, but most services collect various forms of data, includ-
ing:

• client outcome data (e.g. mental-health questionnaire measures, administered be-
fore and after treatment – see below);

• client demographic data (e.g. age, sex, duration of problems, employment status,
etc.);

• service parameters, such as dates of referral, etc. (from which waiting times can be
calculated);

• service outcomes such as dropping out of treatment or not attending appointments.



Several years ago the service in which all the authors then worked decided to implement a limit of 10
sessions on treatment, in an attempt to reduce waiting lists. Because this change naturally aroused some
worries, it was agreed that its effects should be evaluated. Several different aspects of the new proced-
ure were included in the evaluation:

1. Did the limit have an effect on client outcomes? The service had been collect-
ing routine outcome data for many years, so those existing data could be used
as ‘historical controls’ against which to compare the outcomes obtained under
the new regime.

2. Did it change client satisfaction? Again we had previous data using the Client
Satisfaction Questionnaire (Larsen, Attkisson, Hargreaves & Nguyen, 1979)
that were used as a comparison.

3. How did therapists respond to the limits? We used ad hoc rating scales to eval-
uate whether they found it easier or harder, how it affected therapy, etc.

The results were that broadly the 10-session limit did not result in different outcomes; clients were just
as satisfied; and therapists had a ‘swings and roundabouts’ response, in that they found some things
harder but some easier. The exception to the finding of broadly similar outcomes was that there was
some evidence that clients with ‘personality disorders’ did less well with the brief treatment, so this
was investigated further.

Some frequently used questionnaires

Which outcome measures to use is again a matter for each service to decide according to
its needs, but the following are suitable for routine clinical use in that they (a) do not take
too long for a client to complete; (b) are widely used, so that comparisons can be made
with other services and/or research trials; and (c) assess aspects of mental health that are
common in most populations.

• The Beck Depression Inventory (BDI: Beck et al., 1961) is probably the best-
known measure of depression. The latest revision is the BDI II (Beck, Brown &
Steer, 1996), although the original version is still sometimes used in research in
order to retain comparability with earlier work.

• The Beck Anxiety Inventory (BAI: Beck et al., 1988) is a similar measure of anxi-
ety.



• The Clinical Outcomes in Routine Evaluation – Outcome Measure (CORE–OM:
Evans et al., 2002; Barkham, Mellor-Clark, Connell & Cahill, 2006; Mullin,
Barkham, Mothersole, Bewick & Kinder, 2006 – see also the website at
www.coreims.co.uk) is an increasingly popular general measure of mental health
in the UK, especially in primary care settings. Mullin et al. (2006) provide some
useful national benchmarking standards, by giving mean CORE scores for a
sample of over 10,000 clients from many different services across the UK.

• The Hospital Anxiety and Depression Scale (HADS: Zigmond & Snaith, 1983),
which, despite the name, is suitable for community settings. The name arose be-
cause it was originally designed for use in general hospital settings and, therefore,
aimed to avoid confounding mental-health problems with physical-health prob-
lems. This characteristic makes it particularly useful for settings where one might
expect a significant proportion of clients to have physical-health problems as well
as mental-health problems.

A literature search will quickly turn up other measures suitable for almost any specific
mental-health problem.

Other measures

Standardised questionnaires are often supplemented by other measures, such as individual
problem ratings, belief ratings for particular cognitions, problem frequency counts or dura-
tion timings, and so on (see Chapter 5).

Clinical significance statistics

Service-evaluation data can be analysed using any of the standard statistical approaches.
However, an approach known as ‘clinical significance’ analysis is particularly suited for
clinical services, and especially an approach developed by Jacobson (Jacobson & Reven-
storf, 1988; Jacobson, Roberts, Berns & McGlinchey, 1999). The aim of clinical signific-
ance analysis is to deal with the problem in conventional statistical testing that almost any
change in average scores, even a tiny one, will emerge as significant if the number of par-
ticipants in the study is large enough. Conventional testing tells us that such a change is
‘significant’ in the sense that it is unlikely to have emerged by chance but does not tell us
that it is significant in the sense of being important. Thus, given large enough numbers, a
change in patients’ mean BDI score of a couple of points from start to end of treatment
might be statistically significant – and rightly so, in the sense of being ‘not due to chance’.

http://www.coreims.co.uk
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But clinicians would not regard such a change of score as clinically significant, in the sense
that their clients would not be happy if this was the kind of benefit they could expect.

Jacobson’s approach to testing for clinical significance looks at each participant in a
study individually and asks two questions:

1. Did this person’s score on a particular measure change sufficiently for it to be un-
likely to be due to chance? A ‘reliable change’ index, dependent on the reliability
of the measure and its natural variation in the population, is calculated. If a pa-
tient’s change score is greater than the calculated criterion, then that patient may
be described as reliably improved (or deteriorated) on the measure.

2. If the patient has reliably changed, has the change also taken them across a cut-off
point into the normal range for this measure? If so, we may consider the person
not just improved but also ‘recovered’. Jacobson et al. set out different possible
ways of setting this ‘normal cut-off’ criterion, e.g. by calculating the point beyond
which a patient is statistically more likely to belong to a normal population than a
dysfunctional population.

Figure 18.5 Classification of change scores for clinical significance

Figure 18.5 shows the possible outcomes resulting from this analysis for each client.
Depending on the above two calculations, every client is classified as: reliably deteriorated,
no reliable change, reliably improved (but not recovered) or recovered. The results of the
analysis are reported as the proportion of clients falling into each of these categories.

The advantages of this approach are:
a that it gives us more meaningful statistics to report: most clinicians would agree that a client who meets both

of the Jacobson criteria has truly made clinically significant progress;
b that the resulting figures are more comprehensible to clients and/or service commissioners: it is much easier

for most people to understand ‘On average 56% of clients recover’ than ‘On average, clients’ scores on the
BDI move from 17.3 to 11.2’ – Westbrook and Kirk (2005) give an example of this kind of analysis for
routine clinical data.
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Incidentally, it is worth noting that although such ‘bench-marking’ strategies (see also
Wade, Treat & Stuart, 1998; Merrill et al., 2003) typically find that CBT is an effective
treatment in clinical practice as well as in research trials, clinical significance analysis is
sobering for anyone who believes that CBT (or any other kind of psychological therapy) is
a panacea that can help all clients: most such analyses find that only around a third to a half
of clients achieve recovery by these criteria.

Difficulties in evaluation

Keep it simple

There is always a temptation to gather more data. It is easy to think ‘Whilst we’re at it,
let’s find out about this … and this … and this …’. The result can be an unwieldy mass of
data that overburdens the client, is too time-consuming to collect reliably and is even more
time-consuming to analyse. In general, it is better to have a small number of data items
which can be collected and analysed reasonably economically.

Repeating measures

Sometimes clients become over-familiar with regularly used measures and begin to com-
plete them on ‘automatic pilot’. Always spend a minute or two discussing questionnaire
results with your client so that you can assess how valid the responses are.

Keep it going

Most routine data collection starts enthusiastically, but this cannot be sustained. We suggest
two factors are important in keeping data collection going. First, having a ‘champion’ at a
reasonably senior level – someone who will support data collection and analysis and make
sure that people are prompted if they forget about collecting data. Second, it is crucial that
clinicians collecting data see that something is done with it and that results are fed back
to them periodically. Data that are never analysed are useless anyway, and the chances are
low that people will continue to collect it when no results appear.



Research design

Clinical service evaluation usually cannot reach the highest standards of research design,
such as RCTs. All research designs involve some compromise between (a) the tightly con-
trolled research that eliminates as much uncertainty as possible but, in doing so, may end
up not resembling real clinical practice; and (b) the more ‘real-world’ research that is very
close to clinical practice but, as a result, leaves room for ambiguity about causal factors.
Service evaluation therefore often works on the principle that some evidence is better than
nothing and accepts some lack of rigour for the sake of being able to describe everyday
outcomes. Robson’s (2002) book on ‘real-world research’ is a useful resource to look fur-
ther at these issues.

Summary

• One of CBT’s strengths is its commitment to empiricism, i.e. to evaluating whether
there is good evidence to support its theories and the effectiveness of its treatments.
This commitment is not just for academics but can and should be incorporated into
clinical services.

• One common form of evaluation looks at individual clinical cases in order to tell,
more reliably than mere subjective opinion, whether therapy (or some component
of therapy) is effective. So-called single case designs are particularly useful here,
and can be implemented without a great deal of change to ordinary CBT practice.

• The other common form of evaluation takes a broader view and aims to evaluate
whether a clinical service as a whole is in some relevant sense ‘doing a good job’:
obtaining good outcomes, doing as well as some relevant comparison service, ob-
taining outcomes better than it used to, or whatever. There are many measurement
tools available to assess outcomes, some of which enable comparisons with other
services or with research trials.

• Clinical significance analysis can be a useful tool for summarising outcomes in a
way that is meaningful and understandable, both to clinicians and to clients.



Learning exercises

Review and reflection:

• Does your service currently do any form of routine evaluation? If so, how
well does it work? What could be improved? If not, what might be the pros
and cons of doing some? How might you persuade your colleagues and/or
managers that it would be a good idea?

• What about your own individual clients? Could you do more to evaluate their
progress in therapy? How might that be useful, for you or for them? What
challenges would arise if you were to do more?

Taking it forward:

• Many interesting ideas for research and evaluation arise from thinking about
questions that come up in clinical practice: ‘It seems to me that treatment
technique X works better than Y for this problem’, or ‘Clients seem to be less
likely to drop out of treatment if I do Z’, or whatever. Perhaps you could keep
a note of thoughts like that, and see whether there is any way to gather some
relevant evidence.

• If your service does not currently collect routine data, could you talk to col-
leagues about whether it would be useful, what data to collect, and so on?

• If you have data but have not analysed it or collated it, maybe you could book
some time out some way ahead in order to do so.

Further reading

Robson, C. (2002). Real world research (2nd ed.). Oxford: Blackwell. [3rd edition due in 2011]
As the title suggests, this is an excellent and comprehensive introduction to doing research in the ‘real
world’, i.e. outside academic settings.

Field, A. (2009). Discovering statistics using SPSS (3rd ed.). London: Sage.



Statistics is always going to be intimidating for many of us, but Field does as good a job as possible
in making it interesting and practical, with many detailed examples of how to do statistical tests using
the popular statistics software package, SPSS.

Westbrook, D. (2010). Research and evaluation. Chapter 18 in M. Mueller, H. Kennerley, F. McManus,
& D. Westbrook (Eds.), The Oxford guide to surviving as a CBT therapist. Oxford: OUP.
A brief introduction to some of the issues around doing evaluation research in clinical practice.
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Using Supervision in CBT

Introduction

As anyone who tries it soon discovers, the practice of good therapy is not something you
can learn quickly or easily. You cannot just read a book, or attend a workshop, and then go
off and do good CBT: effective clinical training demands a much longer process of learning,
in which you bring together what you have learned about theory and therapeutic strategies
with the complex reality of the clients you see. Clinical supervision is one of the main ways
in which this continued learning can occur. It can take different forms (see below), but the
basic idea is that by having someone else to discuss or directly observe your therapy, you
can examine how well it is going, identify problems, find solutions and develop your skills.
The need for supervision applies to CBT practitioners at any level, but most crucially for
novices.

These views of the positive value of supervision would probably gain support from most
CBT practitioners. However, embarrassingly for an approach that values empiricism as CBT
does, there is not yet much evidence about whether supervision actually makes a difference,
either to the supervisee’s skills or to the outcomes for clients. There is one important recent
study (Mannix et al., 2006) that found that clinicians receiving supervision after training in
CBT did better in maintaining and improving their CBT skills than people who did not get
supervision, but much more evidence is needed. What follows is, therefore, based mostly on
the clinical experience and beliefs of ourselves and others, rather than on a strong evidence
base. Much of what we have to say can and should be challenged as new evidence emerges.

Goals of supervision

Although we are unaware of any single generally agreed definition of clinical supervision in
CBT, there is agreement that clinical supervision can help achieve any or all of the following
goals:

• developing therapist skills: honing and improving existing skills, and learning new
skills;



• protecting clients: providing a form of quality control for therapy, both at the prac-
tical level of ensuring appropriate strategies are being used and at the emotional
level of enabling an external, more objective view of therapeutic relationships;

• providing support for therapists in dealing with the difficulties therapy may cause
for them;

• monitoring and evaluating therapist skills and practice.

The balance between these different components will vary according to factors such as the
characteristics and experience of therapist and supervisor, the context of the supervision
and so on.

In thinking about the last of the goals, i.e. evaluation, it is worth considering the dis-
tinction between summative and formative evaluation.

• Summative evaluation refers to evaluation whose primary aim is to arrive at a sum-
mary judgement: is the subject of evaluation ‘good enough’ in some sense (e.g. is
the trainee good enough to pass the course)?

• Formative evaluation refers to evaluation whose primary aim is to help the subject
to improve, i.e. where the main point is not ‘Is X good enough?’ but rather ‘How
can we make X better?’ Almost all clinical supervision contains elements of form-
ative evaluation, but summative evaluation is usually only important in the context
of a training course, therapist accreditation, or similar processes.

A useful tool to evaluate cognitive-therapy skills for both summative and formative pur-
poses is the cognitive therapy scale (CTS: Young & Beck, 1980; Dobson, Shaw & Vallis,
1985; or a revised version, the CTS-R – see Blackburn et al., 2001).

Modes of supervision

We can distinguish two important dimensions of supervision: first, whether the supervision
is for an individual therapist or a group; second, whether the supervision is from one person
considered to be more expert to another considered less expert or is between people of
roughly equal expertise. Combining these categories gives us four modes of supervision,
which we have given arbitrary names, illustrated in Table 19.1.

It is sometimes thought – wrongly in our view – that all supervision must have an iden-
tified leader. We feel that peer supervision can be very useful, even if none of the parti-
cipants is highly expert. We would draw an analogy with CBT therapy: just as the therapist
may be able to help the client in an area about which she knows little, through a process
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of guided discovery, so peers may be able to use the same processes to open up new ways
of thinking for the therapist in supervision. Although there is a danger of ‘the blind leading
the blind’ if none of the participants has any CBT experience, such supervision can be bet-
ter than nothing at all in situations where access to expert supervision is limited.

Table 19.1 Modes of supervision

There are pros and cons to each of these modes.

1 Apprenticeship

This is probably what most people think of as typical supervision: a skilled and experienced
practitioner meeting a relative novice, one to one, to develop the novice therapist’s skills. It
is undoubtedly a good model, with excellent scope for detailed examination and rehearsal
of therapy skills, finely tuned to the supervisee’s needs. The main disadvantages are that it
is relatively extravagant in its use of the leader’s time (and thus expensive); and because
there is only one supervisor, the range of views and expertise available to the supervisee is
limited.

2 Led group

The main selling point of the led group is that it has the advantages of the apprenticeship
model in terms of offering expertise, whilst being more economical and therefore more
practical in many settings. Another advantage is that supervisees can learn from hearing
about other practitioner’s cases as well as their own. Possible disadvantages include the
fact that each person in the group gets less individual time and that it can sometimes be-
come more like a seminar – although this too can sometimes be helpful.

3 Consultation

We use this term to refer to a similar set-up to apprenticeship – i.e. two individuals meeting
for supervision – but in this case they are roughly equally skilled, so neither one is an ‘ap-
prentice’. For very experienced practitioners, this may well be the only available mode of



supervision, since there may be no one with more expertise available. Consultation can
either be one-way – one of the pair consults the other for supervision – or can be mutual,
where each supervises the other.

4 Peer group

The advantages of the peer group include its being relatively cheap and easy to set up; that
it allows vicarious learning; and that by being more egalitarian it may encourage less ex-
perienced participants to be creative and to share their ideas. Disadvantages include the risk
that ‘the blind can lead the blind’, with no one really knowing what they are talking about;
that, as with any form of group supervision, each supervisee gets less time; and that there
is no leader to take responsibility for group dynamics.

Alternative channels for supervision

In addition to the above modes, it is worth considering that some of them can be practised
using other means of communication, such as telephone and e-mail. These alternative chan-
nels probably work best with individual supervision: managing group interactions without
any face-to-face contact is not easy! Such methods may lose some of the subtleties of face-
to-face communication, especially when it comes to emotional issues, and there are pos-
sible technical difficulties in playing audio- or video-tapes. Nevertheless, they can offer a
useful alternative if no supervisor is available to meet your needs.

The authors have several supervisees who get clinical supervision from us by phone (usually because
they have no appropriate supervisor within a reasonable travelling time). In fact in some cases we have
never actually met the supervisee face-to-face. Such supervisory relationships can work well despite the
restrictions of this format. As with any mode that excludes some non-verbal aspects of communication,
the potential for misunderstanding is increased, so it may need particular attention from both parties
to ensure clear summarising and feedback in order to avoid such problems. A more recent innovation
is doing supervision over the Internet, using webcams so that the parties can both see and hear each
other. Some such systems even allow tapes to be played. This approach can work well, but it does need
reasonably powerful technology and a fast internet connection at both ends.



Supervision or therapy?

It is recognised in all forms of therapy that there may be times when the therapist’s own
problems or beliefs may impinge on therapy. Is such material suitable for exploration in su-
pervision, or should it be considered as personal therapy that should take place in another
setting? Is there a limit to the personal material dealt with in supervision sessions? If so,
where will you go with material that it is agreed should not be part of supervision? There
are no right answers to these questions, but most CBT practitioners would say that such
material should only be part of supervision to the extent that it has a direct impact on your
work with your clients (e.g. Padesky, 1996b). If one of your own beliefs (for example, ‘I
must never do anything that clients will find distressing’ or ‘I am solely responsible for my
clients’ progress’) is blocking you from implementing a therapeutic strategy that appears
relevant in other respects, then it may be appropriate to look at that in supervision. If it
appears that the belief is part of a wider problem, it probably cannot be dealt with in the
limited time available in supervision. If it is not something that directly affects your work
with patients, then it should probably be taken elsewhere.

Use of tapes

The use of audio or video recordings of client sessions (just ‘tapes’ from here on, although
of course many such recordings are now digital) has always been a distinctive feature of
CBT supervision. Instead of the supervisor having to rely on the supervisee’s account of
therapy, the supervisee records sessions and plays back (parts of) the tapes during supervi-
sion so that the supervisor can observe what happens more directly. Although almost every-
one initially feels anxious about presenting their therapy openly to others in this way, it gets
easier and is extremely useful once the initial inhibitions have been overcome. We there-
fore strongly advise using tapes. Advantages include:

• Self-reflection. Although not always comfortable, it is good practice to listen to
your therapy tapes and critically appraise your performance. In addition, you can
better prepare your supervision question and identify the most relevant parts of the
tape to share with your supervisor.

• Avoiding omissions and distortions (positive or negative) in the therapist’s view
and account of clients. It could be that what is important in the sessions is
something you have not noticed or are reluctant to report – and tapes give you and
the supervisor a chance to spot that.



• It therefore allows a depth and precision of supervision that is almost impossible if
supervision is based only on the therapist’s account. Instead of an inevitably partial
account from the therapist, the supervisor can hear or see more of the full complex-
ity of the interaction. Think how long it would take you to give a detailed verbal
description of a therapeutic interaction, compared to what can be gleaned from
listening to a couple of minutes of tape! It is difficult for most people to convey a
full sense of what a client is like through verbal description. Via tapes, the super-
visor can get a much better impression of your client, as well as what is happening
in the therapy, and may therefore be better able to offer useful suggestions for how
to manage the client’s behaviour.

• If you are intending to work towards accreditation as a therapist by the British
Association for Behavioural & Cognitive Psychotherapies (BABCP), then bear in
mind that a certain amount of what they call ‘live supervision’ (i.e. your supervisor
hearing or seeing actual client sessions, directly or through recordings) is now a
requirement. See www.babcp.com for more information about this.

If you are using tapes then you need to consider the practicalities of how to do so effectively
and ethically:

• Clients must give full informed consent before any sessions are recorded. You
therefore need to establish processes to obtain and record the client’s consent. Your
hospital or other organisation may have a policy that you need to follow. If not,
you should think about developing a policy of your own which includes informing
clients what will be done with the tapes, who will hear them and what arrange-
ments will be made for storing them, and for destroying or securely wiping the
tapes after supervision. Many NHS agencies nowadays demand that digital record-
ings are kept in an encrypted format, so that they cannot be listened to by anyone
else if they are lost or stolen.

• If you have decided to use tapes, then it is usually much easier if you get into the
habit of recording all your client sessions rather than thinking about it only when
something has gone wrong or a specific need has arisen. It is usually much easier
to get clients’ consent to a routine procedure at the start of therapy rather than ne-
gotiating recording with the client when some particular difficulty has come up.

http://www.babcp.com


Choosing a supervisor

In some situations, particularly when training, you may have no choice about who your su-
pervisor is because he or she is allocated to you, but if you have a choice then you may
want to consider the following:

• Is the supervisor someone you think you can trust and be comfortable with? You
need to be able to form a good working relationship that is as important – and
sometimes as difficult – as a therapeutic relationship.

• Does the supervisor have the skills that you need to learn from? For example, you
might want someone who is expert in treating certain problems, or someone who
can work more with the therapeutic process. It may be difficult to judge initially
how well someone will meet your needs, hence the importance of agreeing an ini-
tial trial period (see below).

• Is the supervisor motivated to supervise you and willing to commit to the agreed
period of supervision?

• Is the supervisor receiving supervision? It is increasingly common for supervisors
to seek supervision of their practice.

• BABCP now offers a pathway for accredited therapists to be accredited as super-
visors as well. The number of people with this additional qualification is relatively
small at the time of writing, so having an accredited supervisor is not yet a require-
ment, but you may want at least to enquire whether a potential supervisor is ac-
credited as such. Roth & Pilling, whose competence framework for CBT we men-
tioned in Chapter 1, have developed a similar set of competences for supervision,
which you or your supervisor may find of interest (Roth & Pilling, 2009).

Negotiating supervision arrangements

Whether you are choosing a supervisor or have one allocated to you, it is always important
to have a preliminary meeting in order to clarify hopes and expectations. You may want to
consider:

• Practical arrangements: when supervision will take place, where, how long will
sessions be, how often, etc.?

• Confidentiality issues.
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• Is the supervision to be ‘general’ or are there specific objectives (e.g. to get better
at formulating, or dealing with clients with OCD, or managing clients who are self-
harming)? If you have specific objectives, does the supervisor feel she has the ne-
cessary skills to help?

• Do you or the supervisor have priorities regarding the possible aims of supervision
outlined above? For example, are you on a training course where summative eval-
uation is an important part of supervision?

• Although it is often impossible to predict in advance what will happen during
a course of supervision, it is worth considering your views and the supervisor’s
about the boundaries between supervision and personal therapy.

• It is usually wise to have a trial period and then review so that if it is not working
well the arrangements can be changed.

See the Appendix to this chapter for an example template for a supervision agreement,
provided by the British Association for Behavioural & Cognitive Psychotherapy (BABCP,
2005).

For any kind of group supervision, similar questions will arise, and there will also be
others unique to the group setting. For example, how will the available time be divided
between the group members? Options include equal time for all group members in every
session; or one person presenting at each session (with possibly long intervals between su-
pervision sessions for any one individual); or a combination of these, in which one person
takes a larger chunk of time in a session but others also take smaller amounts of time. There
may be more need for explicit feedback from the supervisee(s) to the group and/or the lead-
er about their experience of supervision. If, as sometimes happens, most or all of the group
members disagree with a supervisee’s approach, the supervisee can be left feeling very ex-
posed and isolated. Careful attention to group process may be needed to avoid excessively
painful and off-putting experiences for supervisees.

Preparing for a supervision session

You will get the most out of supervision if you prepare carefully for it. This does not need
to take hours, but it needs more than taking two minutes to think before supervision starts,
grabbing the client’s notes and running off to meet the supervisor! In particular, we would
recommend that you identify a reasonably clear supervision question for each client you
will discuss. This does not necessarily mean a simple question but, rather, what it is that
you want to focus on. The potential range of questions is limitless, but might include:



• How can I develop a formulation for this client?
• What might I do to manage this client’s tendency to get dependent on me?
• What behavioural experiments could I usefully do with this client?
• Can we look at what makes me get angry with this client?
• Where can I learn more about treating OCD?

Preparation is also important in using tapes for supervision. It is almost impossible for su-
pervisors to listen to complete tapes of all your clients, as that would take many hours. It
is therefore best to make this a two-stage process. First, listen to your tapes yourself. This
alone will provide you with useful insights about how you might improve. As you listen,
make a note of any points where problems seem to emerge: those are the issues you might
want to take to supervision. Select segments of a few minutes that illustrate the points you
want to discuss, then, before the supervision session, have your tape ready to run from
those points. With this kind of preparation, tapes can be used effectively and economically.

In preparing for supervision, Padesky’s (1996b) questions for supervisors can be help-
ful for supervisees as well. These questions include the following sequence of factors that
might contribute to difficulties in therapy:

1. Is there a CBT formulation and consequent treatment plan for this client?
If not, developing one may be a supervision question.

2. Is the formulation and consequent treatment plan being followed?
If not, the supervision question might be thinking about what is stopping you from
following the formulation and treatment plan – either something in your own be-
liefs or some characteristic or behaviour of the client.

3. Do you have the knowledge and skills to implement the required treatment?
If not, you might want to use supervision to gain knowledge, practise skills or get
advice on where you can go to achieve those goals.

4. Is the client’s response to therapy as expected?
If not, you might want to use supervision to consider what client beliefs, life cir-
cumstances, developmental history, etc., might be blocking progress.

5. If all the above have satisfactory answers, what else might be interfering?
Supervision might need to consider therapist factors, problems in the therapeutic
relationship, whether the formulation needs modifying, whether a different treat-
ment approach is needed and so on. See Westbrook, Mueller, Kennerley and
McManus (2010) for further thoughts about common difficulties in therapy.



Michael found it useful to go through this checklist in relation to a client with whom he was struggling.
By doing so he realised that the problem seemed to be around Step 4: he had what seemed like a reason-
able formulation and treatment plan, and he was following them, but it just did not seem to be working.
The client’s dominant emotions were depression and anger, and she was preoccupied with justifying her
anger, rather than working towards any of her other overt treatment goals. Having identified this point,
Michael recognised that something seemed to be missing in the formulation, because this preoccupa-
tion with ‘justified anger’ was not currently adequately explained. Exploring further with his client,
Michael realised that she had beliefs that meant that the only way she could assert her needs was to get
angry; and that recognising that her anger might sometimes be excessive therefore seemed to her like
subjugating herself to the other person. With this re-formulation, the patient was able to start working
on other ways of asserting herself.

During a supervision session

The form of a supervision session can usefully follow the model of a CBT session, as out-
lined in Chapter 11. Thus, supervision might go through the same sequence:

• Agenda-setting: what are today’s main topics and how will we divide the available
time between them? Both parties should be able to raise topics for the agenda, and
the supervisee should take increasing responsibility for the agenda as she becomes
more experienced. Reviewing homework should always be on the agenda and there
should be the opportunity to review the clinical consequences of the previous ses-
sion’s supervision if this is not covered in reviewing homework.

• Main topics: the bulk of the session will be taken up with going through the agreed
main agenda items.

• Homework assignment: supervisees will often leave supervision with some agreed
list of tasks to be carried out, ranging from reading a particular article to trying out
a particular strategy with a client.

• Review: what feedback does the supervisee have about the session, what has she
learned, what was difficult and so on. You might ask yourself whether your super-
vision question has been answered; whether the supervisor made it easy for you to
use supervision; whether the balance of informality and rigidity, being didactic and
being non-directive, or support and constructive criticism was right.

Other aspects of your contribution to successful supervision include: keeping on track; be-
ing as open as possible, rather than feeling you have to show only competence; and not be-
ing defensive about admitting difficulties. You will not learn much from supervision if you
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say everything is OK and your supervisor says that sounds fine! Everyone does imperfect
therapy, and your best chance of getting more skilled is through openness about what goes
wrong.

Finally, remember that supervision can involve a range of techniques beyond straight-
forward verbal discussion of cases. It is useful to use role play, in either of two ways. Either
you play the client and the supervisor models how you might respond to that client; or the
supervisor plays the client whilst you rehearse a particular strategy as therapist (tapes come
in useful here – it is much easier for supervisors to play your clients if they have heard or
seen them on tape). There may also be times when straightforward didactic teaching or re-
commended reading is a useful part of supervision.

Problems with supervision

Not being able to find a supervisor

Although we must stress the importance of securing regular, competent supervision, you
might sometimes find yourself between supervisors or unable to contact your supervisor.
We would then suggest that you first consider self-supervision. Set aside time to listen
to your therapy recordings and to review your supervision question (perhaps using the
Padesky guidelines above) and critically reflect on your practice and resources – in short,
discover whether you can resolve the difficulty yourself. If you cannot, you could consider
trying to obtain a one-off consultation from a colleague or external ‘expert’. Do not simply
resign yourself to not having supervision.

Problems with the supervisor

Common problems include a lack of commitment from the supervisor (e.g. regularly being
late or interrupting supervision sessions to take phone calls, etc.); or feeling poorly sup-
ported by the supervisor. It is possible that such problems arise because a supervisor and
supervisee are not well matched and an alternative arrangement is needed. However, it is
worth considering if the working relationship can be improved. Is the supervisor aware of
your needs? If not, why not? Are your expectations of your supervisor realistic, or do you
need to supplement your supervision with further support or personal therapy? Investing
time in establishing a mutually agreeable contract can often prevent or minimise problems
arising in the supervisory relationship.



Feeling unable to bring along tapes of sessions for evaluation

Try to discover what is handicapping you. Perhaps you need to think through the reasons
for using tapes; or perhaps you need to do a BE to see whether the pros or cons are as you
imagine them to be.

Is the problem performance anxiety or fears of being ‘found out’ as incompetent? That
kind of worry is extremely common, even in experienced therapists, and it is important to
try to work with it. Use guided discovery to help you unpack the reason(s) for your reluct-
ance, and consider taking the problem along to supervision.

Agreeing strategies that are not carried out

Again, you need to understand the thoughts and beliefs that account for this. For example,
is it over-compliance with your supervisor, agreeing to take actions that you do not really
agree with? If so, what makes it difficult for you to tell your supervisor that you disagree?

Or is it that you genuinely think the plans are good, but then in your therapy sessions
you get sidetracked? Again, try to understand what leads to that. Therapy tapes may be
very helpful in looking at where therapy sessions go off track. And, as always, you can take
these questions to supervision.

Negative beliefs about supervision

We have occasionally come across therapists who have negative views about supervision.
For instance, the primary purpose of supervision may be seen as ‘overseeing’ or making
sure that it is done ‘right’, and it may therefore be perceived as an aversive experience in
which you are likely to be subjected to managerial control or trenchant criticism. On re-
view, it might well become apparent that the primary purpose of supervision is usually to
help you get better at what you do and to be able to help your clients more effectively.
Supervision could therefore be seen as an opportunity to learn, not as a threat. As in our
clinical work, it is crucial to identify the negative beliefs that interfere with progress. Thus,
you need to be aware of your own unhelpful beliefs and use your CBT skills to evaluate
them.

Summary



• Although we need more research evidence, there is an almost universal consensus
that adequate clinical supervision is an essential part of becoming a competent
CBT therapist (or indeed any other kind of therapist).

• Supervision can be done in different formats (pairs, groups, etc), via different
channels (face-to-face, phone, etc.), and with or without a recognised leader. Al-
though what we have called the ‘apprenticeship’ model is probably the most com-
mon, all have their pros and cons, depending on individual circumstances.

• In CBT, ‘live’ supervision (i.e. the supervisor having direct access to the session,
by sitting in or by listening to recordings) is highly valued and is also now required
for BABCP accreditation as a therapist.

• If you have a choice, give some thought to who would be the best supervisor for
you, and agree the terms of the supervision contract (whether it is an actual con-
tract or just an informal understanding).

• Supervision is most useful if you prepare for it, and identify beforehand what your
supervision question is (i.e. what you want to get out of the supervision session).

Learning exercises

Review and reflection:

• Spend a little time reflecting on your current supervision (and perhaps ar-
range to reflect together with your supervisor as well). What is working well?
What not so well? What are the main learning points you have got out of
it? Is there anything you and/or your supervisor need to do differently to get
more out of it?

• Are you currently using ‘tapes’ (session recordings)? If not, think about what
combination of factors is stopping you: technological difficulties, problems
stemming from a lack of confidence, particular beliefs about what might hap-
pen, or whatever else it might be.

Taking it forward:



• Could you make better use of supervision time if you do more preparation?
Perhaps you could use the Padesky supervision questions described above as
a framework, and see whether it is helpful.

• If you currently have fears that stop you from playing session recordings to
your supervisor, perhaps you could think about doing a behavioural experi-
ment to see how it goes if you try it out? Is it as bad as you feared? What are
the actual advantages and disadvantages?

• If you are starting out with CBT and you do not yet have a CBT supervisor
then get one as soon as possible!

Further reading

We are not aware of any other significant texts on receiving supervision, as opposed to doing supervi-
sion. The following are therefore suggested as useful references on the general topic of CBT supervi-
sion.

Bennett-Levy, J. (2006). Therapist skills: their acquisition and refinement. Behavioural and Cognitive
Psychotherapy, 34, 57–78.

An interesting and influential attempt to build a model of how therapists become more skilled and how
different aspects of skill may need different learning methods.

Kennerley, H., & Clohessy, S. (2010). Becoming a supervisor. Chapter 16 in M. Mueller, H. Kennerley,
F. McManus, & D. Westbrook (Eds.), Oxford guide to surviving as a CBT therapist. Oxford: Oxford
University Press.

A guide for new supervisors on the challenges that arise and the skills that are needed for good super-
vision.

Milne, D. (2009). Evidence-based clinical supervision: principles and practice. Chichester: Wi-
ley–Blackwell.

Derek Milne, one of the leading UK researchers in supervision, provides a summation of the available
evidence about supervision, and a guide to best practice based on that evidence.

Padesky, C. (1996). Developing cognitive therapist competency: teaching and supervision models. In P.
Salkovskis (Ed.), The frontiers of cognitive therapy. New York: Guilford Press.
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In this chapter Padesky argues that CBT supervision can usefully parallel the approach of CBT ther-
apy; and she also outlines the useful ‘supervision checklist’ referred to earlier in this chapter.
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described and discussed 195–7
efficacy of 198
planning and implementation 143–4, 187, 201–4, 205

difficulties and follow up 204, 206–7
role of relaxation 212
using controlled breathing 217

types 199–201
active vs observational 200
hypothesis-testing vs discovery 199–200

behavioural principle, the 5, 20
behaviours, unhelpful 130, 131
beliefs

and client vulnerability 81–2
core 9–10
different cultural 50–2
dysfunctional 10–11, 13–14, 20

bias see cognitive biases
bibliotherapy 132, 339–40, 441
binge-eating disorder 318, 323
bipolar disorder 329
blood phobia 277, 296
body-mass index 318–19
book prescription 340
borderline personality disorders 362–3, 368
bottom line/triangle, the 149
boundaries, therapeutic 54–9

kinds of violation 56–9
bulimia nervosa 318, 322
Burns, D. 139

case conceptualisation see formulation
catastrophic misinterpretation 75–6, 172
CBT overview see cognitive behaviour therapy
change, therapeutic

and drug misuse 334
low motivation 241–2
measuring 101–2
thoughts vs emotions 35–6
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chronic fatigue syndrome 219
Clarke, D. 14
Clinical Outcome in Routine Evaluation 383
clinical significance statistics 384–5
co-morbidity 312–13
co-therapists 345
cognitions

the basic cognitive principle 4–5, 8, 20
in common problems 11–12
cost–benefit analysis of 176–7
defined/described 4, 69, 162
extreme thoughts 172–4
levels of 8–11, 20
Socratic investigation of 141–2
therapeutic approaches to see cognitive techniques

Cognitive Attentional Syndrome 367
Cognitive Behaviour Therapy (CBT), overview of 1–2

basic principles 3–8
levels of cognition 8–11

CBT competences 15–16
client suitability 90–1
distinctive characteristics 23–31, 37

and myths about 31–7
efficacy and effectiveness 16–20

non-conventional delivery 337–9
historical background 2–3
problem development model 13–14
status of CBT 14–15

cognitive biases 172–4
addressing 181–4

cognitive modes 366
cognitive principle, the 8
cognitive techniques 161–92

enabling observation of thoughts 69, 162–70
daily thought records 153–4, 164–7
exposing cognitive biases 172–3
imagery/role play for recall 167–9
mood shifts and hot cognitions 163–4, 169
problems accessing cognitions 154–6, 167, 169, 190–1
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examining automatic thoughts
decentring 174–5
origins of thoughts 175–6
recurrent themes 178
reframing 176–7
worst scenario 177–8

generating new perspectives addressing cognitive biases 181–4
developing a balanced view 179–80
generating alternative conclusions 186–7
imagery/role play 184–5
testing thoughts and images 187
using distraction strategies 170–1

modifying core beliefs 187–90, 191
cognitive therapy scale 390
collaboration 23–4

and therapeutic relationship 42–3
collaborative care 343
Compassion-based Therapy 326, 363–5
competences framework 15–16
conclusions

client invalidation of 156
drawing and accepting new 186–90
misleading 157
review and balanced view of 179–80

consultation (supervision) 392
continuum principle 5–6, 8
continuum work 181–3, 357–8
control

dichotomous view of 129–30
and relaxation 215

controlled breathing 216–18
associated problems 217–18

coping strategies 72, 131, 142
relaxation as 214
worst scenario 177–8

core beliefs 9–10, 11, 20
and downward arrowing 149
modifying 187–9
not primary targets for treatment 95–6
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and vulnerability 81–2
cost-effective therapy 337–9, 346–7
cost–benefit analysis

cognitions 176–7
safety-behaviour 243–4

counting thoughts 171, 262
couples, working with 347–9
critical incidents see precipitants
cultural and minority issues 47–53

belief systems and view-points 50–2
engagement and respect 48–50
language and literacy 52–3
non-verbal social behaviours 53, 59

daily thought records (DTR) 153–4, 164–7
data collection

CBT practice see evaluation of CBT
client problems see measurement and recording

data, validity and reliability of 104
dead man’s solution 236
decentring 174–5

and balanced view 179–80
depression 251–70

activity scheduling 254–9
exercise 260
graded task assignments 259–60
problems in 260–1

characteristic cognitions and symptoms 12, 251–2, 266–7
maintenance cycles 252–4

cognitive strategies 262
Jacobson’s study 261
medication 263
and NICE guidelines 18, 260
structured problem-solving 264–6
suicidal clients 263–4
treatment overview 254, 268

desensitisation 3
Diagnostic and Statistical Manual (DSM-IV) 275, 276
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diagrams, formulation 85, 86, 87, 88
Dialectical Behaviour Therapy 368–9
diary-keeping 113

activity scheduling 254–9
daily thought records 153–4, 164–7
exemplars 100–1, 112–13, 117 see also measurement and recording

dichotomous thinking 129–30, 172, 320–1, 358
combating 181–4

discrimination 49
dissociation 321
distraction exercises 170–1

misuse of 289
downward arrowing 147–9, 152–3
drug misuse 333–5
DSM-IV classification 275, 276
dual relationships 57
dysfunctional assumptions 10–11, 20

and problem development 13–14
dysfunctional thought record see daily thought record

eating disorders 18, 318–23
classification of types 318
cognitive and emotional processes 320–2
exemplar 128–9
health risks 322
maintaining cycles 319–20
motivation 322
treatment approaches 322–3

EDNOS disorder 318, 319
education see learning theory; supervision; teaching
effectiveness/efficacy of CBT 16–18

cost-effectiveness 337–9 see also evaluation
emotional reasoning 173, 283
emotions

and cognitive change 35–6
distinguishing thoughts and feelings 162–3
and problem description 69

empathy 42, 144, 150, 152–3
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empiricism
the empirical principle 7, 8
within individual therapy 26–7, 99

ending therapy 246–8
Epictetus 5
escape/avoidance 74
ethnic groups see cultural and minority
evaluation of CBT 16–18, 377–87

background and summary 377–8, 387
clinical significance statistics 384–5
evaluation difficulties 386–7
individual clinical cases

alternating treatments design 380–1
multiple baseline design 381–2
single-case experimental designs 378–80

questionnaires/outcome measures 383–4
trauma 326
whole service evaluation 382–3 see also cost-effective therapy

exercise see mental exercise; physical exercise
expectations, client 242–3
experimental designs 378–82
Exposure and Response Prevention 309

failure, dichotomous view of 129–30
fainting 277
fear

devising behavioural tests 143–4
of fear 79, 274
lack of boldness in facing 290
and safety behaviours 73
triggers and modifiers 70, 274

feedback and review 30–1, 244–5
as part of the agenda 231, 232, 268
requesting and making summaries 157, 233–4
in supervision session 398
use in Socratic questioning 150

feelings see emotions
fight or flight response 271–2
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flashcards, schema 361
focus of attention 282, 303
formative evaluation 390
formulations 63–96

benefits of 64
compared to protocol-driven approaches 64–5
data collection for 101–2
developing and communicating 84–5

diagrams 85, 86, 87, 88
example formulation outlined 85–90
problems in making/using 93–6, 242
review during therapy 244
time required for 84–5
use of Socratic questions 139–40, 150–1 see also assessment

frequency counts 110–11
functional beliefs 13

generalised anxiety disorder 276, 279, 304–6
cognitive model 304–5
treatment approaches 304–6 see also anxiety disorders

global statements, clarifying 169
goal setting 235

SMART criteria 235–8
unrealistic goals 237

government policy 14–16, 342
graded task assignment 259–60
group supervision 391–2
group therapy 343–7

advantages and disadvantages 343–4
efficiency and effectiveness 346–7
frequency/length of sessions 345–6
group formats and membership 344–6
large groups 341–2

guided discovery 28, 42, 158
client invalidation of conclusions 156 see also Socratic method

guided self-help 341, 343

harm reduction approach 334
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health anxiety see hypochondriasis
health beliefs 242–3
‘here-and-now’ principle 6–7, 8, 33–4
High Intensity therapy 15
high-risk situations 130, 131
Hippocratic Oath 53
historical logs 358
homework assignments 25, 238–40

reviewing 232 see also behavioural experiments; measurement and recording
hopelessness 242, 267, 357
Hospital Anxiety and Depression Scale 383–4
hot cognitions/thoughts 69, 163–4, 169
hot cross bun model 6–7
hypersensitivity 215
hyperventilation 216, 217
hypervigilance 76–7, 294
hypochondriasis (health anxiety) 12, 276, 278, 298–301

client record 106
cognitive model 299–300
and exercise 219
maintaining cycles 298–9
and scanning/hypervigilance 76–7, 299
treatment approaches 299–301

hypothetical exercises 140–1

IAPT project 14–15, 339, 342
website 343

‘if…then’ propositions 10–11
imagery 184–6

in compassion-based therapy 364
enhancing recall through 167–9
psychodrama 360
spontaneous 282–3, 311

Improving Access to Psychological Therapies see IAPT
in vivo work 29–30

and boundaries 55
live observation and measurement 115

informants 114–15

C:\Users\John\AppData\Local\Temp\don71D3\text\part0017_split_001.html#page242
C:\Users\John\AppData\Local\Temp\don71D3\text\part0017_split_001.html#page243
C:\Users\John\AppData\Local\Temp\don71D3\text\part0007_split_001.html#page6
C:\Users\John\AppData\Local\Temp\don71D3\text\part0007_split_001.html#page7
C:\Users\John\AppData\Local\Temp\don71D3\text\part0007_split_001.html#page8
C:\Users\John\AppData\Local\Temp\don71D3\text\part0008_split_001.html#page33
C:\Users\John\AppData\Local\Temp\don71D3\text\part0008_split_001.html#page34
C:\Users\John\AppData\Local\Temp\don71D3\text\part0007_split_001.html#page15
C:\Users\John\AppData\Local\Temp\don71D3\text\part0012_split_001.html#page130
C:\Users\John\AppData\Local\Temp\don71D3\text\part0012_split_001.html#page131
C:\Users\John\AppData\Local\Temp\don71D3\text\part0009_split_001.html#page53
C:\Users\John\AppData\Local\Temp\don71D3\text\part0023_split_001.html#page358
C:\Users\John\AppData\Local\Temp\don71D3\text\part0008_split_001.html#page25
C:\Users\John\AppData\Local\Temp\don71D3\text\part0017_split_001.html#page238
C:\Users\John\AppData\Local\Temp\don71D3\text\part0017_split_001.html#page240
C:\Users\John\AppData\Local\Temp\don71D3\text\part0017_split_001.html#page232
C:\Users\John\AppData\Local\Temp\don71D3\text\part0017_split_001.html#page242
C:\Users\John\AppData\Local\Temp\don71D3\text\part0018_split_001.html#page267
C:\Users\John\AppData\Local\Temp\don71D3\text\part0023_split_001.html#page357
C:\Users\John\AppData\Local\Temp\don71D3\text\part0024_split_001.html#page383
C:\Users\John\AppData\Local\Temp\don71D3\text\part0024_split_001.html#page384
C:\Users\John\AppData\Local\Temp\don71D3\text\part0010_split_001.html#page69
C:\Users\John\AppData\Local\Temp\don71D3\text\part0014_split_001.html#page163
C:\Users\John\AppData\Local\Temp\don71D3\text\part0014_split_001.html#page164
C:\Users\John\AppData\Local\Temp\don71D3\text\part0014_split_001.html#page169
C:\Users\John\AppData\Local\Temp\don71D3\text\part0007_split_001.html#page6
C:\Users\John\AppData\Local\Temp\don71D3\text\part0007_split_001.html#page7
C:\Users\John\AppData\Local\Temp\don71D3\text\part0016_split_001.html#page215
C:\Users\John\AppData\Local\Temp\don71D3\text\part0016_split_001.html#page216
C:\Users\John\AppData\Local\Temp\don71D3\text\part0016_split_001.html#page217
C:\Users\John\AppData\Local\Temp\don71D3\text\part0010_split_001.html#page76
C:\Users\John\AppData\Local\Temp\don71D3\text\part0010_split_001.html#page77
C:\Users\John\AppData\Local\Temp\don71D3\text\part0020_split_001.html#page294
C:\Users\John\AppData\Local\Temp\don71D3\text\part0007_split_001.html#page12
C:\Users\John\AppData\Local\Temp\don71D3\text\part0019_split_001.html#page276
C:\Users\John\AppData\Local\Temp\don71D3\text\part0019_split_001.html#page278
C:\Users\John\AppData\Local\Temp\don71D3\text\part0020_split_001.html#page298
C:\Users\John\AppData\Local\Temp\don71D3\text\part0020_split_001.html#page301
C:\Users\John\AppData\Local\Temp\don71D3\text\part0011_split_001.html#page106
C:\Users\John\AppData\Local\Temp\don71D3\text\part0020_split_001.html#page299
C:\Users\John\AppData\Local\Temp\don71D3\text\part0020_split_001.html#page300
C:\Users\John\AppData\Local\Temp\don71D3\text\part0016_split_001.html#page219
C:\Users\John\AppData\Local\Temp\don71D3\text\part0020_split_001.html#page298
C:\Users\John\AppData\Local\Temp\don71D3\text\part0020_split_001.html#page299
C:\Users\John\AppData\Local\Temp\don71D3\text\part0010_split_001.html#page76
C:\Users\John\AppData\Local\Temp\don71D3\text\part0010_split_001.html#page77
C:\Users\John\AppData\Local\Temp\don71D3\text\part0020_split_001.html#page299
C:\Users\John\AppData\Local\Temp\don71D3\text\part0020_split_001.html#page299
C:\Users\John\AppData\Local\Temp\don71D3\text\part0020_split_001.html#page301
C:\Users\John\AppData\Local\Temp\don71D3\text\part0013_split_001.html#page140
C:\Users\John\AppData\Local\Temp\don71D3\text\part0013_split_001.html#page141
C:\Users\John\AppData\Local\Temp\don71D3\text\part0007_split_001.html#page14
C:\Users\John\AppData\Local\Temp\don71D3\text\part0007_split_001.html#page15
C:\Users\John\AppData\Local\Temp\don71D3\text\part0022_split_001.html#page339
C:\Users\John\AppData\Local\Temp\don71D3\text\part0022_split_001.html#page342
C:\Users\John\AppData\Local\Temp\don71D3\text\part0022_split_001.html#page343
C:\Users\John\AppData\Local\Temp\don71D3\text\part0007_split_001.html#page10
C:\Users\John\AppData\Local\Temp\don71D3\text\part0007_split_001.html#page11
C:\Users\John\AppData\Local\Temp\don71D3\text\part0014_split_001.html#page184
C:\Users\John\AppData\Local\Temp\don71D3\text\part0014_split_001.html#page186
C:\Users\John\AppData\Local\Temp\don71D3\text\part0023_split_001.html#page364
C:\Users\John\AppData\Local\Temp\don71D3\text\part0014_split_001.html#page167
C:\Users\John\AppData\Local\Temp\don71D3\text\part0014_split_001.html#page169
C:\Users\John\AppData\Local\Temp\don71D3\text\part0023_split_001.html#page360
C:\Users\John\AppData\Local\Temp\don71D3\text\part0019_split_001.html#page282
C:\Users\John\AppData\Local\Temp\don71D3\text\part0019_split_001.html#page283
C:\Users\John\AppData\Local\Temp\don71D3\text\part0020_split_001.html#page311
C:\Users\John\AppData\Local\Temp\don71D3\text\part0008_split_001.html#page29
C:\Users\John\AppData\Local\Temp\don71D3\text\part0008_split_001.html#page30
C:\Users\John\AppData\Local\Temp\don71D3\text\part0009_split_001.html#page55
C:\Users\John\AppData\Local\Temp\don71D3\text\part0011_split_001.html#page115
C:\Users\John\AppData\Local\Temp\don71D3\text\part0011_split_001.html#page114
C:\Users\John\AppData\Local\Temp\don71D3\text\part0011_split_001.html#page115


informed consent 394
injection phobia 296
insomnia see sleep disorders
intelligence 37
interacting cognitive subsystems 353, 365–6
interacting systems principle 6–7, 20
interpersonal therapy 15
interpreters 52
intuition 172, 183

Jacobson’s study 261

language issues 52–3
large group CBT 341–2
Layard, Lord 14
learning theory 122–6, 134

learning cycle 122, 123–4, 133
learning styles 124–5
recall and memory 125–6

lecturing
the client 157
to large groups 341

literacy 118
cultural issues 52–3

Little Hans 2–3
live observation see in vivo work
long-term memory 126
long-term treatment 26
Low Intensity CBT 15, 339, 342–3

maintaining processes 66–7, 72–81
catastrophic misinterpretation 75–6, 283
distortion of memory 283
emotional reasoning 283
escape/avoidance 74
fear of fear 79
and focus of attention 282
perfectionism 79–80
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performance anxiety 77–8
and reduction of activity 75
safety-behaviours 73–4, 281–2
scanning and hypervigilance 76–7
self-fulfilling prophesies 77, 78
and short-term reward 80–1
spontaneous imagery 282–3
typical cycles

anxiety 210, 274, 280–1, 285, 300
depression 252–4
eating disorder 320

MAPLE acronym 338
measurement and recording 99–119

benefits of measuring 100–4
client difficulties with 117–18
client response to/reactivity 104
guiding principles for 105–10
interview of informants 114–15
recording methods/types of data 110–16

daily thought records 153–4, 164–7
data analysis/collation 116–17
weekly activity schedule 255–7

reliability/validity of data 104
medication 263, 290
memory 126, 134

distortion of 283
selective 312
of trauma 325–6

mental exercise 171
mental filtering 173
metacognitive approaches 174, 365, 367–8
Mindfulness-based Cognitive Therapy 262, 353, 354, 365–7

interacting cognitive subsystems 365–6
therapeutic approaches 366–7

minority groups see cultural and minority
modifiers 70–1, 82–3
mood shifts 169, 231
motivation 241–2
multiple baseline design 381–2
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‘must and should’ statements 10–11
myths, CBT 31–7

National Health Service 14–15, 18
negative automatic thoughts (NATs)

characteristics of 8–9, 11
as targets in treatment 95–6, 188
therapeutic approaches to see cognitive techniques

neuroscience 370–1
NICE guidelines 18, 260
non-compliance, client 239–40
non-verbal communication 44, 156
cultural differences 53

obesity 318, 322, 323
example schema-focused work 358–61

obsessive-compulsive disorder 18, 276, 306–9
safety-behaviours 306–7
treatment approach 309

operationalising targets 107
over-generalisation 172

pair therapy 349
panic disorders 276, 296–8

catastrophic misinterpretation 12, 75–6, 277
cognitive model of 296–7
controlled breathing and 217
examples of 272, 274
exercise and 219
treatment/management of 18, 297–8

automatic thoughts 176
extreme thoughts 174, 181
imagery and role play 167–9
thought records 165–7, 180

partnership, client see collaboration
paruresis 78
past-history

and main focus of CBT 33–4, 66–7

C:\Users\John\AppData\Local\Temp\don71D3\text\part0007_split_001.html#page10
C:\Users\John\AppData\Local\Temp\don71D3\text\part0007_split_001.html#page11
C:\Users\John\AppData\Local\Temp\don71D3\text\part0008_split_001.html#page31
C:\Users\John\AppData\Local\Temp\don71D3\text\part0008_split_001.html#page37
C:\Users\John\AppData\Local\Temp\don71D3\text\part0007_split_001.html#page14
C:\Users\John\AppData\Local\Temp\don71D3\text\part0007_split_001.html#page15
C:\Users\John\AppData\Local\Temp\don71D3\text\part0007_split_001.html#page18
C:\Users\John\AppData\Local\Temp\don71D3\text\part0007_split_001.html#page8
C:\Users\John\AppData\Local\Temp\don71D3\text\part0007_split_001.html#page9
C:\Users\John\AppData\Local\Temp\don71D3\text\part0007_split_001.html#page11
C:\Users\John\AppData\Local\Temp\don71D3\text\part0010_split_001.html#page95
C:\Users\John\AppData\Local\Temp\don71D3\text\part0010_split_001.html#page96
C:\Users\John\AppData\Local\Temp\don71D3\text\part0014_split_001.html#page188
C:\Users\John\AppData\Local\Temp\don71D3\text\part0023_split_001.html#page370
C:\Users\John\AppData\Local\Temp\don71D3\text\part0023_split_001.html#page371
C:\Users\John\AppData\Local\Temp\don71D3\text\part0007_split_001.html#page18
C:\Users\John\AppData\Local\Temp\don71D3\text\part0018_split_001.html#page260
C:\Users\John\AppData\Local\Temp\don71D3\text\part0017_split_001.html#page239
C:\Users\John\AppData\Local\Temp\don71D3\text\part0017_split_001.html#page240
C:\Users\John\AppData\Local\Temp\don71D3\text\part0009_split_001.html#page44
C:\Users\John\AppData\Local\Temp\don71D3\text\part0013_split_001.html#page156
C:\Users\John\AppData\Local\Temp\don71D3\text\part0009_split_001.html#page53
C:\Users\John\AppData\Local\Temp\don71D3\text\part0021_split_001.html#page318
C:\Users\John\AppData\Local\Temp\don71D3\text\part0021_split_001.html#page322
C:\Users\John\AppData\Local\Temp\don71D3\text\part0021_split_001.html#page323
C:\Users\John\AppData\Local\Temp\don71D3\text\part0023_split_001.html#page358
C:\Users\John\AppData\Local\Temp\don71D3\text\part0023_split_001.html#page361
C:\Users\John\AppData\Local\Temp\don71D3\text\part0007_split_001.html#page18
C:\Users\John\AppData\Local\Temp\don71D3\text\part0019_split_001.html#page276
C:\Users\John\AppData\Local\Temp\don71D3\text\part0020_split_001.html#page306
C:\Users\John\AppData\Local\Temp\don71D3\text\part0020_split_001.html#page309
C:\Users\John\AppData\Local\Temp\don71D3\text\part0020_split_001.html#page306
C:\Users\John\AppData\Local\Temp\don71D3\text\part0020_split_001.html#page307
C:\Users\John\AppData\Local\Temp\don71D3\text\part0020_split_001.html#page309
C:\Users\John\AppData\Local\Temp\don71D3\text\part0011_split_001.html#page107
C:\Users\John\AppData\Local\Temp\don71D3\text\part0014_split_001.html#page172
C:\Users\John\AppData\Local\Temp\don71D3\text\part0022_split_001.html#page349
C:\Users\John\AppData\Local\Temp\don71D3\text\part0019_split_001.html#page276
C:\Users\John\AppData\Local\Temp\don71D3\text\part0020_split_001.html#page296
C:\Users\John\AppData\Local\Temp\don71D3\text\part0020_split_001.html#page298
C:\Users\John\AppData\Local\Temp\don71D3\text\part0007_split_001.html#page12
C:\Users\John\AppData\Local\Temp\don71D3\text\part0010_split_001.html#page75
C:\Users\John\AppData\Local\Temp\don71D3\text\part0010_split_001.html#page76
C:\Users\John\AppData\Local\Temp\don71D3\text\part0019_split_001.html#page277
C:\Users\John\AppData\Local\Temp\don71D3\text\part0020_split_001.html#page296
C:\Users\John\AppData\Local\Temp\don71D3\text\part0020_split_001.html#page297
C:\Users\John\AppData\Local\Temp\don71D3\text\part0016_split_001.html#page217
C:\Users\John\AppData\Local\Temp\don71D3\text\part0019_split_001.html#page272
C:\Users\John\AppData\Local\Temp\don71D3\text\part0019_split_001.html#page274
C:\Users\John\AppData\Local\Temp\don71D3\text\part0016_split_001.html#page219
C:\Users\John\AppData\Local\Temp\don71D3\text\part0007_split_001.html#page18
C:\Users\John\AppData\Local\Temp\don71D3\text\part0020_split_001.html#page297
C:\Users\John\AppData\Local\Temp\don71D3\text\part0020_split_001.html#page298
C:\Users\John\AppData\Local\Temp\don71D3\text\part0014_split_001.html#page176
C:\Users\John\AppData\Local\Temp\don71D3\text\part0014_split_001.html#page174
C:\Users\John\AppData\Local\Temp\don71D3\text\part0014_split_001.html#page181
C:\Users\John\AppData\Local\Temp\don71D3\text\part0014_split_001.html#page167
C:\Users\John\AppData\Local\Temp\don71D3\text\part0014_split_001.html#page169
C:\Users\John\AppData\Local\Temp\don71D3\text\part0014_split_001.html#page165
C:\Users\John\AppData\Local\Temp\don71D3\text\part0014_split_001.html#page167
C:\Users\John\AppData\Local\Temp\don71D3\text\part0014_split_001.html#page180
C:\Users\John\AppData\Local\Temp\don71D3\text\part0010_split_001.html#page78
C:\Users\John\AppData\Local\Temp\don71D3\text\part0008_split_001.html#page33
C:\Users\John\AppData\Local\Temp\don71D3\text\part0008_split_001.html#page34
C:\Users\John\AppData\Local\Temp\don71D3\text\part0010_split_001.html#page66
C:\Users\John\AppData\Local\Temp\don71D3\text\part0010_split_001.html#page67


and problem development 81–4, 175–8
peer group supervision 392
perceived danger/threat 273
perfectionism 79–80, 320–1
personality disorder, borderline 362–3, 368
phobia see specific phobia
physical contact 58–9
physical exercise 171, 218–20, 260

associated problems 219–20
physical interventions, summary of 226
physiological symptoms 70, 209

continuum of 275
hypersensitivity 215, 218
measuring 115–16
testing if anxiety-related 212–13

pie chart, responsibility 358–60
pleasurable activities 255, 260–1
positive beliefs 148–9
positive thinking 32–3
post-traumatic stress disorder 18, 276, 280, 310–12

cognitive models 310–11
treatment approaches 311–12

power relationship 54–5
pragmatist style 124–5
precipitants/critical incidents 14, 82

formulation example 89
problem-oriented approach 28
problems, client

assessing 68–71
past-history 81–4, 175–6

and client health beliefs 242
consequences of 72–3
describing 69–70
development model 13–14
as interacting systems 6–7, 20
simple vs complex 35
Socratic investigation of 142–3
structured problem-solving 264–6

‘pros and cons’ see cost–benefit
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protocol-driven therapy 32, 65
anxiety disorders 294, 314
group protocol programmes 343
problems with 313–14

psycho-bulldozing 152
psychodrama 360
Psychological Wellbeing Practitioners 15
psychometric effect 104
psychosis 329–30
PTSD see post-traumatic

questionnaires 114, 118, 383–4, 386
questions

choice of 144
lack of answers to 92
restructured as statements 167
Socratic types 141–2
unfocused/poorly directed 156–7

racism 49
reassurance-seeking behaviour 298–9
recall see remembering
recording see measurement
recordings, audio/video 393–5
reflector style 124–5
refocusing 171
reframing 177
rehearsal 184–5
relapse management 121, 127–34

and depression 268
early introduction of 244
models of 129–31

relapse cycle 130, 132
possible problems with 133–4
predisposing factors 129–31
strategies and personal plans 131, 246
and substance abuse 334–5

relational difficulties 330–2
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borderline personality disorder 362–3, 368 see also couples
relational frame theory 353
relaxation techniques 209–15, 286–7

applications 212–14
problems using 214–15
teaching the techniques 210–11

remembering 125–7, 167–9
research design 386–7
research trials 27
responsibility pie technique 358–60
reviews see feedback and review
Richards, R. 14
rituals 279, 307
role-play 115, 185–6

during supervision 399
enhancing recall 169
in schema work 360–1

safety-behaviours 73–4, 281–2
avoidance as 92, 288–9
cost–benefit analysis of 243–4
diary record of 113
physical techniques adopted as 214, 217, 220

scaling 357–8
scanning 76–7
schema-focused work 353–73

background 353–4
schema described/defined 355–6

common approaches/strategies 356–7
continuum work/scaling 357–8
historical and data logs 358
responsibility pies 358–60
schema dialogue/flashcards 361
use and efficacy of 362–3

role of neuroscience 370–1
types of therapy

Acceptance and Commitment Therapy 369
Behavioural Activation 369–70
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Compassion-based Therapy 363–5
Dialectical Behaviour Therapy 368–9
general metacognitive therapies 367–8
Mindfulness-based Cognitive Therapy 365–7

schemata 95–6
schizophrenia 18, 329
secondary gain 93
self-blame/criticism 173, 183–4
self-disclosure 54

therapist’s 57–8
self-efficacy 130, 131
self-esteem 219
self-fulfilling prophesies 77, 78, 287–8
self-help approaches

client self-teaching 339–41
bibliotherapy/book prescription 132, 339–40, 341
computerised CBT 340
guidelines for 341

therapist directed 121–34
and client passivity 133
ending therapy 246–7
guided schemes 341, 343
relapse management 127–34
teaching CBT skills 122–7, 140, 162
value of Socratic questions 153–4

self-ratings 111–13, 256
Self-regulatory Executive Function Model 367
sessions

number and timing of 25–6, 229–30
post-therapy booster 246–7
stressful 213–14
structure and content 24–5, 230, 248
summaries, feedback and review 30–1, 231, 232, 233
time-limited 25–6

sexual relationships, unacceptable 59
shame 363
short-term memory 126
short-term reward 80–1
short-term therapy 25–6
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‘should and must’ statements 10–11, 172
single-case designs 378–80
sleep disorders 220–5

interventions 214, 219, 222–6
SMART criteria 235–6
social anxiety 12, 301–3

and performance anxiety 77–8
social phobia 276, 278
treatment approaches 303

behavioural experiment example 196–7
social mentality theory 364
Socrates 137–8
Socratic method 137–58

assessment and formulation 139–40
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guided problem solving 142–3
questioning
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stages in 150
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techniques in practice 144–7
common difficulties 154–8
daily thought records 153–4
downward arrowing 147–9, 152–3
and need for empathy 150, 152–3

somatic symptoms 51, 242
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behavioural experiments 143
treatment approaches 143, 295–6

stepped-care model 342
structured problem-solving 264–6
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suicidal clients 263–4
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summative evaluation 390
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targets, defining 107
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CBT skills to clients 140–1, 162
large groups 341 see also learning theory; self-help

tension
applied tension 220 see also relaxation

themes, cognitive 178
theorist style 124–5
Theory A vs Theory B strategy 287, 300–1, 309
theory, CBT 19–20
therapeutic relationship 39–61

as foundation for therapy 31–2, 39–41
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role of therapist 42–3

building/maintaining the relationship 43–7
boundary issues 53–9
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unsuccessful outcomes 247–8
thought records see daily thought records
thought suppression 170
thoughts see cognitions
time allocation

groups 345–6
therapy sessions 25–6, 229

training see supervision
transference 40–1, 55, 357
trauma 324–5

interpersonal issues 325
treatment approaches 326–7
victim types 324 see also post-traumatic stress disorder

treatment see therapy
treatment protocols see protocol-driven
triggers 70–1

compared to precipitants 82
trusting others 182–3

unconscious, the 36–7

validation concept 364
vertical arrow restructuring see downward arrowing
vicious circles see maintaining processes
vicious flower diagram 85, 87
victim types 324
video recordings 393–5
visualising see imagery
vulnerability factors 81–2, 87

waiting times 337–8
Westen, D. 146
What Works for Whom? 16
working alliance 41, 44–7 see also therapeutic relationship
worry

prolonged 283–4
worry cycle 304–5

worst case scenario 177–8

C:\Users\John\AppData\Local\Temp\don71D3\text\part0017_split_001.html#page247
C:\Users\John\AppData\Local\Temp\don71D3\text\part0017_split_001.html#page248
C:\Users\John\AppData\Local\Temp\don71D3\text\part0014_split_001.html#page170
C:\Users\John\AppData\Local\Temp\don71D3\text\part0022_split_001.html#page345
C:\Users\John\AppData\Local\Temp\don71D3\text\part0022_split_001.html#page346
C:\Users\John\AppData\Local\Temp\don71D3\text\part0008_split_001.html#page25
C:\Users\John\AppData\Local\Temp\don71D3\text\part0008_split_001.html#page26
C:\Users\John\AppData\Local\Temp\don71D3\text\part0017_split_000.html#page229
C:\Users\John\AppData\Local\Temp\don71D3\text\part0009_split_001.html#page40
C:\Users\John\AppData\Local\Temp\don71D3\text\part0009_split_001.html#page41
C:\Users\John\AppData\Local\Temp\don71D3\text\part0009_split_001.html#page55
C:\Users\John\AppData\Local\Temp\don71D3\text\part0023_split_001.html#page357
C:\Users\John\AppData\Local\Temp\don71D3\text\part0021_split_001.html#page324
C:\Users\John\AppData\Local\Temp\don71D3\text\part0021_split_001.html#page325
C:\Users\John\AppData\Local\Temp\don71D3\text\part0021_split_001.html#page325
C:\Users\John\AppData\Local\Temp\don71D3\text\part0021_split_001.html#page326
C:\Users\John\AppData\Local\Temp\don71D3\text\part0021_split_001.html#page327
C:\Users\John\AppData\Local\Temp\don71D3\text\part0021_split_001.html#page324
C:\Users\John\AppData\Local\Temp\don71D3\text\part0010_split_001.html#page70
C:\Users\John\AppData\Local\Temp\don71D3\text\part0010_split_001.html#page71
C:\Users\John\AppData\Local\Temp\don71D3\text\part0010_split_001.html#page82
C:\Users\John\AppData\Local\Temp\don71D3\text\part0014_split_001.html#page182
C:\Users\John\AppData\Local\Temp\don71D3\text\part0014_split_001.html#page183
C:\Users\John\AppData\Local\Temp\don71D3\text\part0008_split_001.html#page36
C:\Users\John\AppData\Local\Temp\don71D3\text\part0008_split_001.html#page37
C:\Users\John\AppData\Local\Temp\don71D3\text\part0023_split_001.html#page364
C:\Users\John\AppData\Local\Temp\don71D3\text\part0010_split_001.html#page85
C:\Users\John\AppData\Local\Temp\don71D3\text\part0010_split_001.html#page87
C:\Users\John\AppData\Local\Temp\don71D3\text\part0021_split_001.html#page324
C:\Users\John\AppData\Local\Temp\don71D3\text\part0025_split_001.html#page393
C:\Users\John\AppData\Local\Temp\don71D3\text\part0025_split_001.html#page395
C:\Users\John\AppData\Local\Temp\don71D3\text\part0010_split_001.html#page81
C:\Users\John\AppData\Local\Temp\don71D3\text\part0010_split_001.html#page82
C:\Users\John\AppData\Local\Temp\don71D3\text\part0010_split_001.html#page87
C:\Users\John\AppData\Local\Temp\don71D3\text\part0022_split_000.html#page337
C:\Users\John\AppData\Local\Temp\don71D3\text\part0022_split_001.html#page338
C:\Users\John\AppData\Local\Temp\don71D3\text\part0013_split_001.html#page146
C:\Users\John\AppData\Local\Temp\don71D3\text\part0007_split_001.html#page16
C:\Users\John\AppData\Local\Temp\don71D3\text\part0009_split_001.html#page41
C:\Users\John\AppData\Local\Temp\don71D3\text\part0009_split_001.html#page44
C:\Users\John\AppData\Local\Temp\don71D3\text\part0009_split_001.html#page47
C:\Users\John\AppData\Local\Temp\don71D3\text\part0019_split_001.html#page283
C:\Users\John\AppData\Local\Temp\don71D3\text\part0019_split_001.html#page284
C:\Users\John\AppData\Local\Temp\don71D3\text\part0020_split_001.html#page304
C:\Users\John\AppData\Local\Temp\don71D3\text\part0020_split_001.html#page305
C:\Users\John\AppData\Local\Temp\don71D3\text\part0014_split_001.html#page177
C:\Users\John\AppData\Local\Temp\don71D3\text\part0014_split_001.html#page178





	Praise for the Book
	Contents
	Companion Website
	About the Authors
	1
	Basic Theory, Development and Current Status of CBT
	Introduction
	A brief history of CBT
	Some basic principles
	The cognitive principle
	The behavioural principle
	The ‘continuum’ principle
	The ‘here and now’ principle
	The ‘interacting systems’ principle
	The empirical principle
	Summary of CBT principles

	‘Levels’ of cognition
	Negative automatic thoughts (NATs)
	Core beliefs
	Dysfunctional assumptions
	Characteristic cognitions in different problems
	Depression
	Anxiety
	Anger

	Generic CBT model of problem development
	The current status of CBT
	Improving access to psychological therapies (IAPT)

	CBT competences
	The empirical evidence about CBT
	Evidence regarding CBT treatment
	Evidence regarding CBT theory

	Summary
	Learning exercises

	Further reading

	2
	Distinctive Characteristics of CBT
	Collaboration
	Structure and active engagement
	Time-limited and brief
	Empirical in approach
	Problem-oriented in approach
	Guided discovery
	Behavioural methods
	In vivo work
	Summaries and feedback
	Myths about CBT
	The therapeutic relationship is not important in CBT
	CBT is mechanistic – just apply technique X to problem Y
	CBT is about positive thinking
	CBT does not deal with the past
	CBT deals with superficial symptoms, not the roots of problems, so alternative ‘substitute’ symptoms are likely to occur
	CBT is adversarial
	CBT is for simple problems: you need something else for complex problems
	CBT is interested in thoughts and not emotions
	CBT is only for clients who are psychologically minded
	CBT is quick to learn and easy to practice
	CBT is not interested in the unconscious
	CBT demands high intelligence

	Summary
	Learning exercises

	Further reading

	3
	The Therapeutic Relationship
	The therapeutic relationship as an essential foundation of therapy
	The role of the therapist
	Ways of building a positive and collaborative client–therapist relationship
	Ruptures in the therapeutic alliance
	Signs of a rupture in the therapeutic alliance
	How to deal with ruptures in the alliance

	Working with clients from different cultural backgrounds
	Engaging your client
	Ways of modifying CBT for use with people from different cultural groups
	Enhancing the therapeutic relationship
	Dealing with different belief systems
	Practical difficulties


	Boundary issues
	Maintaining treatment boundaries
	Kinds of boundary violation

	Summary
	Learning exercises

	Further reading

	4
	Assessment and Formulation
	Formulation in CBT
	Formulation: art or science?
	Focus on maintenance processes
	The process of assessment
	Assessing current problems
	Problem description
	Triggers and modifying factors
	Consequences

	Maintaining processes
	Safety behaviours
	Escape/avoidance
	Reduction of activity
	Catastrophic misinterpretation
	Scanning or hypervigilance
	Self-fulfilling prophesies
	Performance anxiety
	Fear of fear
	Perfectionism
	Short-term rewards

	Assessing past history and problem development
	Vulnerability factors
	Precipitants
	Modifiers

	The order of assessment components
	‘Non-specific’ factors and the therapeutic relationship
	Making formulations
	Not too fast; not too slow
	Diagrams

	Sample formulation
	Vulnerability
	Beliefs
	Precipitants
	The problems
	Maintenance

	Suitability for CBT
	Possible problems during assessment
	Problems for the therapist
	Problems for the client

	Possible problems in making formulations
	Effect is not purpose
	Censoring the formulation
	Spaghetti junction
	Tunnel vision
	Formulations need to make sense
	Formulations need to be used
	Core beliefs and schemata

	Summary
	Learning exercises

	Further reading

	5
	Measurement in CBT
	Introduction
	The empirical nature of CBT
	Assessment and formulation

	During and at the end of treatment
	Why bother with measurement?
	Psychometric aspects of monitoring
	Reactivity of measurement
	Validity and reliability

	Obtaining useful and accurate measures
	Simplicity
	Consider measures in more than one system
	Relevance
	Specific, clearly defined targets
	Provide clear and simple instructions
	Use sensitive and meaningful measures
	Provide aids to recording
	Train the client to use the measure
	Collect data as soon as possible after the event
	Pay attention to the monitoring

	What sorts of information to collect
	Frequency counts
	Duration of event/experience
	Self-ratings
	Diaries
	Questionnaires

	Other sources of information
	Other informants
	Role play and live observation
	Physiological measures

	Making the most of the data
	Problems when using measurements
	The client does not appreciate its potential value
	The client cannot read or write
	Poor reliability or validity of a questionnaire

	Summary
	Learning exercises

	Further reading

	6
	Helping Clients Become Their Own Therapists
	Introduction
	Helping the client learn and remember
	Adult learning theory
	Experience (Activist)
	Observation (Reflector)
	Reflection (Theorist)
	Planning (Pragmatist)

	Remembering

	Relapse management
	‘Self-help’ reading (bibliotherapy)
	Possible problems
	Therapist maintains role of expert; client strives to remain a patient
	Course of therapy not reflecting the learning cycle
	The client wants to be ‘fixed’ or ‘parented’
	Relapse management is reserved until the end of treatment
	Therapist feels pressured and skimps on relapse management

	Summary
	Learning exercises

	Further reading

	7
	Socratic Method
	Introduction
	Why choose Socratic questions?
	1 Assessment and formulation
	2 Education
	3 Questioning unhelpful cognitions
	4 Problem-solving and working out solutions
	5 Devising behavioural tests
	6 In supervision
	When do we use Socratic enquiry?
	How is it done?
	Downward arrowing
	Stages in Socratic questioning
	Cautious and compassionate Socratic enquiry
	Socratic questions and self-help

	Problems when using Socratic questions
	The client cannot access the key thoughts or images in the session
	The client invalidates distressing cognitions
	The client is avoidant of distressing cognitions
	Key cognitions are fleeting in nature
	Crucial meanings are held in a non-verbal form
	The client invalidates new perspectives
	The therapist questions without direction, or in an unfruitful direction
	The therapist lectures
	The therapist explores but does not synthesise and draw conclusions
	The therapist asks questions only to validate a hypothesis
	The therapist limits Socratic enquiry to guided discovery

	Summary
	Learning exercises

	Further reading

	8
	Cognitive Techniques
	Introduction
	Presenting a rationale for cognitive work
	Identifying cognitions
	‘Hot’ cognitions
	Diary-keeping
	Turning questions into statements
	Enhancing recall through imagery and role play
	Using mood shifts during sessions
	Clarifying global statements

	Distraction
	Identifying cognitive biases
	Appraising automatic thoughts and images
	Taking a step back, or ‘decentring’
	Understanding the origin of a cognition
	Weighing up pros and cons
	What is the worst thing and how would you cope?
	Identifying cognitive themes

	Developing new perspectives
	Reviewing evidence for and against: getting a balanced view
	Addressing cognitive biases
	Using imagery and role play
	Drawing new conclusions

	Testing automatic thoughts and images
	Modifying core beliefs
	Box 8.1

	Problems
	The client seems to avoid exploring cognitions
	The cognitions are so fleeting that the client has difficulty identifying them
	Challenging has little or no impact

	Summary
	Learning exercises

	Further reading

	9
	Behavioural Experiments
	What are BEs?
	Behavioural experiments compared to behaviour therapy

	Efficacy of BEs
	Types of behavioural experiment
	Hypothesis-testing versus discovery
	Active versus observational

	Planning and implementing behavioural experiments
	Planning
	The experiment itself
	After the experiment

	Common problems in behavioural experiments
	Therapist worries
	Finding a graceful retreat
	Experiments that ‘fail’
	Therapist–client relationship

	Summary
	Learning exercises

	Further reading

	10
	Physical Techniques
	Relaxation
	Applications of relaxation in CBT
	Where the client is too scared to carry out a behavioural experiment
	To test out a belief about whether symptoms have an organic basis or are anxiety-related
	To interrupt vicious cycles where increased arousal interferes with performance
	To give a break from tension/arousal
	To end a stressful treatment session
	To provide an opportunity for pleasure
	To improve sleep

	Common problems associated with using relaxation in CBT
	Safety behaviour
	Inability to relax if highly aroused
	Relaxation experienced as losing control
	Hypersensitivity to small bodily changes


	Controlled breathing
	Applications of controlled breathing in CBT
	Developing a shared formulation using controlled breathing
	Managing panic symptoms through controlled breathing
	Using controlled breathing in behavioural experiments when the client is too scared to continue

	Problems associated with using controlled breathing in CBT
	Safety behaviours
	Using controlled breathing when feeling panicky
	Presence of physical disorder
	Hypersensitivity to small changes in breathing
	Too tense to breathe evenly


	Physical exercise
	Applications of exercise in CBT
	Low mood
	Low self-esteem
	Chronic fatigue syndrome (CFS)
	Tension release
	Sleep disorder
	Health anxiety or panic disorder
	Anger management

	Problems associated with using exercise in CBT
	Becoming overvalued
	Presence of physical disorder


	Applied tension
	Problems associated with using applied tension in CBT
	Safety behaviour
	Presence of physical disorders


	CBT and sleep
	Processes implicated in poor sleeping
	Unhelpful automatic thoughts and beliefs in bed or by day
	Safety behaviours, including monitoring internally and externally
	Poor stimulus and temporal control of sleep behaviour
	Increased mental arousal and possibly physical arousal
	Poor sleep hygiene
	Distorted perception of sleep

	Interventions for sleep problems
	Re-evaluation of unhelpful or distorted thoughts and beliefs
	Reduction in safety behaviours
	Improved stimulus and temporal control
	Decrease mental arousal
	Decrease physical arousal
	Poor sleep hygiene

	Problems in sleep management
	Safety behaviours
	Undisclosed drug use
	Sleep problem secondary to another problem, or not insomnia


	Summary
	Learning exercises

	Further reading

	11
	The Course of Therapy
	Overall pattern of sessions
	Agenda-setting
	Common difficulties in agenda-setting

	The early stages
	Goal setting
	How to set goals?

	Homework
	Problems in the early stages
	‘Low motivation for change’
	‘I don’t have any thoughts’
	Role of health beliefs
	Balance of pros and cons

	Relapse management
	Review points
	Later stages
	Ending therapy

	Summary
	Learning exercises

	Further reading

	12
	Depression
	Characteristics of depression
	Common maintenance processes
	Course of treatment
	Components of CBT for depression
	Activity scheduling
	The weekly activity schedule (WAS)
	Using the WAS as a record
	Using WAS records
	Using the WAS as a planning tool
	Graded task assignment
	Exercise

	Common problems in activity scheduling
	Lack of pleasure
	Excessive standards
	Vague planning

	Jacobson’s dismantling study and the behavioural activation approach
	Cognitive strategies in depression
	Early cognitive strategies
	Main cognitive strategies
	Medication
	Dealing with suicidal thoughts
	Management of suicidal clients
	Exploring and working with reasons for suicide

	Structured problem-solving
	Potential problems in treating depressed clients
	The nature of depression
	Hopelessness and ‘Yes, buts’
	Slow pace
	Feedback in sessions
	Relapse

	Summary
	Learning exercises

	Further reading

	13
	Anxiety Disorders
	Introduction
	The anxiety response

	Characteristics of anxiety and anxiety disorders
	Box 13.1 DSM-IV diagnoses of anxiety disorders

	Maintaining processes
	Treatment approaches
	Problems when working with anxious clients
	Self-fulfilling prophesies: cognitive
	Self-fulfilling prophesies: physical or behavioural
	The power of avoidance
	‘I’m anxious all of the time’
	‘I do all the things that we agree, and my anxiety does not decrease’
	Not being bold enough to face the fear
	The client relies on medication to manage anxiety

	Summary
	Learning exercises

	Further reading

	14
	Anxiety Disorders: Specific Models and Treatment Protocols
	Introduction
	Specific phobia
	Panic disorder
	Hypochondriasis or health anxiety
	Social anxiety
	Generalised anxiety disorder (GAD)
	Obsessive-compulsive disorder (OCD)
	PTSD
	Co-morbidity
	Conclusion
	Potential problems when working with specific models and treatment protocols
	Assuming the validity of a diagnosis without carrying out a full assessment and then adhering to a treatment protocol
	Trying to force a client’s experiences into a specific model
	Sticking too rigidly to a protocol when the client is not responding well

	Summary
	Learning exercises

	Further reading

	15
	Wider Applications of CBT
	Introduction
	Eating disorders
	1 Interplay of cognition, emotion and behaviour
	2 Common core themes
	3 Cognitive process
	4 Affect
	5 Motivation
	6 Health risks
	Using CBT with the eating disorders

	Recommended reading
	Trauma
	1 Interpersonal issues
	2 Memory of trauma
	3 Schema-level work
	4 Complexity of presentations
	CBT with survivors of trauma

	Recommended reading
	Anger
	Recommended reading
	Psychosis
	Recommended reading
	Relationship difficulties
	Recommended reading
	Substance misuse
	Why misuse substances?
	The cognitive behavioural approach to substance misuse

	Recommended reading
	Other applications of CBT

	16
	Alternative Methods of Delivery
	Introduction
	Making therapy more cost-effective
	Improving the accessibility and/or convenience of therapy
	Improving the effectiveness of therapy
	IAPT Low Intensity interventions

	Modes of delivery for CBT
	Self-help
	Large groups
	Low Intensity interventions
	Conventional groups
	Format of CBT groups
	Membership of groups
	Therapist input
	Frequency
	Group rules
	What outcome can be expected from group CBT?
	Cost-effectiveness of group CBT

	Couples
	1 Modifying unrealistic expectations
	2 Modifying faulty attributions of blame
	3 Communication training and problem-solving

	Pair therapy
	Summary
	Learning exercises

	Further reading

	17
	Developments in CBT
	Introduction
	Why consider moving outside the framework of traditional CBT?
	Schemata in therapy
	What is a schema?

	Schema-focused work
	Compassion-based therapy
	What is it?
	Social mentality theory
	Compassion-based therapy in practice

	Mindfulness-based cognitive therapy (MBCT)
	What is it?
	Interacting cognitive subsystems (ICS)
	MBCT in practice

	Other metacognitive therapies
	What are they?

	The radical behavioural interventions
	What are they?
	Dialectical behaviour therapy (DBT)
	Acceptance and commitment therapy (ACT)
	Behavioural activation (BA)

	Neuroscience
	What is it?
	Why is this interesting?

	In conclusion
	Problems
	The therapist is not competent to offer the therapy
	The therapist is stressed by the complexity and the demands of the therapy
	The case seems never-ending
	Vicarious trauma

	Summary
	Learning exercises

	Further reading

	18
	Evaluating CBT Practice
	What is evaluation and why should we do it?
	Types of evaluation
	Evaluating individual clinical cases
	Evaluating services

	Some frequently used questionnaires
	Other measures

	Clinical significance statistics
	Difficulties in evaluation
	Keep it simple
	Repeating measures
	Keep it going
	Research design

	Summary
	Learning exercises

	Further reading

	19
	Using Supervision in CBT
	Introduction
	Goals of supervision
	Modes of supervision
	1 Apprenticeship
	2 Led group
	3 Consultation
	4 Peer group
	Alternative channels for supervision
	Supervision or therapy?
	Use of tapes

	Choosing a supervisor
	Negotiating supervision arrangements
	Preparing for a supervision session
	During a supervision session
	Problems with supervision
	Not being able to find a supervisor
	Problems with the supervisor
	Feeling unable to bring along tapes of sessions for evaluation
	Agreeing strategies that are not carried out
	Negative beliefs about supervision

	Summary
	Learning exercises

	Further reading


	References
	Index

