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Foreword

This is the golden age of cognitive therapy. Its popularity among society and the professional
community is growing by leaps and bounds. What is it and what are its limits?

What is the fundamental nature of cognitive therapy? It is, to my way of thinking, simple but
profound. To understand it, it is useful to think back to the history of behavior therapy, to the basic
development made by Joseph Wolpe. In the 1950s, Wolpe astounded the therapeutic world and
infuriated his colleagues by finding a simple cure for phobias. The psychoanalytic establishment held
that phobias—irrational and intense fear of certain objects, such as cats—were just surface manifesta-
tions of deeper, underlying disorders. The psychoanalysts said their source was the buried fear in male
children of castration by the father in retaliation for the son’s lust for his mother. For females, this fear is
directed toward the opposite sex parent. The biomedical theorists, on the other hand, claimed that some
as yet undiscovered disorder in brain chemistry must be the underlying problem. Both groups insisted that
to treat only the patient’s fear of cats would do no more good than it would to put rouge over measles.

Wolpe, however, reasoned that irrational fear of something isn’t just a symptom of a phobia; it is
the whole phobia. If the fear could be removed (and it could, through various Pavlovian extinction pro-
cedures), it would extinguish the phobia. If you could get rid of your fear of cats, the problem would be
solved.

In the 1960s, Tim Beck and Albert Ellis drew exactly the same conclusions about depression that
Wolpe had drawn about phobias. Depression is nothing more than one of the key symptoms of key
symptoms; it is caused by conscious negative thoughts. There is less to depression than meets the eye.
There is no deep, underlying disorder to be rooted out: not unresolved childhood conflicts, not
unconscious anger, and not even faulty brain chemistry. Emotion comes directly from what we think:
Think “I am in danger” and you feel anxiety. Think “I am being trespassed against” and you feel
anger. Think “loss” and you feel sadness. Depression results from lifelong habits of conscious thought.
If we change these habits of thought, we will cure depression. Let us make a direct assault on conscious
thought, Beck and Ellis reasoned, using everything we know to change the way our patients think about
bad events. Out of this came the new approach, which Beck called “cognitive therapy.” It changes the
way the depressed patient consciously thinks about failure, defeat, loss, and helplessness. The National
Institute of Mental Health has spent millions of dollars testing whether the therapy works on
depression. It does.

What is the domain of cognitive therapy? This illuminating casebook begins to answer this
question. It is written in the spirit of an expanding, imperialistic new therapy. Cognitive therapy is
applied to an excitingly broad range of clinical problems: post-traumatic stress disorder, bulimia,
childhood depression, obesity, cocaine abuse, schizotypy (even schizophrenia and multiple person-
ality), and chronic pain. From this work, we as therapists will begin to determine the limits of cognitive
therapy. What does it work on and, more important, what doesn’t it work on? This is the adventure that
awaits the reader of this important casebook.

Martin E. P. Seligman
Department of Psychology
University of Pennsylvania

Philadelphia, Pennsylvania .
1X



Preface

In the past dozen years, a number of books have been published that have attempted to define and
describe the historical, empirical, and philosophical underpinnings of the cognitive therapy model of
psychotherapy. Other volumes have addressed the technical and clinical aspects of the model and
described how to do cognitive therapy. Far fewer volumes have been made available that offer the
clinician the types of step-by-step treatment procedures offered in a casebook.

We have found in our educational work—whether in structured university classroom settings,
short-term workshops, or longer-term training programs—that by far the best educational experience
is a product of our ability to communicate to participants the assessment, conceptual framework,
strategic focus, and technical details of how therapy is conducted. Rather than simply discussing what
needs to be accomplished in therapy, we have found that a clinical case approach that involves either
direct demonstration by instructors or direct supervision of the participants is the most effective
manner for teaching the process of therapy.

It is for this reason that we decided to compile this casebook as an adjunct in our educational work
and to complement Plenum’s successful Comprehensive Handbook of Cognitive Therapy (1989). When
we first discussed the idea, we envisioned a volume of 12 to 15 cases. But as we developed a list of the
types of cases we thought would be important to include in a clinical casebook, we found that the list
kept growing and growing. Some of the chapters were invited by us. Others were the result of an
author’s learning of our project from a colleague and calling to offer his or her ideas and work. Still
others were the result of our serendipitously discovering a particular work and inviting the author to
join the project. The present volume of 37 chapters is the result of those efforts.

Despite the length of the volume and the number of cases presented, we recognize that there are
still gaps within the text. There are clinical syndromes we have not addressed and clinical populations
we have not included. This is due to several factors. First, we had to select disorders that were
representative of types of particular conditions, inasmuch as we could not present a treatment protocol
for every DSM-III-R disorder. We therefore have chosen to present the case discussions for certain
anxiety or depression cases, but not all. Second, we have tried to present representative treatment
models out of all the variants on the theme. Recognizing that there may be several styles or types of
therapy for a particular disorder, we had to choose one style that would help the reader see how a
cognitive-behavioral approach to therapy is conducted, including the assessment, conceptualization,
and implementation of treatment. For this reason we did not choose a “standard” or parochial
theoretical position; rather, we have tried to include representative therapists from a broad range of
cognitive-behavioral practice. Some of the authors present their cases from a more cognitive and others
a more behavioral perspective. Third, there is a limit to how much can be included in one volume
without the volume becoming too heavy to carry, too expensive to purchase, and too unwieldy to use.
Fourth, the press of work and other commitments kept several potential contributors from meeting the
deadline that had to be met to allow the volume to come to a close and go to press. For what we have
omitted or neglected, we apologize. We are, however, very pleased with the final product as compre-
hensive and representative of how to do cognitive therapy.



PREFACE

Because of the potential unevenness that is inherent in any edited volume, we have asked our
contributors to follow a standard outline. Each chapter starts with a brief introduction, an overview of
the problem to be discussed, and a brief review of the literature. We specifically asked the authors not to
use their limited space to offer the reader extensive reviews of the literature. These reviews are available
by scanning the authors’ reference lists and recommended readings.

The authors then address issues of assessment and problem definition. The patient is then
introduced and the details of the therapy presented, along with a conceptualization of the problem, the
treatment approach, and the goals of therapy. The authors were asked to present and illustrate how the
therapy was performed through the use of verbatim transcripts of one or more sessions. Finally, a
discussion of the session(s) and the overall course of therapy is offered to serve to integrate theory and
practice. We edited the manuscripts to keep the chapters of approximately the same length; the reader
will notice some disparity in length, though not in quality or content.

The casebook is divided into three main parts. Part I offers an introduction to the volume. Part I1 is
the “meat” of the volume, representing the main discussions of clinical interventions. We have
attempted to group similar cases together to allow the reader to compare and contrast the similarities
and differences in treatments. Part III includes several more extensive case studies. Our goal in
including these extensive cases—along with the relatively briefer case reports in Part II—is to give a
flavor of the therapy work in even greater detail. In all instances, the authors were asked to disguise the
identity of the patients sufficiently to maintain the necessary confidentiality. In some cases where there
might have been any hint of identifying data, we took the editorial prerogative and disguised the
patient’s identity further.

A book of this kind cannot exist without the cooperation and collaboration of many people. The
first person we must thank is Eliot Werner, Medical and Social Sciences Editor at Plenum. Eliot is,
without a doubt, one of the best psychology editors in the business. Aaron T. Beck has provided
training, moral support, and encouragement to both of us over the years. Our contributors have offered
the reader the product of their extensive experience and clinical skill. Because of their ability to
translate what they do into their case reports, we have the rare opportunity to “listen in” as master
therapists work.

The burden of the secretarial work has fallen on the shoulders of Lisa Golba (EM.D.) and Donna
Battista (A.E); they have helped to make this volume a reality. Maryann Dattilio and Karen M. Simon
have been supportive of our work; they have put up with our long, late phone calls and the weekend
consultations necessary to coordinate the work of this volume. Martin E. P. Seligman, colleague and
friend, agreed to write the foreword to this volume, and we are most grateful for his support. A special
thank you is due to Thomas A. Seay for his early support and training in case conceptualization
(EM.D.). Finally, we dedicate this book to you, the reader. We hope that you will profit from our work
and be better able to help those patients with whom you work.
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Introduction to Cognitive Therapy

Frank M. Dattilio and Arthur Freeman

Cognitive therapy has had a tremendous impact on the
mental health field within the past decade as a result of its
demonstrated effectiveness in understanding and treating
the broad ranges of emotional and behavioral disorders
(DeRubeis, Hollon, Evans, & Bemis, 1982; Dobson, in
press; Epstein, 1982; Foreyt & Rathjen, 1979; Freeman,
Simon, Beutler, & Arkowitz, 1989; Hollon & Beck, 1986;
Holroyd & Andrasik, 1982; Jacobson, 1984), including
medical disorders (Freeman & Greenwood, 1987; Hib-
bert, Gordon, Egelko, & Langer, 1986; Horan, Hackett,
Buchanan, Stone, & Demchik-Stone, 1977; Kendall &
Hollon, 1979; Weisman & Worden, 1979), the control of
obesity and eating disorders (Clark & Bemis, 1982; Dun-
kel & Garlos, 1978), and group therapy for depression
(Yost, Beutler, Corbishley, & Allender, 1986). Most re-
cently, cognitive therapy has been applied to resolving
marital discord (Beck, 1988; Dattilio, 1989; Dattilio and
Padesky, 1990; Epstein, 1982; Margolis & Weiss, 1978);
family problems (Epstein, Schlesinger, & Dryden, 1988;
Dattillio, in press); and personality disorders (Beck, Free-

Frank M. Dattilio « Center for Cognitive Therapy, Department
of Psychiatry, University of Pennsylvania School of Medicine,
Philadelphia, Pennsylvania 19104. Arthur Freeman ¢ De-
partment of Psychiatry, Cooper Hospital/University Medical
Center and Robert Wood Johnson Medical School at Camden,
Camden, New Jersey 08103.

man, & Associates, 1990; Young, 1990). The literature
had indicated that recent surveys document cognitive ther-
apy as also being one of the most influential modalities
among mental health practitioners today (Ritter, 1985).

The purpose of this chapter is to provide practitioners
with a broad overview of cognitive therapy theory and
procedures. Cognitive therapy is a “system of psycho-
therapy based on a theory which maintains that how an
individual structures his or her experiences largely deter-
mines how he or she feels and behaves” (Beck & Wei-
shaar, 1986). Psychopathology, from this perspective, is
viewed as an exaggeration of normal adaptive responses.
For example, anxiety is a normal survival reaction to
threat; however, anxiety disorders, such as panic, are
considered to be excessive dysfunctional reactions to mis-
perceived threats.

Cognitive therapy differs from traditional modes of
psychotherapy. “It is a collaborative process of empirical
investigation, reality testing, and problem solving be-
tween the therapist and patient” (Beck & Weishaar, 1986,
p. 43) and can clearly be differentiated as a system of
psychotherapy as opposed to simply a cluster of tech-
niques. It provides a format for understanding the psycho-
logical disorders that it proposes to treat, as well as a clear
blueprint of the general principles and specific procedures
of treatment (Beck, 1976, p. 15).

The theoretical underpinnings of cognitive therapy
have been developed and shaped by a variety of ap-
proaches, including the phenomenological approach,
structural theory, and cognitive psychology. The phenom-
enological approach contends that the individual’s views
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of the self and the personal world are central to the deter-
mination of behavior (Adler, 1936; Horney, 1950). Struc-
tural theory, on the other hand, promotes the concept of
hierarchical structuring of cognitive processes, with an
emphasis on the division into primary and secondary
process thinking. Integrating aspects of both theories,
cognitive psychology stresses the importance of cognition
in information processing and behavioral change. As a
result then, cognitive therapy combines features of the
more traditional systems of therapy within its own concep-
tual framework.

Cognitive therapy began in the early 1960s as a result
of Beck’s (1963, 1964, 1967) research on depression,
evolving from his earlier attempts to validate Freud’s the-
ory of depression as the result of anger turned toward the
self. In his attempt to substantiate this theory, Beck made
clinical observations of depressed patients and investi-
gated their treatment under traditional psychoanalysis.
Rather than finding retroflected anger in the content of
their thoughts and dreams, he observed a negative bias in
the cognitive processing of depressed individuals. As a
result of much clinical observation and experimental test-
ing, he developed the cognitive theory of emotional disor-
ders and, in particular, the cognitive model of depression
(Beck, 1976).

Contemporary cognitive therapy also grew out of the
work of a number of earlier writers. George Kelly (1955)
developed a model of personal constructs and beliefs in
behavioral change. Kelly viewed a construct as an individ-
ual’s way of construing or interpreting the world; he was
interested in observing how the individual places structure
and meaning on these constructs. Cognitive theories of
emotion, such as those developed by Magda Arnold
(1960) and Richard Lazarus (1966) proposed that cogni-
tion had a primary role in emotional and behavioral
change.

The work of Albert Ellis (1962) in rational-emotive
therapy (RET) has also provided support to the principles
of cognitive therapy and impetus to the development of
what is now known as cognitive-behavior therapy. The
theories of rational-emotive therapy and cognitive therapy
both contend that individuals consciously adopt reasoning
patterns and possess control over their thoughts and ac-
tions. Both approaches view the individuals’ underlying
assumptions, which generate these thoughts, as targets of
interventions in therapy. The cognitive therapist works to
obtain the specific content of the patients’ cognitions and/
or beliefs. Patients are taught to obtain and report in detail
their dysfunctional cognitions, including when they occur
and their impact on the patients’ feelings.

According to Ellis (1973, 1980), RET therapists
would work to persuade the individuals that the beliefs
they have are irrational, offering to teach them a more

I« INTRODUCTION
adaptive philosophy of living. Beck, on the other hand,
attempts to collaborate with the clients in testing the valid-
ity of their cognitions (Beck, Kovacs, & Weissman, 1979).

A number of contemporary behaviorists have also
made an indelible impact on the growth and development
of cognitive therapy. The social learning theory of Albert
Bandura (1977), which involves the conceptualization of
new behavior patterns (observational learning), has con-
tributed to the cognitive model and serves as a guide for
action in participant modeling. This theory formed the
basis for the shift in behavior therapy to the cognitive
domain. Mahoney’s (1974) early work on cognitive con-
trol of behavior and Meichenbaum’s (1977) on cognitive
behavior modification made important theoretical contri-
butions.

Cognitive therapy gained recognition initially as a
mode of treatment for depression (Beck, 1970, 1976).
Research has provided empirical support for the model
and its effectiveness in cases of unipolar depression (Beck
& Rush, 1978). Studies comparing cognitive therapy and
antidepressant medications have also been conducted
(Beck, 1986; Hollon, et al., 1985; Murphy, Simmons,
Wetzel, & Lustman, 1984). In several outcome compari-
sons, cognitive therapy was shown to be equal in effec-
tiveness to antidepressant medication in treating depres-
sion. Still more impressively, the double blind study of
Rush, Beck, Kovacs, and Hollon (1977) demonstrated that
cognitive psychotherapy was more effective than medica-
tion in the alleviation of depression. The research of Ko-
vacs, Rush, Beck, and Hollon (1981) suggested that cogni-
tive therapy tends to produce longer-lasting effects, and
other studies have supported this finding (Blackburn,
Bishop, Glen, Whalley, & Christie, 1981; Murphy, Sim-
mons, Wetzel, & Lustman, 1984).

As an offshoot to the work on depression, the devel-
opment of theoretical concepts of treatment for suicidal
clients has gained attention (Beck, Weissman, Lester, &
Trexler, 1974). A major finding of that work was that
hopelessness was a key component of suicidal intent and
outcome. Resulting from his work on suicide, Beck gener-
ated a number of assessment scales for depression and
suicidality, such as the Beck Depression Inventory (Beck,
Ward, Mendelson, Mock, & Erbaugh, 1961), the Scale for
Suicide Ideation (Beck, Kovacs, & Weissman, 1979), the
Suicide Intent Scale (Beck, Schuyler, & Herman, 1974),
the Hopelessness Scale (Beck, Weissman, et al., 1974),
and the Beck Anxiety Inventory (Beck, Epstein, Brown,
& Steer, 1985).

Cognitive therapy has also devoted research to the
study of anxiety disorders (Alford, Beck, Freeman, &
Wright, 1990; Beck & Emery, 1979; Beck, Emery, &
Greenberg, 1985; Beck, Laude, & Bohnert, 1974; Dat-
tilio, 1986, 1987, 1988, 1990 in press; Ottaviani & Beck,
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1987; Sokol, Beck, Greenberg, Wright, & Berchick,
1989), as well as marital discord (Baucom & Epstein,
1990; Beck, 1988; Dattilio, 1989, 1990b, 1992; Dattilio &
Padesky, 1990; Epstein, 1986; Schlesinger & Epstein,
1986), and personality disorders (Beck, Freeman, & As-
sociates, 1990; Pretzer, 1983; Young, 1990).

THEORY OF PERSONALITY

Cognitive therapy views personality as being shaped
by central values (or core beliefs) that develop early in life
as a result of factors in one’s environment. These schemas
constitute the basis for coding, categorizing, and evaluat-
ing experiences and stimuli that an individual encounters
in his or her world.

Psychological problems are perceived as stemming
from commonplace processes such as faulty learning,
making incorrect inferences on the basis of inadequate or
incorrect information, and not distinguishing adequately
between imagination and reality (Kovacs & Beck, 1979).
Individuals often formulate rules or standards that are
excessively rigid and absolutist, based on erroneous as-
sumptions. Such standards are derived from what Beck
terms schemas, or complex patterns of thoughts that deter-
mine how experiences will be perceived and concep-
tualized. These schemas or thought patterns are usually
employed even in the absence of environmental data and
may serve as a type of transformation mechanism that
shapes the incoming data so as to fit and reinforce precon-
ceived notions (Beck & Emery, 1979). This distortion of
experience is maintained through the operation of charac-
teristic errors in information processing. It has also been
proposed that several types of fallacious thinking contrib-
ute to the feedback loops that support psychological disor-
ders; for example, systematic errors in reasoning, which
are termed cognitive distortions, are present during psy-
chological distress and include the following:

* Arbitrary inferences—Conclusions that are made
in absence of supporting substantiating evidence
(e.g., the working executive who after a busy day
in the office concludes, “I’'m a lazy employee”
Selective abstraction—Conceptualizing a situa-
tion on the basis of a detail taken out of context,
ignoring other information (e.g., a man who be-
comes jealous upon seeing his fiance tilt her head
toward another man in a conversation in order to
hear him better during a noisy outing)
Overgeneralization—Allowing an isolated inci-
dent or two to serve as a representation of similar
situations everywhere, related or unrelated (e.g.,
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after a skeptical meeting an author concludes, “All
editors are alike; I'll always be rejected”
Magnification and minimization—Perceiving a
case or situation in a greater or lesser light than it
truly deserves (e.g., a professor worries, “If I
appear the slightest bit disorganized while lectur-
ing, my class will think I am inept”’; or, less signifi-
cant, “I did okay with my lecture this time, but I
was lucky; next time may not be so good”)
Personalization—Attributing external events to
oneself when insufficient evidence exists to render
a conclusion (e.g., a woman says hello to a neigh-
bor and, failing to receive a return greeting, as-
sumes, “I must have done something to anger
her”)

Labeling and mislabeling—Portraying one’s iden-
tity on the basis of imperfections and mistakes
made in the past and allowing these to define one’s
true self (e.g., subsequent to making a mistake an
individual states, “I am worthless,” as opposed to
recognizing his errors as being human)
Dichotomous thinking—Codifying experiences as
being black or white; for example, as a complete
success or total failure (a researcher presenting a
paper states, “Unless I render one of the best pre-
sentations my colleagues have ever seen, I am a
failure as a scientist”)

COGNITIVE MODELS FOR
DEPRESSION AND ANXIETY

In the cognitive model of depression, Beck (1967)
emphasizes the cognitive triad to characterize depression.
Depressed individuals maintain a negative view of them-
selves, the world and experiences, and the future. They
perceive themselves as inadequate, deserted, and worth-
less. Their negative view of the world is apparent in their
beliefs that they have been burdened with enormous de-
mands and impenetrable barriers that exist between them
and their goals. The world appears devoid of pleasure or
gratification and the future is viewed pessimistically, re-
flecting the belief that their current problems will only
become worse.

As a reality-based intervention, cognitive therapy
accepts the life situation of individuals and focuses on
altering only the biased views of themselves, their situa-
tions, and the impoverished resources that limit their re-
sponse repertoires and prevent them from generating solu-
tions. Cognitive therapy is therefore an active, structured,
and usually time-limited approach to the treatment of
depression. It teaches clients to take a number of steps in
combating depression, including: monitoring negative au-
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tomatic thoughts; recognizing connections among cogni-
tion, affect, and behavior; critically examining their un-
derlying thoughts; substituting more objective interpreta-
tions for negative cognitions; and learning to identify and
alter the higher-order dysfunctional beliefs that predispose
individuals to distortions in interpreting experience (Beck
& Rush, 1978).

The collaborative empiricism that occurs between
client and therapist is what ties these strategies together in
a system that consists of identification of the problem,
design and execution of tests of specific hypotheses, and
reanalysis of certain beliefs. With mild to moderate de-
pression (scores of 15 to 22 on the Beck Depression
Inventory [BDI]), it is possible to begin immediately to
examine the clients’ misinterpretations and negative be-
liefs about themselves, their personal worlds, and the
future.

In the most severe cases of depression (scores of 22
and higher on the BDI), it is often important to start out
with behavioral assignments such as designing a daily
activity schedule with the client to monitor day-to-day
tasks (e.g., getting out of bed when not sleeping, tending
to essential hygiene details, and attempting to be more
active overall). Specific objectives may be agreed upon
and worked into the graded task assignment, the rationale
of which is to start with easily mastered assignments and
then work up to the more difficult ones. Often, specific
cognitions can be set up as hypotheses that the patient can
then test as part of the graded task assignment.

Once the client is active, the more purely cognitive
procedures may then be used, and the client can track his
or her automatic thoughts, particularly when they precede
or accompany a negative feeling. Clients are instructed to
fill out a daily record of dysfunctional thoughts and are
trained to give alternative or rational responses to their
negative automatic thoughts. As the client progresses
through treatment, more attention is focused on the his or
her underlying assumptions. These assumptions are ex-
amined in the same manner as automatic thoughts, that is,
by scrutinizing the evidence or the logic that upholds them
and testing them empirically as a method for validation.

ANXIETY DISORDERS

Anxiety disorders are mainly the result of overactive
survival strategies. When there is a cognitive appraisal of
danger, the body prepares itself for fight, flight, freeze, or
faint by activation of the autonomic nervous system. This
is followed by such responses as rapid heartbeat to in-
crease oxygen flow to the body, sweating to cool down the
body, muscle tension to prepare for action, and so forth.
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These sensations are considered normal when one is faced
with an actual threat (e.g., someone holding a gun to one’s
head).

The anxious person experiences anxiety and has the
accompanying psychological responses even when there
is no objective threat. For example, the anxiety disorder
client perceives certain innocuous situations as threaten-
ing. Once in such a dreaded situation, the individual
dwells fearfully on the outcome and underestimates his or
her own ability to perform. The images created are often
strong enough to induce the physiological symptoms of
anxiety. As the attacks of anxiety persist, the individual
dreads the unpleasant symptoms as strongly as the precipi-
tating cause. The experience of fear is linked not only to
the actual situations but to images and symbols represen-
ting the past and the future (Beck & Emery, 1979; Beck,
Emery, & Greenberg, 1985).

The anxiety symptoms often inhibit or interfere with
the client’s coping strategies. Once this inhibition occurs,
the feedback mechanism that normally helps an individual
cope breaks down. The anxious individual then distorts
innocuous events, exaggerates the potential for harm, and
experiences recurrent thoughts or images about being
physically or psychologically injured. The assessment of
his or her inability to cope may cause the individual to
perceive the external situation as being more dangerous
than it truly is (Dattilio, 1986). The result is a loop in
which anxiety reinforces fear and, in turn, further anxiety.

When working with the anxious client, it is often
important to delay the behavioral tasks until a certain
amount of groundwork has been laid. Emphasis is placed
on an understanding of the individual’s cognitive set or
schema. This allows the therapist to develop a comprehen-
sive conceptualization of how clients view themselves and
their anxiety. It is the manner in which these individuals
interpret stressful or potentially stressful events that con-
tributes to the feelings of anxiety. With respect to alleviat-
ing anxiety, the initial work involves aiding clients in
reducing the amount of catastrophizing that they engage in
regarding negative outcomes (Beck & Emery, 1979; Dat-
tilio, 1990). Additional coping techniques are also taught
in order to improve the chance of a positive outcome and
to deal with any negative outcome that might occur.

THE PRACTICE OF COGNITIVE THERAPY

As with most other modalities of therapy, one of the
initial goals of treatment is to develop rapport with the
client. This is particularly important in light of the fact
that cognitive therapy involves a collaboration between
client and therapist that is essential in the change process.
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Providing a rational and effective structure is also a
key issue in therapy for both the course of treatment and
the individual therapy session itself. This assures continu-
ity and focus on the issues at hand and also makes the best
use of time and effort. Once a structure has been estab-
lished, the collaborative process is first employed to aid
the therapist and client in developing a list of specific
problems to address in therapy.

Once this has been established, the therapist may
begin to narrow the focus in therapy and, in collaboration
with the client, to develop an agenda for the proceeding
sessions. Often this involves a review of the past week’s
events. In addition, prior homework assignments are dis-
cussed, along with any difficulty experienced while com-
pleting them. It is understood that some flexibility will be
maintained in the structure of the sessions should the
client wish to focus on a more immediate or urgent prob-
lem. The specific interventions or strategies will be con-
tingent on the skill level of the client, as well as the nature
of the presenting problem.

The last stage of the session is devoted to collabora-
tive assessment and evaluation of homework from the
previous session. Any homework assignment for the sub-
sequent session are discussed at this time as well. This
period is also set aside for receiving feedback from the
client in evaluation of what he or she has learned from the
current session. As a result of this format, a gradual yet
structured termination occurs that also sets the stage for
the succeeding session.

TREATMENT STRATEGIES

There are a number of strategies within the arma-
mentarium of cognitive therapy that were designed specif-
ically to aid clients in testing the reality of their cogni-
tions. These strategies can be classified as either cognitive
or behavioral in approach, but some overlap may occur.
The following are adapted from Freeman and Greenwood
(1987).

Cognitive Techniques
Downward Arrow

This term, first coined by Beck et al. (1979), is
phrased because of its actual use of downward-pointing
arrows to aid clients in understanding the logic and se-
quencing of their reasoning. The therapist follows a cli-
ent’s statement by asking, “If so, then what?”” This elicits
a sequence of thoughts and beliefs, which aids in uncover-
ing the client’s underlying assumptions.

Idiosyncratic Meaning

This is the process or clarifying a term of statement
made by the client so that the therapist may have a high
level of understanding of the client’s perceived reality.

Labeling of Distortions

By labeling distortions, clients are able to identify
automatically any dysfunctional thoughts and monitor
their cognitive patterns. Through this type of monitoring a
more accurate route toward change occurs. For a more
detailed description, see Burns (1980) and (1989).

Questioning the Evidence

Once the client learns to question the actual evi-
dence, the process of substantiation is initiated and be-
comes an automatic procedure following any irrational
thought statement. This allows clients to decide whether
their statements are based on erroneous information.

Examining Options and Alternatives

This entails going back over all of the possible op-
tions and alternatives that exist in attempts to avoid the
trap of seeing ““no way out” of a circumstance or situation.
The specific task is to work until the individual is generat-
ing new options.

Reattribution

Placing all of the blame on oneself is a common
occurrence seen with patients, particularly in the guilt-
ridden or depressed cases. Reattribution merely involves
the individual appropriately distributing responsibility to
the rightful parties and dispelling the notion that any
single individual is responsible for everything.

Decatastrophizing

Those who engage in catastrophic thinking are indi-
viduals who choose to focus on the most extreme negative
outcome of any given situation. Decatastrophizing in-
volves aiding them in balancing out their focus on the
worst anticipated state by reestimating the situation and
asking, “So what’s the worst thing that might occur? And
if so, would this be so horrible?”

Advantages and Disadvantages

In attempts to have patients sway away from dichot-
omous thought patterns, instructing them to list advan-
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tages and disadvantages of a situation allows them to
change their perspective and balance out the alternatives.

Paradox or Exaggeration

This technique may be viewed as the inverse of
decatastrophizing. It involves the therapist taking an issue
or idea to the extreme for the patient, allowing the latter to
view the absurdity of an overinflated viewpoint. This often
aids the patient in developing a more balanced perspective
on the issue.

Turning Adversity to Advantage

Taking an unfortunate situation and using it as an
advantage can be very helpful. For example, being re-
jected by the school of your choice may be an indirect
route toward a more promising alternative.

Replacement Imagery

Freeman (1986) describes a more detailed account of
how this is used. In essence, the fact that many individuals
experience negative dreams and images does indicate that
the power of imagery is strong. Patients can therefore be
helped to change the direction of these dreams and images
to positive, more successful coping scenes.

Cognitive Rehearsal

Many of the target behaviors for change rely on the
strength of visualizing in the mind the desired outcome.
The use of cognitive rehearsal may aid individuals in
practicing assertiveness, overcoming the awkwardness in
confronting others, and so forth.

Behavioral Techniques

‘While the mechanics involved with cognitive therapy
involve the primary use of cognitive techniques such as
those stated above, behavioral techniques are also used as
supportive measures and as means for collecting informa-
tion in facilitating change. The following behavioral tech-
niques are the ones most frequently used in cognitive
therapy.

Assertiveness Training

A large component of assertiveness training involves
both cognitive processes and behavioral practice. The
latter, in essence, consists of the therapist teaching or
modeling for the patient desired behaviors in social situa-
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tions. This is used particularly often for anxiety disorders
such as social phobias or agoraphobia. The term in vivo is
used to indicate that the behaviors are acted out in real life.

Behavioral Rehearsal

This is the behavioral counterpart to cognitive re-
hearsal. The difference lies with the actual behaviors
themselves being the subjects rehearsed (e.g., asserting
oneself in public, or getting up and going to work). Feed-
back from the therapist to the patient is then given as a
means of guidance and development of effective re-
sponses and styles. This also involves the reinforcing of
existing skills.

Graded Task Assignments

This is the process of establishing a hierarchy of
events that involve the target behaviors, whether ap-
proaching a parent or overcoming a fear of meeting new
people. The specific tasks are arranged in steps from least
anxiety producing or threatening to most anxiety produc-
ing. This allows for a gradual approach to facing the
threatening object/event.

Bibliotherapy

The prescription of reading assignments has always
been a strong characteristic of cognitive therapy. Readings
frequently assigned to patients are books designed for the
general public such as Love is Never Enough (Beck, 1988),
Feeling Good or the Feeling Good Handbook (Burns,
1980, 1989), Cognitive Therapy and the Emotional Disor-
ders (Beck, 1976), Own Your Own Life (Emery, 1984),
Talk Sense to Yourself (McMullin & Casey, 1975), and
Woulda, Coulda, Shoulda (Freeman & DeWolf, 1990).
These readings are assigned as an adjunct to therapy and
are primarily to serve as a supportive and educational tool
to the actual therapeutic process.

Relaxation and Meditation

The use of programs including relaxation, medita-
tion, and focused breathing has proven to be helpful to
anxiety patients in learning to distract themselves and gain
control over their anxiety.

Overbreathing and the encouragement of hyperven-
tilation is an effective technique for helping patients learn
that they can master breathing control and regulate symp-
toms.
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Social Skills Training

This involves reviewing and instructing the patient in
behaviors that are necessary to social interaction (e.g.,
maintaining conversations with others, posture, eye con-
tact, and assertiveness skills; in addition, developing
techniques for self-expression and conveying individual
thoughts and opinions).

Shame-Attacking Exercises

An exercise promoted most by RET therapists in-
volves having the patient engage in activities that empha-
size their concern for what others may think of them. A
typical example might be to have the patient announce out
loud each stop that a public bus makes while it is en route
and carrying a full load of passengers. The point is to aid
the patient in seeing how people really react and that their
thoughts really do not matter.

Homework

One of the most important features of cognitive ther-
apy is the use of homework assignments. Because the
actual therapy sessions are limited to only one or two
hours per week in the office, it is imperative that activities
in support of the treatment continue outside of the ses-
sions. The emphasis is placed on self-help assignments
that serve as a continuation of what was addressed in the
preceding session. This is also an integral part of the
collaborative process between the patient and the thera-
pist. Assignments typically include those techniques lis-
ted above. The assignments are tailored according to the
specific problem and are a result of the collaborative
process that occurs during treatment.

DISCUSSION

Because it is a relative newcomer to the field of
psychotherapy models, cognitive therapy has been subject
to misunderstanding and misinterpretation concerning its
principles and practice. In an introductory chapter, Free-
man (Freeman & Greenwood, 1987) discusses several
popular myths of cognitive therapy. In summary, cogni-
tive therapy is not simplistic, nor is it just the power of
positive thinking. It does not promote a Band-Aid or
surface model approach to psychotherapy that avoids
working on the deep problems or getting to the core issues.
The focus is not so much on what was but rather on what is
and what maintains or reinforces dysfunctional behavior.

Although cognitive therapy is a time-limited ap-
proach, the cognitive therapist would not generally set a
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specific limit on the number of sessions that a patient may
have for treatment. Research studies (Blackburn, Bishop,
Glen, Wholley, & Christie, 1981; Murphy, Simmons,
Wetzel, & Lustman, 1984; Rush, Kovacs, Beck, & Hol-
lon, 1977) have clearly demonstrated that there is a major
amelioration of symptoms by the end of 12 to 20 sessions
over 16 weeks. Unless the patient is participating in an
outcome study, the amount of time that the patient spends
in therapy is dependent on the nature of the problems
being confronted, the level of motivation, that patient’s
availability for sessions, and the number of presenting life
issues.

Although cognitive therapy has been found to be as
effective as pharmacotherapy in the treatment of unipolar
depression (Murphy, Simmons, Wetzel, & Lustman,
1984), medication is nonetheless recommended as an ad-
junct with certain patients, for example, bipolar depres-
sives, psychotics, and those patients whose depression
has made them vegetative and unable to respond fully to
cognitive therapy.

For an optimum outcome, the therapist must be
mindful of the importance of a number of nonspecific
factors over and above the techniques employed, includ-
ing the therapists’s abilities to establish and maintain a
working relationship, to demonstrate empathy and caring,
to engage in active listening, and the like. The reality of
the patient’s having a specific response to the individual
therapist cannot be denied, and the cognitive therapist
must deal with these reactions directly by having the
patient examine the cognitions that are generating the
response. .

The model’s usefulness in conceptualizing patient
problems within the cognitive-behavioral framework and
generating additional strategies as needed is an essential
benefit of the cognitive approach. Particular emphasis is
placed on developing a detailed case conceptualization in
order to understand clearly how the client views his or her
world (Persons, 1989).

In summary, cognitive therapy is effective in treating
a broad range of disorders commonly encountered in the
mental health field. This chapter is intended to offer a
review of the fundamental theory and techniques of cogni-
tive therapy in order to utilize fully the cases that follow.
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The Development of
Treatment Conceptualizations
in Cognitive Therapy

Arthur Freeman

INTRODUCTION

As a young child, I recall watching my mother bake a
cake. It appeared that she took a pinch of this, a handful of
that, two eggs, and mixed it all together. When I asked her
about her recipe, she told me that she had no written
recipe, that the only recipe that she had was in her head.
When I asked her how she knew how much of each
ingredient to use, she shrugged, and replied, “After a
while, you just know.” When I asked her how and from
whom she learned these recipes, she responded that she
learned them from her mother by watching quietly, and not
asking so many questions. Despite the apparent lack of a
written recipe or formula, my mother’s food always came
out tasting just as good each time as it was the time before.
How could that be, I wondered, if she had no written
recipe? That mystery persists to this day. When I ask her
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for the recipe for a favorite food, she replies, “I’ll cook it
for you. You just watch and see what I do.” Watching her
is easy. The process looks so astoundingly simple that I
wonder why I couldn’t do it myself. After watching and
carefully writing down what I see, I go home and try the
recipe. On some intermittent schedule, the recipe works.
Yet, there is something missing, and I am not sure what
it is.

As a supervisor of therapists, I have often had my
supervisees observe my work with patients, either in vivo
or on videotape. I have been told that I make therapy look
easy. A question that supervisees often ask is, “How do
you know what interventions have the greatest utility
factor with a specific patient? How do you recognize the
best time to use a particular strategy or specific interven-
tion? How far do you press a particular strategy or inter-
vention until you either revise it or abandon it? The sim-
plest response would be to use the old cliche, “therapy is
an art form, not a science.” They just have to study the art
and, if they are talented, they will one day magically
“understand.” I could also tell them what my mother told
me. “Keep quiet and watch.” Hopefully, if they use a
pinch of this and a scoop of that, all based on having a
“sense” of the patient’s dynamics, a positive outcome will
ensue. If, however, we believe that the therapuetic process
needs to be more scientific, then we need to examine the
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process, identify the elements that combine for successful
therapy, and evaluate therapy outcome.

One way of operationalizing and understanding what
to do with a patient in therapy can be understood in terms
of the cooking metaphor described above. To be an effec-
tive and successful cook, my mother had to start with an
idea of where she was going—that is, she had to have a
cognitive representation of the end-product that she
sought. She had to decide how much to make and when it
needed to be ready. She then had to assess her skills and
equipment and check for the availability of the ingre-
dients. When she had everything in place, she could be-
gin. In fact, if an ingredient was missing, she often would
substitute another ingredient, without substantially
changing the product. At other times, she made alterations
with a specific, desired effect in mind. In the final evalua-
tion, it is clear that my mother had a working conceptual-
ization of her desired outcome in mind all along. That
conceptualization included the desired taste, presenta-
tion, and appearance. By having an overall conceptualiza-
tion of where she had to go, the ingredients available to
her, the final goal, and the limits of time, she was able to
bake cakes that are still memorable almost fifty years later.

As therapists, we need to have an effective concep-
tualization of our patient’s problems. We need to develop
an agreement with our patient about the goals and time-
parameters of therapy, taking into account the patient’s
skills, our skills, the patient’s response to previous thera-
pies, and the extent of the pathology. With these in mind,
we can begin to develop a conceptualization of the prob-
lem and of the therapeutic interventions that we might
utilize with the greatest efficacy.

The highest-order clinical skill is the ability to de-
velop treatment conceptualizations. We can identify five
types of therapists (or styles of therapy) that transcend any
particular theoretical background, training, and practice.
They are the theoretician, the technician, the magician,
the politician, and the clinician.

The theoretician is well grounded in the theory and
research of therapy, but does not believe that one has to
gain skills in therapy to do therapy. They operate on the
assumption that if the theory is correct then the implemen-
tation is a mere technical maneuver that anyone of normal
intelligence can effect. These individuals spend their time
teaching about therapy, discoursing about therapy, theo-
rizing about therapy, and researching therapy, but never
doing therapy.

The technician is the therapist who acquires specific
skills, regardless of the model. They can do therapy “by
the book.” That is, they do a little bit of this and a little bit
of that. They go to conferences and attend numerous
skills-workshops so that they can enhance their bag of
technical tricks. They do Gestalt work, behavioral work,
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analytic work, etc. These individuals often term what they
do as “eclectic.” What they lack, however, is a unifying
theory of development, behavior, or therapy. They try to
do what they believe works, without regard for its effec-
tiveness, why it works—if it does, or how it might work
better. They avoid philosophical or theoretical discussions
as distracting and boring.

The magician doesn’t need skills. They are charis-
matic, so that an hour a week in their aura is, by itself,
therapeutic. Like the theoretician, they would not think of
lowering themselves by learning mundane technique.
They may label themselves “supportive” in their work.
They often pride themselves on having avoided extensive
therapeutic training, and focus on their ability to discuss
esoteric therapeutic issues in obscure journals. In the view
of the magician, the mental “laying on of hands” is
enough to effect a therapeutic change. They believe that
therapy will just happen by force of their ability to estab-
lish a positive relationship with the patient.

The politician practices what is most popular at the
moment. Whether Primal Scream, EST, or cognitive-
behavior therapy is used, the politician is on the cutting
edge of popularity. They are presently waiting to see what
will be next on the horizon.

The fifth type of therapist is the clinician, and is a
combination of all of the above types. The clinician has a
theoretical understanding of development and behavior,
and what works within that framework in terms of thera-
peutic techniques, and is able to develop and maintain a
strong working relationship with the patient. This type of
therapist is far more likely to attend both theoretical meet-
ings and skills sessions at a conference. These therapists
are far more willing to combine modalities, e.g. behavioral
marital therapy, and to try to develop models further in depth
and scope. Safran and Segal (1990) sum it up quite well:

“The assertion that therapy is fundamentally a human
encounter does not mean that there is no theory for ther-
apists to learn and no skills for them to acquire. It does
mean, however, that the relevant theory must clarify the
process through which this human encounter brings
about change, and that the relevant skills must include the
ability to use one’s own humanity as a therapeutic instru-
ment” (p. 5).

Therapy has been taught and practiced as a reactive
experience, that is, the therapist responds to what the
patient brings into the therapy or the specific session. The
conceptual model demands that the therapeutic encounter
be far more proactive. The proactive stance first involves a
careful evaluation of the patient’s problems based on the
relevant historical data typically collected in a structured
interview format. The therapist then develops hypotheses
about why patients respond the way they do, what were
probable formative elements in the style, what are the
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operative schema, and the best possible points of entry
into the system. Many of these hypotheses will be shared
with the patients to include their reaction, and redirection,
in the process. The ability to develop conceptualizations
and to transform them into therapeutic interventions can
be viewed in a hierarchical manner (Freeman, Pretzer,
Fleming, and Simon, 1990). At the lowest skill level, the
therapist does not appear to have developed a conceptual-
ization of the case. The session would appear to have a
“shotgun” approach without a theme or focus. The ses-
sion has no agenda or structure, and the direction is
dictated by the patient’s last statement. If the therapist has
begun to develop a conceptualization, the interventions
would have a greater focus and direction. At the highest
level, there would be a clear treatment conceptualization
that eventuates in a series of organized and focused treat-
ment interventions.

The therapist uses the conceptual framework to elicit
specific thoughts, assumptions, images, meanings, or be-
liefs. It assists the therapist to develop questions for the
guided discovery process. Without the treatment concep-
tualization, the focus of the cognitive therapy work might
be vague, or irrelevant, even when the basic tools of
cognitive therapy, e.g. the dysfunctional thought record or
the simpler double or triple column technique to collect
thoughts are used. The development of conceptualization
skills is the focus of this chapter.

The oversimplified ideas of cognitive therapy have
thoughts and feelings in a direct linear relationship. Ac-
cording to this overly simple model, all emotional reac-
tions are the result of a thought, or image, held by the
individual. Simple mood induction techniques can easily
demonstrate that 30 seconds of imaging a sad or depress-
ing experience can significantly increase an individual’s
level of depression. It would follow then, that if the
thoughts can be changed, the feelings will also change. In
many cases this is what occurs clinically. Individuals can
be helped to test their automatic thoughts, develop more
adaptive responses, and experience a significant change in
levels of depression or anxiety. These patients are the
easiest to treat.

With many other patients, however, the relationship
between thoughts and feelings is a far more complex one,
requiring an exploration of thoughts, feelings, behavior,
and the underlying schemas that generate and fuel the
thoughts and actions. The misunderstandings of the cog-
nitive model are many. Hammer (1990), a psychoanalyst
writing on the therapeutic goal of dealing with affective
issues in psychotherapy, states,

“Even the last bastion of the emphasis on the rational in
interpretation, Albert Ellis’ theory has moved toward the
affect and signals this in its name change from Rational
Therapy to Rational Emotive Therapy. Ellis, too, lately
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joins the view that illumination offered the patient, even if
it is valid, is not nearly enough” (p. 19).

It is, unfortunately, Hammer who is late on the scene. The
first discussion of the importance of emotion in therapy
and hence the addition of the “E” to RET took place over
30 years ago (Ellis and Harper, 1961).

Crowley (1985), in discussing the work of Harry
Stack Sullivan states, “Sullivan . . . was explicit in his
view that affect, cognition, and conation . . . were insep-
arable” (p. 291-292). In seeking to alter a particular belief
that has endured for a long period of time, it would be
necessary to help the individual to deal with the belief
from as many different perspectives as possible. A purely
cognitive strategy would leave the behavioral and affec-
tive untouched. The purely affective strategy is similarly
limited and, of course, the strict behavioral approach is
limited by its disregard for cognitive-affective elements.
To focus on any one area to the exclusion of the other two is
to provide a therapeutic context that would allow, at best,
partial change. It would seem far more reasonable to
structure a therapeutic program that takes into account all
three areas, and provides both opportunities and direction
for change in these three areas.

Particular schemas may engender a great deal of
emotion and be emotionally bound by both the individ-
ual’s past experience and by the sheer weight of the time in
which that belief has been held. In addition, the perceived
importance and credibility of the source from whom the
schemas were acquired must also be addressed. There is a
cognitive element to the schemas which pervades the
individual’s thoughts and images. With the proper train-
ing, individuals can be helped to describe schemas in
great detail or to deduce them from behavior, or automatic
thoughts. Finally, there is a behavioral component which
involves the way the belief system governs the individual’s
responses to a particular stimulus or set of stimuli. For
some patients the sequence may be cognitive-affective-
behavioral, for another patient the therapeutic sequence
would be behavioral-cognitive-affective.

DEVELOPING A TREATMENT
CONCEPTUALIZATION

The focus of cognitive therapy is on the automatic
thoughts and behaviors, first. It is from the automatic
thoughts and behavior that the therapist can begin to
structure a conceptualization regarding a particular
schema and the relevance of that schema to the patient’s
behavior. An understanding of the role of schemas in the
therapeutic process is essential, whether for problems
coded on Axis I or on Axis II (Beck, Freeman, etal., 1990;
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Freeman, 1988; Freeman and Leaf, 1989; Freeman, et al.,
1990).

Inasmuch as the schemas become, in effect, how one
defines oneself, both individually, and as part of a group,
they are important to understand and factor into the treat-
ment conceptualization. They may be said to be uncon-
scious, using a definition of the unconscious as “ideas we
are unaware of,” or “ideas that we are not aware of simply
because they are not in the focus of attention but in the
fringe of consciousness” (Campbell, 1989).

Inactive schemas are called into play to control be-
havior in times of stress. Stressors will evoke the inactive
schemas, which become active and govern behavior.
When the stressor is removed, the schemas will return to
their previously dormant state. Conceptually, understand-
ing the activity-inactivity continuum explains two related
clinical phenomena. The first involves the rapid, though
transient, positive changes often evidenced in therapy, the
so-called transference cure or flight into health. The result
of this phenomenon is that a patient with clinical symp-
toms seems to have a partial or full recovery in a sur-
prisingly brief period of time, and will then seek to termi-
nate therapy as no longer needed. What we are seeing is
the patient, under stress, responding to several dormant
schemas made active. They may direct the patient’s behav-
ior in a number of dysfunctional and self-destructive
ways. Upon entering therapy and experiencing the accep-
tance and support of the therapist, the stress may be
lowered, and the individual is once again operating on the
more functionally active schema. If, however, the patient
leaves therapy without gaining the skills for coping with
stress, the problem may emerge again when, and if, the
stressor returns. If the individual develops effective cop-
ing strategies, they may be able to deal with stress
throughout their lives and rarely have the dormant schema
activated.

The second clinical phenomenon is the arousal of
dormant schema that cause the patient to appear, upon
intake or admission to the hospital, to be extremely dis-
turbed. After brief psychotherapy, pharmacotherapy, or
combination, the patient appears far better integrated, far
more attentive, and far “healthier.” In fact, after the stress
is removed, the therapist may question the existence of the
psychopathology.

The particular extent of effect that a schema has on
an individual’s life depends on several factors: (a) how
strongly held is the schema?, (b) how essential individuals
see that schema to be to their safety, well being or exis-
tence, (c) the lack of disputation that individuals engage in
when a particular schema is activated, (d) previous learn-
ing vis-a-vis the importance and essential nature of a
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particular schema, and (e) how early a particular schema
was internalized.

Beck, Wright and Newman (1992) identify eight
steps in establishing a treatment plan: (1) conceptualiza-
tion of the problem, (2) developing a collaborative rela-
tionship, (3) motivation for treatment, (4) patient formula-
tion of the problem, (5) setting goals, (6) socializing the
patient into the cognitive model, (7) cognitive/behavioral
interventions, and (8) relapse prevention. The initial step
involves the therapist in developing a conceptualization of
the problem. This conceptualization will, of necessity, be
based on family and developmental histories, test data,
interview material, and reports of previous therapists, or
other professionals. This conceptualization must meet
several criteria. It must be (a) useful, (b) simple, (c) theo-
retically coherent, (d) explain past behavior, (e) make
sense of present behavior, and (f) be able to predict future
behavior.

The first part of the conceptualization process is the
compilation of a problem list. This list can then be priori-
tized in terms of identifying a sequence of problems to be
dealt with in therapy. The reasons for choosing one prob-
lem as opposed to another as the primary, secondary or
tertiary focus of the therapy depends on many factors. A
particular problem may be the primary focus of therapy
because of its debilitating effect on the individual. In
another case, there may be no debilitating problems. The
focus may be on the simplest problem, thereby giving a
family, for example, practice in problem solving and some
measure of success. In a third case, the choice of a pri-
mary focus might be on a “keystone” problem, that is, a
problem whose solution will cause a ripple effect in solv-
ing other problems.

Having set out the treatment goals, the therapist can
begin to develop strategies and the interventions that will
help effect the strategies. The conceptualization also sug-
gests strategies for intervention, and the most potentially
promising interventions to be tried to effect the strategy.
For maximum impact and effectiveness, the therapist will
need arange of skills and techniques in order to implement
the treatment strategy. The techniques or combinations of
techniques are selected to suit the purpose and goals of
therapy, the therapist’s conceptualization of the problem,
the needs of the patient at the specific point in therapy, the
resources available in the patient’s environment, and the
therapist’s skill and style.

While the available techniques are broadly cate-
gorized as cognitive (focused primarily on modifying
thoughts, images and beliefs) and behavioral (focused
primarily on modifying overt behavior) they are not mutu-
ally exclusive. A “behavioral” technique such as asser-
tiveness training has many cognitive aspects. Assert-
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iveness-training techniques can be used to accomplish
cognitive changes, such as adjustment in expectancies
regarding the consequences of assertion as well as
changes in interpersonal behavior.

The treatment conceptualization is a picture, or
model, of the patient’s problems. Like the model used by
an architect, the conceptual model allows a more tho-
rough examination of the size, shape, and overall mass of
the patient’s problems. If the problems are well concep-
tualized, the patient becomes more understandable and
predictable in thought and action. By developing hypoth-
eses about the patient’s operant schema based on the
patient’s own verbalizations, behavior, and developmental
information, the therapist can, by direct questioning,
work toward validating, modifying, or rejecting the origi-
nal hypotheses. The following example illustrates the de-
velopment of the conceptualization.

Example 1

A 44-year-old married male was referred for therapy
by his family physician afer having ingested approx-
imately 100 aspirin. He was hopeless about his perceived
business failures. He came for his initial therapy appoint-
ment accompanied by his mother. She refused to remain in
the waiting room and demanded to sit in on the session, he
quietly agreed.

THERAPIST: (Entering the waiting room) Mr. Smith,
please come in.

MortHER: (Getting out of her chair)

THERAPIST: [would like to meet with Mr. Smith alone at
first.

MoTHER: James, do you not want me with you?

PaTienT: (Quietly) It’s okay, you can come in.

In the consulting room, the-patient directed his
mother to the chair closest to the therapist.
THERAPIST: Can we begin with why you are here?
MoTtHER: He’s here because no one really cares for what
happens to him . . . His boss, doesn’t care. He keeps
giving him impossible work. His wife doesn’t care.
‘What would you expect? He’s only human.

After several more questions were answered by the
mother, the therapist questioned the pattern.

THERAPIST: I'd now like to hear from James.

MotHER: Why are you putting pressure on him? That’s
what’s wrong! Everyone does it to him. Do you mind
my being here with you, honey?

PaTienT: (Looking down) No, no mom.
THERAPIST: Was your wife not able to be here?
PaTiENT: Well . . .
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MortHER: That woman doesn’t care about anything but
herself. She didn’t even care that Alan took the pills. He
could have killed himself. All she cares about is what
she can buy. Spend, spend, spend.

PaTIENT: Mom . . . That’s not fair . . .

THERAPIST: Was your wife not able to be here?
PaTiENT: It’s hard for her . . .

MoTHER: [ told you about what bothers him most . . .

Alan’s passivity, his mother’s assertiveness, and the
hostility toward Alan’s wife are quite clear.

Given the available data, several hypotheses imme-
diately come to mind as we begin to build a conceptualiza-
tion. The therapist can begin, quite quickly, to gather the
data necessary to confirm or refute any or all of the initial
hypothetical alternatives. The hypotheses might include,
but are not limited to,

¢ He is dependent (he brought his mother and easily
acceded to her demand).

* He is having marital difficulties (his wife did not
accompany him).

* Heis feeling helpless or weak (he brought someone
with him).

* Mother is overbearing (she may have accompanied
him against his will; she demands to be in the
session).

* Mother is very concerned (she has accompanied
him and demands to be in the session).

» Wife is unavailable or unconcerned (she is absent).

The treatment can be focused on any, or all, of the
following with the agreement of the patient: reducing
hopelessness, developing motivation for treatment, mari-
tal therapy, assertiveness training, building self-esteem
and personal efficacy, separating from his mother. The
model that is initially constructed is open for revision as
additional data is collected and processed.

In the next example, the same conceptualization-
building strategy is used.

Example 2

A call came in at 3:00 p.m. on a Thursday from a
prospective patient requesting an appointment.

PaTienT: Hello, Dr. Freeman?
THERAPIST:  Yes.
PATIENT: You don’t know me, but I was referred by

Dr. Smith here in Smalltown. He is a former classmate
of my GP, Dr. White. I would like to set up an appoint-
ment to see you as soon as possible. What would be the
earliest you could see me?
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THERAPIST: | have two openings. How about Monday at
1:00 PM. or Wednesday at 11:00?

PaTIENT: Is that the earliest appointments that you have?
How about Saturday? I could come in on Saturday.

THERAPIST: [’'m sorry, but I’'m not in the office on Satur-
day.
PaTiENT: Well . . . Let me see. Monday at 1:00 or

Wednesday at 11:00. Could you make it Monday at
11:00?

THERAPIST: I'm sorry, but that time is filled.

Patient: The 1:00 is late. I'll take the Wednesday at
11:00. Wait, wait, could you make it Wednesday at
11:30?

THERAPIST: No, the 11:00 is the available time. I could
make it Friday at 11:30.

PaTienT: That’s too far away. I'll take the Wednesday
. . . No, make it the Monday. Yes, the Monday. I have to
get my hair cut. Besides, Friday I play tennis. Wait, do
you think that the later, I mean earlier, time will open
up? Oh never mind.

One hour later the patient calls back.
PaTiENT: Dr. Freeman, is the Wednesday still open?

We can generate many hypotheses from this initial
interaction:

 The patient has difficulty making decisions.

 The patient expects the therapist to change to ac-
commodate her wishes and needs.

* Her needs and wishes supersede the needs of all
others.

» Therapy may be difficult in terms of setting and
keeping appointments.

In terms of treatment, the therapy must include limit-
setting for the protection of the therapist and to offer
structure to the therapy. The therapist must be prepared for
the general demands that will undoubtedly be part of the
therapeutic work.

Critical Incident

One sampling technique that is useful in the concep-
tualization process is the “critical incident” technique.
The patient (family member, significant other, or teacher)
is asked to describe a situation or incident that they see as
indicative of the patient’s problems, or descriptive of the
problem’s that they have in coping with the patient. It can
be of any circumstance and any length.

For example, a husband described an incident that
typified, in his eyes, his wife, her problem, and the diffi-
culty in their marriage.

I« INTRODUCTION

“She’s always late. If we have to be somewhere at 2:00
p.m., we’ll get there at 3:00. It can be to my folks or hers,
friends, or even a play. When I say something, she just
tells me that she’s going as fast as she can and to leave her
alone. She knows that it bugs me, and whenever I bring it
up, she begins to cry and tel's me that I don’t care for her.
If I did, I wouldn’t keep bugging her for something so
small.

One time we were invited to my sister’s house for a
surprise party for my dad’s 65th birthday. We had to be
there early so that we could all jump up and shout ‘sur-
prise.’ I told my wife that the party was set for 12 noon
when we were really expected between 1:00 and 1:30. Of
course, we got there at 1:15, just in time for everything.
When she walked in and saw that my dad wasn’t there yet,
and that we were on time, she exploded. She demanded to
know why I had lied to her, why I had tricked her, and
made a fool of her. She still hasn’t forgiven me.”

By looking at the critical incident, we can begin to
generate hypotheses about the nature of the marital rela-
tionship; the possibility of the wife’s behavior being
passive-aggressive, the husband’s behavior being passive-
aggressive, the contribution of each of them to the prob-
lem, and the lack of communication between them.

A second example of the critical incident involves
information gathered from an observer of a patient’s be-
havior. The receptionist in a counseling center was asked
by the therapist to report a critical incident regarding a
patient at the center.

“She comes in for her weekly appointment about 2 to 3
minutes before the appointment time. One time I saw her
out in the hall waiting to come in. She generally walks in,
announces her name, drops her check on my desk without
a further word, and sits down. She never talks to anyone
in the waiting room even though there are pretty much the
same people there each week and they are all talking to
each other. She’ll sometimes turn off the radio in the
waiting room, and then she then sits and looks at her
watch. If the therapist isn’t down at the exact second of the
appointment, she begins to look upset.”

The patient’s social skills, fear of abandonment, de-
pendence, obsessive-compulsive characteristics, and de-
manding behavior may all be part of the picture that can be
used to develop the conceptualization and then become
part of the problem list that can be offered as grist for the
therapeutic mill.

SHARING THE CONCEPTUALIZATION
WITH THE PATIENT

Given that the conceptualization is an essential part
of the therapy progress, the working hypotheses can be
shared with the patient using the questioning format of the
Socratic dialogue. Rather than interpreting the patient’s
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thoughts or actions, the therapist can raise questions about
the thoughts, actions, and feelings. In fact, if the therapist
verbally communicates evolving hypotheses as interpreta-
tions, he or she runs the risk of appearing to be “mind-
reading” the patient’s thoughts and intentions. Further,
offering an interpretation, e.g., “you seem angry,” may
evoke agreement from the patients when they really are
more annoyed than angry. It may seem simpler to accept
the therapist’s statement than try to disagree, and seem
ungrateful or contrary. The questioning format allows the
patient to maintain integrity and allows the therapist to
gather the most accurate data.

Sharing working hypotheses can sometimes be prob-
lematic for the therapist. If a depressed patient asks,
“Doctor, what’s wrong with me?”’, we may have no diffi-
culty in offering a statement about their depression or
using the term with the patient. After all, they can read
about depression in any of a number of popular books and
magazines. We may have no difficulty in discussing or
describing diagnoses of anxiety, panic, or phobia. The
difficulty in discussing or describing diagnoses of anxiety,
panic, or phobia. The difficulty occurs when the problem
is more serious, such as an Axis II problem. What can the
clinician say when the working diagnosis and conceptual-
ization are of Borderline Personality Disorder? Or, for that
matter, any of the personality disorders? These categories
are less well known to the general public and filled with
many pitfalls. Is the problem easily solved? Can it be
treated with medication? Will it last forever? Can cogni-
tive therapy (or any therapy) cure this disorder? What
motivation is necessary to cure or help this problem? How
long will it take? These are all reasonable questions.

We can, of course, be evasive and take the position
that these questions can only be answered over the long
term of the therapy. If, however, we are conceptualizing
the patient’s problems as Axis II, we know that the prob-
lem is generally more difficult to work with, motivation is
low, medication is not generally useful, and so on (Beck,
Freeman, et al, 1990; Freeman, et al. 1990). It is probably
of less value to share the label with the patient because of
the problems in definition among professionals. It is es-
sential for the therapist to share the conceptualization,
however, with the patient so that the patient can know what
the therapist is seeing and the direction of the therapy.

Using reframing, the therapist can share the concep-
tualization that will be the basis for the therapy. For exam-
ple, in working with the schizoid patient, the therapist can
highlight the patient’s autonomy: “You tend to like doing
things on your own.” For the dependent patient, the thera-
pist can say “You prefer to have lots of others around
you”, or “You generally try to arrange your life to have
consultants or people you can call upon to help you make
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decisions.” The patient can then be asked whether this is
congruent with their personal view. If the patient dis-
agrees, the therapist can obtain the patient’s own clarifica-
tion to sharpen the conceptualization.

The working hypotheses can be shared with the pa-
tients to allow them to understand what the therapist
understands of their problems, and to have the patients and
the therapists collaborate on building the most useful
conceptualizations. One technique for sharing hypotheses
is for the therapist to make sketches of how they “see” the
patient. These sketches force the therapist to graphically
and concretely look at their conceptualization, and to
share that model with the patient. The following examples
will serve to illustrate the process.

Example 1

Don, a 52-year-old attorney came for therapy with
diagnoses of avoidant personality disorder, obsessive-
compulsive personality disorder, and generalized anxiety
disorder. He would spend great blocks of time in activities
that he recognized as wasted effort, yet necessary, in his
view. The therapist drew the following sketch with an
explanation (Figure 2-1).

THERAPIST: What you describe is a life where you want
to cross the road. But you’re afraid that a car will come
racing down and run you over. So to avoid that situa-
tion, you run a mile to your left to see if there are any
cars coming. If there are none you return to your start-

. ing point. But you cannot cross yet, because there may
be cars coming from your left. So you run a mile to your
left and if there are no cars coming, you return to your
starting point. But, you still cannot cross the road
because while you were off to the left, a car may be
coming from the right. So you spend your life running
miles, but never crossing the 20 feet of road.

& > N E—

Figure 2-1. Don, 52-year-old attorney.
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PaTiENT: In a way you’re right, but you don’t under-
stand. You’ve drawn the road as only two lanes. I see it
as 100 lanes wide, with cars coming from every direc-
tion.

It was important to get the patient’s modification.
Conceptually, however, the issue is the same. The treat-
ment might take several directions. The patient can be
helped (or taught) to cross the road one lane at a time.
Other examples of treatment interventions might include
his searching for someone who can assist him in crossing
the road (the therapist), his looking for a safe place to cross
such as a bridge or tunnel, and his not crossing at an area
where visibility is poor.

Example 2

Alex was a 32-year-old certified public accountant.
He reported that he had suffered from anxiety for his entire
life. Relaxation strategies had been unsuccessful because
every time that Alex started to relax he experienced an
increase in anxiety. He could not give up control. He feared a
total loss of control in every aspect of his life. The therapist
drew the following sketch with explanation (Figure 2-2).

THERAPIST: It appears that you carry your anxiety
around like a scuba tank. Wherever you are you can get

o)
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Figure 2-2. Alex, 32-year-old accountant.

I« INTRODUCTION
a good healthy whiff of anxiety. If you were discon-
nected, you fear suffocating.

PaTiENT:  Yeah. If I lose my connection, I don’t know
what will happen to me. I’ll probably die. If I didn’t try
to watch out for everything, I could die.

THERAPIST: While a scuba tank helps the diver under-
water, what good does it do above the water?

PaTIENT: Well, no good.

THERAPIST: It’s heavy, cumbersome, and, most of all,
unnecessary.

PaTiENT: Except if the atmosphere is filled with poi-
sonous gas. Then it could save my, I mean, his life.

The danger that he saw as inherent in the world was to
be the main focus of the therapy.

Example 3

A third example was Sam. He came into therapy with
the complaint of loneliness. He wanted a relationship, but
could never find a partner who met his standards. His
statement was that, “every time that I meet a woman we
have a brief, passionate affair, and then it ends abruptly. I
get bored with her and just end up dropping her.” The
following sketch was offered as a model of what I saw as
the problem (Figure 2-3).

THErRAPIST: You're here all alone. There are lots of
people around, but all of them are down here beneath
you.

PaTIENT: I’ve been trying to have someone up here with
me.

THERAPIST: But there’s only room at the top for one.

What are you going to do?

PaTIENT: I guess I need to find a mountain big enough
for two.
THERAPIST: How about a lower mountain? That might

allow you to be on top, but still reach down to the others.

By accepting the patient’s narcissistic style as a start-
ing point, the therapy can proceed without generating
anxiety based on trying to totally change the patient’s
style. It is clear that the only way that a partner can stay up
at the peak with Sam was for him to clutch her to him.
After a while he fatigues and then “drops her.” Some of
the therapeutic work could include building steps, or a
ladder, to the top allowing for greater access for others to
reach him, and for him to reach others. What might be
quite important would be to prepare Sam for the possi-
bility of some individual trying to share the space (a
family member, parent, or a child). This will cause diffi-
culty in that there is room for two.
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Figure 2-3. Sam.

Example 4

The final example is of a 36-year-old woman who
was beset by numerous obsessive rituals. She had rules for
everything she did. She followed an Orhtodox Jewish
tradition although she had been raised in a Reform tradi-
tion. She like the orthodoxy because, “It tells me what I
can and cannot do.”” Unfortunately, she never thought that
she properly followed the rules, so was always guilty. The
therapist offered the following sketch (Figure 2-4).

THERAPIST: It’s almost as if you have no skeleton. Noth-
ing inside to hold you up. What would that mean?

PaTieNT: I feel just like that. I have no backbone.

THERAPIST: If there is no skeleton, you would just be a
mass of protoplasm on the floor. What you depend on is
lots and lots of external rules to support you.

PaTiENT: Even then it doesn’t work.

THERAPIST: With all of those rules it’s hard to know
what to do. Some of these rules contradict each other.
What I've drawn shows that there are several rules to
run your legs, several to run your arms, several more to
run your head. What would happen if we could elimi-
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Figure 2-4. 36-year-old woman.

nate just one of these supports on your right leg, one on

your left leg, one on each of your arms . . . Would you
collapse?
PaTiENT: Well I might be able to give one up . . . But

which one?

The sketch not only identifies the plethora of rules,
but the possibility of therapy, i.e. removing only one or
two—thereby having fewer rules, and still maintaining
her external supports. The therapy can focus on first,
helping her to see that she has an endoskeleton, and that
she can survive with fewer supports.

By concretizing the conceptualization and then shar-
ing the conceptualization with the patient, the therapist
can positively affect the collaborative set. The patient’s
input can guide the therapist to sharpen and focus his or
her understanding of the patient’s problems, and the pa-
tient’s schema.

Finally, the conceptualization would be basic to the
use of the homework assignments in therapy. Homework
must be used within the context of the therapy, not merely
an addendum to the therapy. The therapist must review the
previously developed homework. The future homework is
carefully and collaboratively agreed upon. Homework
drawn directly from session material to allow the patient to
test ideas, try new experiences, experiment with new ways
of responding.

CONCEPTUALIZING
THERAPEUTIC CHANGE

There are several possibilities for change (Beck,
Freeman and Asociates, 1990; Freeman, 1988; Freeman
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and Leaf, 1989) which can be viewed as a change contin-
uum from the greatest schematic changes to the least
schematic change.

The first possibility is schematic reconstruction.
Reconstruction—the ultimate goal of psychoanalytic
psychotherapy—involves removing, rebuilding, or re-
constructing old schemas. For example, it would involve
reconstructing or removing the dependency schema, “I
must always have other people around for me to survive,”
that is so typical of the dependent personality disorder, so
that they are no longer dependent. The data regarding
these cures is sparse (Beck, Freeman and Associates,
1990).

The second point on the change continuum is sche-
matic modification. This may involve greater or lesser
modification. The modification goal is, ideally, to attempt
to effect the smallest modification as part of a series of
small modifications. The schema, “I must always have
other people around for me to survive” can be modified to,
“I must almost always have other people around for me to
survive.” If this is successful, the next change might be,
“I must generally have other people around for me to
survive.”

The third point is schematic reinterpretation. This
involves using the schema in a more effective manner.
Most people interpret their schema through their relation-
ships or vocational choices. The individual who chooses a
career in medicine but who dislikes being with other
people might be most interested in specialties of pathol-
ogy, radiology, or animal research. Sir Francis Chichester,
famous as a trans-oceanic sailor commented, “Somehow,
I never seemed to enjoy so much doing things with other
people. I know I don’t do a thing nearly as well when with
someone. It makes me think I was cut out for solo jobs,
and any attempt to diverge from that lot only makes me
half a person.” Chichester further said that, “I quite
understand why people used to, and still do, go into
retreat. During a month alone I think at last you become
a real person and are concerned with the real value of
life.”

The final point on the continuum is schematic cam-
ouflage. This involves “doing the right thing.” The pa-
tient can be helped to acquire skills to cover the schematic
problems. For example, the schizoid individual can be
encouraged to act in a more socially appropriate man-
ner.

Overall, the change goals are a series of small se-
quential steps that approximate the final goals. The great-
est hindrance to therapeutic progress is often the impa-
tience of the therapist who tries to move the patient along
far too quickly.

I + INTRODUCTION

SUMMARY

The highest order skill in psychotherapy is the ability
to develop treatment conceptualizations. Too often, ther-
apy becomes a reactive experience; the therapist responds
to what the patient brings into the therapy or the specific
session—therapy is seen as proactive. Treatment involves
a careful evaluation of the patient’s problems based on a
collection of the relevant historical data typically collected
in a structured interview format. The therapist then de-
velops hypotheses about why the patients respond the way
they do, what were probable formative elements in the
style, what are the operative schema, and the best possible
points of entry into the system. There are eight steps in
establishing a treatment plan: (1) conceptualization of the
problem, (2) developing a collaborative relationship (3)
motivation for treatment, (4) patient formulation of the
problem, (5) setting goals, (6) socializing the patient into
the cognitive model, (7) cognitive/behavioral interven-
tions, and (8) relapse prevention. The conceptualization
becomes the guide for the therapist in determining direc-
tion and targets for therapy. The cognitive therapist de-
velops hypotheses about the reasons for the patients’ be-
havior, and about what maintains the patients’ thinking
and acting the way that they do. The conceptualization
also suggests strategies for intervention and the most
promising interventions to be tried to effect the strategy.

In seeking to alter a particular belief that has endured
for a long period of time, it would be necessary to help the
individual to deal with the belief from as many different
perspectives as possible: cognitive, affective, and behav-
ioral. The conceptualizations often revolve around under-
standing the patient’s schemas. The schemas are the orga-
nizing factors around which perception is built. There are
many schemas that occur in complex combinations and
permutations. The schemas may be personal, family, reli-
gious, cultural, age-related, or gender-related, or any
combination of the above. The schemas become, in effect,
how one defines oneself, both individually, and as part of a
group. The two most prominent issues in understanding
schemas are whether which schemas are active or inactive
and whether the particular schema are non-compelling or
compelling. Inactive schemas are called into play to con-
trol behavior in times of stress. Stressors of a variety of
types will evoke the inactive schemas—which become
active, govern behavior, and when the stressor is removed
will return to their previously dormant state.

Understanding the activity-inactivity continuum ex-
plains two related clinical phenomena: the rapid, though
transient, positive changes often evidenced in therapy and
the so-called transference cure. The particular extent of
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effect that a schema has on an individual’s life depends on
several factors: (a) how strongly held is the schema,
(b) how essential the individual sees that schema to their
safety, well-being or existence, (c) the lack of disputation
that the individual engages in when a particular schema is
activated, (d) previous learning vis-a-vis the importance
and essential nature of a particular schema, and (e) how
early a particular schema was internalized. Schemas are
in a constant state of change and evolution. From the
child’s earliest years there is a need to alter old schemas
and develop new schemas to meet the different and in-
creasingly complex demands of the world. Schemas are
not maladaptive, no matter how they are stated. It is,
rather, the expression of the schema in the person’s life,
and the goodness of fit with the personal goals and skills,
and with societal expectations and demands.

A useful tool in the conceptualization process is the
“critical incident” technique. The patient (family mem-
ber, significant other, or teacher) is asked to describe a
situation or incident that they see as indicative of the
patient’s problems.

The working hypotheses can be shared with the pa-
tient to allow the patient to understand what the therapist
understands of their problem, and to have the patient and
the therapist collaborate on building the most useful con-
ceptualization. One technique for sharing the working
hypotheses is for the therapist to sketch how the therapist
perceives the patient’s problems.

Finally, the conceptualization is not only the back-
bone of the therapy, but the clinician will find that the
intervention techniques are more easily derived and im-
plemented when part of an overall treatment program.
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Use of the Quality of Life Inventory in
Problem Assessment and Treatment
Planning for Cognitive Therapy of
Depression

Michael B. Frisch

PROBLEM SOLVING AND ASSESSMENT
IN COGNITIVE THERAPY

Cognitive therapy procedures involve the self-monitoring’
of thoughts and assumptions, logical analysis in which
dysfunctional thoughts are disputed through logical argu-
ment, and hypothesis testing in which negative assump-
tions are challenged through real-world experiments
aimed at testing their veracity (Jarrett & Nelson, 1987).
Problem solving may constitute a little-recognized fourth
component of cognitive therapy, one that is repeatedly
mentioned in both the treatment manual (called “the man-
ual”) (Beck, Rush, Shaw, & Emery, 1979) and more
recent works (DeRubeis & Beck, 1988). According to
Beck et al. (1979), “external,” “situational,” or ““practi-
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cal” problems or “precipitants” related to depression usu-
ally involve perceived losses at home, work, or school
such as divorce or a business failure. The resolution of
even simple and circumscribed problems—through con-
sultation with either the therapist or an appropriate ““medi-
cal, legal, financial, or vocational” expert—can in itself
alleviate depressive symptoms (Beck et al., 1979). For
example, the manual describes the case of a beleaguered
homemaker whose “symptoms quickly disappeared” (p.
204) once she secured help with household chores.
According to the manual, the focus of cognitive
therapy at any given time is either a “target symptom” of
depression (such as passivity, sadness, or negative thoughts)
or an external problem situation that seems to cause,
maintain, or intensify depressive symptoms. Initially, the
focus is on specific depressive symptoms targeted for
treatment (Beck et al., 1979). With less severe depres-
sions, or once acute symptoms have been relieved, the
focus is on external problems related to the depression. In
the more recent works (Young & Beck, 1982; DeRubeis &
Beck, 1988) and videotapes of Dr. Beck, problem solving
with regard to external problems seems characteristic of
cognitive therapy throughout the course of treatment,
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even when clients are suicidal (Beck et al., 1979). Empiri-
cal studies have also pointed to the need for comprehen-
sive problem assessment and treatment in dealing with
depressed patients, suggesting that different problems and
skill deficits can cause depression and that treatment
should be aimed at the particular problems of a particular
client in order to be effective (McKnight, Nelson, Hayes,
& Jarrett, 1984).

Despite frequent allusions to the importance of prob-
lem solving as it concerns difficulties related to a client’s
depression, the cognitive therapy literature offers little
guidance in comprehensive problem assessment and reso-
lution. This may reflect an undue emphasis on internal,
“cognitive” factors to the neglect of external ‘“‘behav-
ioral” factors even though cognitive therapy is clearly
cognitive-behavioral in technique (Hollon & Beck, 1986).
Recent theoretical formulations—such as Abramson,
Metalsky, and Alloy’s (1989) hopelessness theory of
depression—persuasively argue for a balanced considera-
tion of internal and external causes of depression, reiterat-
ing the importance of cognitive, behavioral, and environ-
mental change in alleviating depression. Frisch’s Quality
of Life Inventory (QOLI) (Frisch, 1988, 1989, 1992;
Frisch, Cornell, Villanueva, & Retzlaff, 1992; Frisch,
Villanueva, Cornell, & Retzlaff, 1990) may meet the need
in cognitive therapy for a comprehensive scheme of prob-
lem assessment that may prove useful in fostering external
and environmental (as well as internal and cognitive)
therapeutic change.

The absence of comprehensive problem assessment
in cognitive therapy may be part of a larger problem for
most cognitive-behavioral approaches in which treatment
is begun before adequate assessment and treatment plan-
ning has taken place (Morganstern, 1988). For example,
Lazarus (1971) discusses a “typical” case in which sys-
tematic desensitization for a “simple bridge phobia” (p.
33) seemed indicated. More thorough assessment, how-
ever, revealed that the client also feared failure at a new
job, which required travel over a bridge in order to get to
work. The bridge phobia “vanished” when the client’s
performance anxiety was effectively dispelled.

The complex, subjective process of assessment and
treatment planning, or macroanalysis (Emmelkamp,
1982), involves at least three steps (Emmelkamp, 1982;
Frisch, 1989; Turkat & Wolpe, 1985):

1. Anaccurate and complete assessment of a client’s
problems. This overall assessment should pre-
cede any “microanalysis” or functional analysis
of a particular problem.

2. A conceptualization of how a client’s problems
developed, are maintained, and interrelate. Often
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individual problems are part of a larger integrated
system, requiring intervention at a more basic
level in order to impact the particular problems of
an individual (Evans, 1985).

3. The establishment of treatment goals and priori-
ties based on steps 1 and 2.

Some cognitive-behavioral therapists may give short
shrift to the process of assessment and treatment plan-
ning, because the process is complex, subjective, and
hence not amenable to easy “rules of thumb” (Mor-
ganstern, 1988). The cognitive therapy manual (Beck et
al., 1979) briefly discusses the establishment of treatment
priorities without giving any specific guidelines for a
complete problem assessment or for conceptualizing
problems and their interrelationships; the symptoms or
problems given priority for treatment are those viewed by
the therapist and client as most urgent, distressing, and
amenable to change. Cognitive therapists assume a
“snowball effect” in which improvement of one problem
or symptom will somehow lead to changes in other areas.
This may not be true in every case, especially for prob-
lems not related to the client’s depression. In addition, the
absence of a comprehensive problem assessment scheme
or device, as recommended by Morganstern (1988),
makes it possible to ignore, altogether, key symptoms or
problems that may be maintaining or intensifying the
client’s depression. Once again, the use of the QOLI may
be invaluable in this regard.

DEVELOPMENT AND PSYCHOMETRICS
OF THE QOLI

The abundant literature on subjective well-being and
life satisfaction has direct implications for (a) assessing
the outcome of psychotherapy, pharmacotherapy, and be-
havioral medicine treatments; (b) defining “‘mental health”
and positive adjustment; and (c) understanding numerous
psychological disorders, including depression (Frisch,
1989; Frisch et al., 1990, 1992). For example, authors
from diverse traditions have argued for the development of
nonpathology-oriented measures of subjective well-being
to augment those that focus on negative affect and symp-
toms (Blau, 1977; Bigelow, Brodsky, Stewart, & Olson,
1982; Frisch & Froberg, 1987; Hollandsworth, 1987,
1988; Lehman, Ward, & Linn, 1982; Rogers, 1951; Strupp
& Hadley, 1977; Wolf, 1978). For example, some be-
havioral and psychodynamic theorists agree that a client’s
happiness or satisfaction with life is an essential criterion
of “mental health” and positive outcome in psycho-
therapy that should be routinely assessed by researchers
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and clinicians alike (Hollandsworth, 1987, 1988; Strupp
& Hadley, 1977). These theorists and others (Beiser, 1971;
Bigelow et al., 1982; Coan, 1977; Diamond, 1985; Ja-
hoda, 1958; Seeman, 1989; Taylor & Brown, 1988) wish to
broaden the criteria for “‘mental health” and adjustment to
include personal happiness and life satisfaction, as well as
the mere absence of *“‘disease” or psychiatric symptoms.
Frisch (1989) reviews research linking depression with the
constructs of life satisfaction and subjective well-being
and then uses these constructs to integrate existing
cognitive-behavioral theories of depression. (In like fash-
ion, Watson, Clark, & Carey, 1988, related depression to a
“generalized sense of well being” or positive affectivity
as well as to negative affects.) According to Frisch (1989),
“dissatisfaction depression,” an etiologically distinct
subtype of clinical depression, is immediately caused by
the combination of a negative self-evaluation and hope-
lessness, which, in turn, are based on repeated failures to
fulfill aspirations and meet personal standards in highly
valued areas of life (i.e., life dissatisfaction).

Current measures of subjective well-being and life
satisfaction can be characterized in general as concep-
tually vague and inconsistent in terminology, psycho-
metrically weak due to a preponderance of single-item
measures that are rarely externally validated, and nonap-
plicable to clinical populations because of a reliance on
“normal” and specialized (e.g., geriatric) samples for
validation purposes (for reviews, see Diener, 1984; Hol-
landsworth, 1988; Kane & Kane, 1981; Mulhern et al.,
1989; Mulhern, Fairclough, Friedman, & Leigh, 1990;
and Salamon, 1988). The QOLI (Frisch, 1988, 1992;
Frisch et al., 1990, 1992) is the only clinically oriented,
domain-based (nonglobal) measure of life satisfaction
available; unfortunately, related scales confound affect
(Salamon, 1988) or performance (Bigelow et al., 1982)
items with satisfaction items.

The QOLI improves upon existing measures of life
satisfaction and subjective well-being by its (a) basis in an
explicit theoretical framework called Quality-of-Life
Therapy (Frisch, 1989; Hollandsworth, 1988); (b) specific
applicability to psychiatric or clinical populations; (c)
multi-item format that bases overall satisfaction on satis-
faction within 17 “domains” or areas of life (such as
“work” and ‘““health”) that are explicitly defined for the
first time in the literature; and (d) weighted satisfaction
scoring scheme that considers both a respondent’s satis-
faction with an area of life and the value or importance of
that area to the individual’s overall well-being (Diener,
Emmons, Larsen, & Griffin, 1985). The QOLI has been
described as a unique, comprehensive, and much-needed
measure of life satisfaction and “positive functioning”
that may complement symptom- or pathology-oriented
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measures of psychological functioning (Hans H. Strupp,
personal communication, October 14, 1989).

The QOLI is based on an empirically validated,
linear, additive model of life satisfaction called Quality-
of-Life Therapy (Frisch, 1989; Frisch et al., 1992) that
assumes that an individual’s overall life satisfaction con-
sists largely of the sum of satisfactions in particular “do-
mains” or areas of life deemed important.* The model
further assumes that a person’s satisfaction with a particu-
lar area of life is weighted according to its importance or
value before it enters into the “equation” of overall life
satisfaction; thus, it is assumed that satisfaction in highly
valued areas of life has a greater influence on evaluations
of overall life satisfaction than areas of equal satisfaction
Jjudged of lesser importance. The scoring scheme of the
QOLI reflects both of these theoretical assumptions. Ac-
cording to Frisch (1989), life satisfaction or quality of life
refers to an individual’s subjective evaluation of the de-
gree to which his or her most important needs, goals, and
wishes have been fulfilled. Life satisfaction along with
negative and positive affect are viewed as components of
the broader construct of subjective well-being or happi-
ness (Andrews & Withey, 1976; Diener, 1984; Veenhoven,
1984). It is further assumed that the affective correlates of
subjective well-being stem largely from cognitively based
satisfaction judgments of valued areas of life.

Finally, the present theory of life satisfaction as-
sumes that a finite number of areas of human aspiration
and fulfillment may be identified that are applicable to
both psychiatric and nonpsychiatric populations. Based
upon an exhaustive review of the literature, especially
“cognitive mapping” studies of human concerns (An-
drews & Inglehart, 1979; Andrews & Withey, 1976) and
studies identifying particular areas of life associated with
overall life satisfaction and happiness (Andrews & Withey,
1976; Campbell, Converse, & Rogers, 1976; Cantril,
1965; Diener, 1984; Flanagan, 1978; Veenhoven, 1984), a
comprehensive list of 17 human concerns, “domains,” or
areas of life was developed for inclusion in the QOLI. An
effort was made to be comprehensive but to limit the areas
of life to those empirically associated with overall satis-
faction and happiness. The 17 areas of life included in the
QOLI are listed in Table 3-1.

The QOLI consists of 17 items (see Figure 3-1 for an
example of a completed QOLI answer sheet). Each of the
17 areas of life deemed as potentially relevant to overall

*Copies of the QOLI, QOLI answer sheets, and the QOLI test
manual and treatment guide are available from Michael B.
Frisch, Ph.D., Psychology Department, P. O. Box 97334,
Baylor University, Waco, TX 76798-7334.
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TABLE 3-1.
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The 17 Areas of Life Assessed by the QOLI

1.

2.

Health refers to being physically fit and free from
sickness, pain, or disability.

Self-regard refers to liking and respecting yourself in
light of your assets and limitations, successes and
failures, and your ability to cope with problems.

. Philosophy of life refers to having a set of guiding

values, goals, and beliefs which give your life mean-
ing or a sense of purpose, help you plan and make
decisions about how to live your life, help you cope
with day-to-day problems, and help you decide on the
best way to act in a given situation. This personal
system of ethics and values may or may not be based
on religious beliefs.

. Standard of living refers to your income, the things

you have, such as a car or furniture, and the expecta-
tion that you will have what you need financially in
the future.

. Work refers to your occupation or how you spend most

of your time—whether it be at a job, in school (if you
are a student), or in the home (if you are a homemaker
or conduct a business based in your home). “Work”
consists of the work itself, pay (if applicable), sur-
roundings, job security, relationships with co-
workers, and the availability of needed equipment
and supervision.

. Recreation refers to non-work-related, spare-time ac-

tivities aimed at entertainment, relaxation, or self-
improvement. Such activities include watching
movies or football games, visiting friends, or pursu-
ing hobbies like gardening, fishing, and jogging.

. Learning refers to gaining knowledge, skill, or un-

derstanding in an area of interest through study, expe-
rience, or instruction. The area of study may be
mainly intellectual, such as history or art apprecia-
tion, or it may be practical, such as home improve-
ment or car repair. These learning experiences may
take place either in or outside of a school setting.

. Creativity involves expressing what is unique and

special about you by being original, imaginative, and
inventive in your approach to a hobby (like playing a
musical instrument or photography), to work-related
situations, or to everyday activities like home deco-
rating or repair.

. Social service consists of helping, encouraging, and

promoting the welfare of others. It involves helping
adults or children who are neither relatives or close
friends. Such service may be done on your own or as a
member of an organization such as a church, club, or
volunteer group.

10.

11.

12.

14.

15.

16.

17.

Civic action refers to activities related to being a
citizen of a community, state, and nation. It may
include involvement in government (local, state, or
national) or community affairs. Activities such as
voting, keeping informed of local or national news,
supporting a political cause or candidate, or efforts to
make one’s community a better place to live are
examples of civic action.

Love relationship refers to an intimate, romantic rela-
tionship with a spouse, boyfriend, or girlfriend. Such
relationships usually involve sexual attraction, com-
panionship, understanding, and deep feelings of af-
fection.

Friendships refer to the number and quality of close
friends (who are not relatives) that you have. “Close
friends” are people you like and know well who have
interests and viewpoints similar to yours. Friendships
involve a mutual give and take of companionship,
acceptance, trust, and support.

. Relationships with children refers to how you get

along with your child (or children). These relation-
ships involve helping, teaching, and caring for your
child (or children) as well as watching their develop-
ment and enjoying their companionship.
Relationships with relatives consist of your relation-
ships with parents, brothers, sisters, and in-laws.
These relationships may involve visiting, shared ac-
tivities, mutual understanding, and assistance.
Home refers to the house or apartment where you
live, including the attractiveness, space, layout,
physical structure, and cost of your home as well as
the yard and surrounding area.

Neighborhood refers to the immediate area where you
live and includes the area’s attractiveness, the people
and their values, the natural surroundings (such as the
air, land, and water), safety from crime, and the cost
and quality of goods and services like fire and police
protection, garbage collection, street maintenance,
recreational facilities (like parks, playing fields, and
bowling alleys), schools, medical care, and shopping
centers.

Community refers to the city, town, or rural area in
which you live, including the area’s attractiveness,
safety from crime, the people and their values, the
natural surroundings, the cost and quality of goods
and services, the local government, taxes, court and
transportation systems, the climate, recreational fa-
cilities, and available entertainment such as local
events and places to visit, restaurants, movies, con-
certs, plays, newspapers, radio, and television.

Source: Copyright 1988 by Michael B. Frisch. Reprinted by permission.
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32

life satisfaction is rated by respondents in terms of its
importance to their overall happiness and satisfaction (0 =
not at all important; 1 = important; 2 = extremely impor-
tant) and in terms of their satisfaction with the area (rang-
ing from —3 = very dissatisfied to 3 = very satisfied). The
inventory’s scoring scheme reflects the assumption that a
person’s overall life satisfaction is a composite of the
satisfactions in particular areas of life weighted by their
relative importance to the individual. Thus, the products
of the satisfaction and importance ratings for each area of
life are computed (these weighted satisfactions ratings
range from —6 to 6). Next, the overall life satisfaction or
QOLI score is obtained by averaging all weighted satisfac-
tion ratings that have nonzero importance ratings. This
essentially allows items or areas to be omitted by individ-
uals who deem them as irrelevant to their overall happi-
ness, allowing for a subjective measure with both norma-
tive and ipsative features, as recommended by Lazarus
and Folkman (1984). The QOLI takes about 10 minutes to
complete and can be administered via interview to illit-
erate clients.

Test-retest coefficients for the QOLI range from .80
to .91 and internal consistency coefficients range from .77
to .89, based on a study of three clinical and three
nonclinical samples (Frisch et al., 1990, 1992). QOLI
item-total correlations are adequate and the QOLI corre-
lates with related measures of subjective well-being, in-
cluding a peer rating and clinical interview measure. As
expected, the QOLI correlates negatively and moderately
with measures of general psychopathology, anxiety, and
depression. The QOLI does not correlate substantially
with measures of social desirability. Analyses of variance
and discriminant function analyses show that clinical and
nonclinical criterion groups differ both in mean QOLI
scores and in their item response patterns on the QOLI
(Frischetal., 1990, 1992). Factor analysis of the QOLI has
yielded a two-factor solution which, according to a subse-
quent oblique multiple groups confirmatory factor anal-
ysis, fits four different samples (Frisch et al., 1990).

The psychometric soundness of the QOLI exceeds
that of most related measures, making it one of the best
available measures of life satisfaction (for reviews of re-
lated measures see Diener, 1984; Hollandsworth, 1988;
Kane & Kane, 1981; Mulhern et al., 1989; and Salamon,
1988). In fact, few (if any) measures of subjective well-
being designed for clinical use have been evaluated as
extensively as the QOLI for reliability, internal consis-
tency, and criterion-related and construct validity. It is
especially rare for a measure to be evaluated against
external nonself-report criteria such as peer ratings and
clinical ratings of interviews and to demonstrate a consis-
tent ability to distinguish clinical from nonclinical criter-
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ion groups (Diener, 1984; Mulhern et al., 1989; Veen-
hoven, 1984). In light of these results, the QOLI seems to
meet the requirements for a useful measure of satisfaction
or perceived quality of life (see Diener, 1984; Hol-
landsworth, 1988; Mulhern et al., 1989), including suffi-
cient reliability, internal consistency and item-total cor-
relations, sufficient construct (including convergent,
discriminative, and nomological) and criterion-related
(both external and “known-group”) validity, relative free-
dom from social-desirability response bias, focus on re-
spondent’s subjective experience rather than objective cir-
cumstances, validation on clinical samples for whom the
measure is primarily intended, availability of norms, and
convenience (the QOLI takes only ten minutes to com-
plete, is easily scored, and is interpretable by non-
psychologists as suggested by Mulhern et al., 1989.)

CASE EXAMPLE

The QOLI has numerous potential research and clin-
ical applications. It may be fruitfully applied as a measure
of positive outcome both on a routine clinical basis and in
studies of psychotherapeutic, pharmacological, and so-
cial interventions aimed at alleviating psychological disor-
ders, physical illnesses, and communitywide social prob-
lems. With respect to psychotherapy, the QOLI may meet
the need for a measure of individual contentment—cited
by Strupp and Hadley (1977) as the primary criterion of
positive outcome and “mental health” from the perspec-
tive of a client—that goes beyond measures of symptoms
and negative affect. The QOLI also appears useful in
treatment planning for psychotherapy clients, in general,
and for cognitive therapy clients, in particular. Its “treat-
ment utility” (Hayes, Nelson, & Jarrett, 1987) has been
demonstrated informally with several hundred clients
from a variety of inpatient, outpatient, community mental
health, private practice, and mood disorder clinics both in
the United States and abroad. It is currently being used in
training cognitive therapists at the University of Texas
Southwestern Medical Center in Dallas and the psychol-
ogy service of the Adult Probation Department in Waco,
Texas. The QOLI, like Lazarus’s (1981) BASIC ID assess-
ment scheme, fills the need for a broad-spectrum, multi-
faceted assessment device that provides a comprehensive
overview of clients’ problems and strengths (Morgan-
stern, 1988). It goes beyond Lazarus’s scheme by inquir-
ing about 17 areas rather than 7 (Lazarus, 1981). The QOLI
profile of a client’s weighted satisfaction ratings for each
area of life—which is akin to an MMPI profile (see Figure
3-1) and ranges from —6 (extreme dissatisfaction) to 6
(extreme satisfaction)—is supplemented by a narrative
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section of the QOLI answer sheet, which asks respondents
to list problems that interfere with their satisfaction in the
17 areas of life assessed by the QOLI. This information
has been invaluable to clinicians in conducting a “macro-
analysis” (Emmelkamp, 1982; Frisch, 1989) in which
clients’ problems are comprehensively assessed, concep-
tualized, and prioritized for treatment. This macroanaly-
tic overview can be followed by a “microanalysis” or
functional analysis of a problem area in which the specific
parameters of and reasons for dissatisfaction can be expli-
cated. Often dissatisfactions can be traced to difficult
circumstances, misconceptions about an area of life, unre-
alistic standards of fulfillment, the overvaluing of an area,
or a neglect of other potential sources of satisfaction
(Frisch, 1989).

The use of the QOLI in problem assessment and
treatment planning for cognitive therapy is illustrated in
the following case. A 34-year-old white, married home-
maker with a high school education and a 5-month-old
infant born with a severe heart deformity scored well below
average or “very low” on the QOLI (—2.53) and easily met
the DSM-III-R criteria for major depression. In the first
session of treatment, the weighted satisfaction “profile”
(see Figure 3-1 for this client’s responses) and the problem
narrative section of her QOLI revealed dissatisfaction in
the following areas:

1. Work. She described her work as a homemaker as
“thankless, lonely, and always there.” Her new
infant was at serious risk of further disability or
death and required constant care and monitoring.
Her husband worked long hours and was uninvol-
ved with child care when home. The client was
unable to find a baby sitter with requisite CPR
training, and she also cared for an 8-year-old
daughter from a previous relationship.

2. Love relationship. On the QOLI She indicated “a
lack of intimate, romantic time” as well as feel-
ings of being “taken for granted or not appealing
to spouse” and “‘scared to air true feelings—
afraid of rejection.” She mistakenly assumed that
her husband was uncommitted to the marriage,
unappreciative of her efforts at home, and unwill-
ing to help with child care. She withdrew from her
husband in silence, assuming that, like her father
and ex-boyfriend, her husband would critically
reject and even leave her if she shared her
thoughts of desperation and hopelessness.

3. Relationships with children. In regard to her
jealous and defiant older daughter, the client said,
“Ican’t seem to relate anymore to my 8-year-old.
I'lose patience quickly.” She mistakenly believed
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that her husband was unwilling to discipline the
child or back her up in her own efforts to do so.
4. Relationships with relatives. The client described
her family as “too judgmental” —especially her
father, who was often irritable and depressed,
himself, and who constantly criticized his daugh-
ter for being overweight and for making “mis-
takes” in how she cared for her children.

Dissatisfaction was also expressed with respect to
recreation (““There never seems to be time for it. It’s very
limited because of a lack of time, money, and prepara-
tions.”), friendships (she had few friends and would not
share her concerns with them), health (“‘weight gain prob-
lem since 13 years old”), self-regard (‘“Hard to cope with
problems. I’m scared to air my true feelings. I'm afraid of
rejection.””), philosophy of life (“Hard to cope. I’ve never
had a good way to solve problems.”), standard of living
(“I’'m tired of barely making ends meet.””), home (‘“not
big enough for our needs”), neighborhood (“‘do not feel
safe . . . never go out . . . fear my child not safe to play
outside . . . want to live in the country”), creativity (“I
have no time to myself to explore this™), and social service
(“Hard to share with others on a personal basis. Don’t
know what to say.”). “Learning” constituted an area of
relative strength in so far as this was the only area of any
importance with which the client felt fairly satisfied (as
opposed to dissatisfied). The client felt that “civic action”
and “community” were “not at all important” to her
overall happiness and life satisfaction.

In keeping with both cognitive (Beck et al., 1979)
and hopelessness theories (Abramson et al., 1989), the
client’s depression was conceptualized in diathesis-stress
terms. The stressor of caring for an infant with severe
congenital heart disease activated negative schemas that
prompted the client to withdraw resentfully from all
sources of social support, fearing rejection if she shared
her concerns and assertively expressed her needs to those
around her, including her husband, friends, and family.
Several cognitive-behavioral vulnerabilities seemed to
predispose the client to depression, including tendencies
for shyness, social isolation, unassertiveness, self-deni-
gration, and low self-efficacy in the face of adversity. The
client admitted these tendencies, attributing them to her
father’s treatment of her both as a child and as an adult.
She perceived her father (who had a history of several
“nervous breakdowns”) as viciously critical, rejecting,
depressed, and bitter. He apparently predicted failure for
his children and would withdraw emotionally and even
physically when he disapproved of their behavior. This
experience of being “disowned,” as the client describes
it, included physical absences from the home for days,
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time. The client was similarly “disowned” by a boyfriend
who left her once she became pregnant. The client also
recalls being overprotected, isolated, and “‘parentified” as
a child and young adult, an experience that clearly re-
tarded her social development and poise.

The client’s depression seemed to be precipitated by
the stressor of caring for her disabled infant, which made
her feel inadequate as a mother, estranged from her hus-
band, and unable to pursue any recreational or social
pursuits. Her lack of assertion prevented her from “bur-
dening” her friends and family with her distress or with
requests for assistance. The perceived lack of commit-
ment and support from her husband seemed especially
depressogenic, as the client concluded that she had failed
as a wife in securing her husband’s affection and sympa-
thy. Another contributing stressor was her relationship
with her father, which deteriorated once her infant was
born and he began to criticize her handling of the baby (to
some extent, she held out hope for a complete reconcilia-
tion with and unconditional support from her father as she
had received at the hands of her grandfather while growing
up). Finally, the client’s efficacy as a mother was further
challenged by the hostile reaction of her 8-year-old daugh-
ter to her disabled infant sister. At one point the older
daughter announced her intentions to be oppositional by
saying to her mother, “I want to make you hate me, ‘cause
Idon’t want you to have a baby besides me!” Each of these
contributing factors were addressed in the treatment plan
designed for the client.

Once the problem assessment and conceptualization
phases were complete, treatment goals, priorities, and
strategies were established and carried out in the following
three consecutive phases of treatment:

1. Cognitive therapy—including use of the Daily
Record of Dysfunctional Thoughts (Beck et al., 1979),
activity schedule, bibliotherapy (e.g., Jakubowski &
Lange, 1978; Burns, 1980), treatment of insomnia (Beck
et al., 1979), and assertion training (Beck et al., 1979;
Frisch, 1989; Frisch, Elliot, Atsaides, Salva, & Denney,
1982) in relation to the client’s best friend, church ac-
quaintances, husband, father, and 8 year old daughter—
was instituted in the first six sessions in order to quickly
relieve her acute symptoms of depression and to begin to
resolve the key problems maintaining the depression
(e.g., dissatisfaction in work, relationships, recreation,
philosophy of life, and self-regard) by engineering small
initial success experiences in problem solving and coping
with the most pressing, immediate problems.

The client gained some confidence in this initial
phase of treatment by assertively and successfully asking
for assistance from her best friend, husband, church ac-
quaintances, and doctors (in clarifying her daughter’s di-
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agnosis and in finding parents in similar circumstances for
purposes of mutual support). She memorized the cogni-
tive distortions listed in Burns (1980) and felt that the
cognitive model fit her closely. Numerous automatic
thoughts were disputed in sessions and in homework, such
as “I’mabig girl and shouldn’t need help,” “needing help
proves I'm a worthless mother and wife,” “you shouldn’t
burden others with your problems if they have any of their
own,” “it’s my fault if the baby catches cold and dies from
heart failure,” “my husband doesn’t love or appreciate
me and wants a divorce,” “it’s terribly wrong for me to
‘recharge my batteries’ with recreation and leave the baby
for a minute, even with a nurse,” ““I must continue to help
my parents as I did before I was married,” “I can make
my dad as loving as my granddad even after 34 years of
failure,” and “it’s never worth the risk to trust someone
enough to share your true feelings and ask for help; you’re
bound to be let down.”

2. Couples cognitive therapy (Beck, 1988; Beck et
al., 1979; Dattilio & Podesky, 1990; Epstein, 1983; Frisch,
1989), including relationship enhancement exercises (or
“positive behavior exchange”’; Jacobson & Margolin,
1979), logical analysis and “reality testing” of erroneous
beliefs about the relationship, and skills training in com-
munication and problem solving, took place during ses-
sions 7 through 13 (each session lasted 90 minutes). Rela-
tionship enhancement activities included homework in
listing and performing acts “pleasing” to the partner,
reviewing the perceived strengths of each partner both in
the past and present, the scheduling of a weekly “date” in
which the couple went out by themselves as they did in
their courtship, and sexual enrichment exercises (Beck,
1988). The couples therapy was aimed at effecting a last-
ing solution to the factor judged to be primary in maintain-
ing the client’s depression (i.e., her marital distress). The
client also continued her efforts in individual cognitive
therapy during this phase of the treatment, especially her
bibliotherapy, the use of the Daily Record of Dysfunc-
tional Thoughts (DRDT), and “reality testing” of nega-
tive automatic thoughts and schemata.

It was clear from the start of this phase that the couple
experienced a recurring pattern in which resentments
grew and a brief fight or argument took place, followed by
aperiod of complete silence on the topic of concern. Thus,
problems were never fully discussed or resolved. Misun-
derstandings were common, as each spouse made false
attributions to and interpretations of the other’s behavior
(Beck, 1988). In the context of communication skills train-
ing it quickly became clear, for example, that the client’s
husband was very committed to the relationship and in-
creased his working hours to help pay for the infant’s
medical bills and not in an effort to withdraw from the
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family (as alleged by the client). In the context of problem-
solving training, the couple gradually learned to discuss
problems fully and to reach a workable compromise
(Beck, 1988; Frisch, 1989) in order to deal with the prob-
lems at hand. Problems discussed here included managing
family finances, disciplining the eldest daughter, provid-
ing respite and housekeeping help for the client, increas-
ing the size of the family, socializing with the husband’s
“drinking buddies” with the children present, and the
division of labor for child care and household tasks.

3. Cognitive therapy (in general) and assertion train-
ing (in particular) were instituted with the client alone in
sessions 14 through 22 in order to help her resolve prob-
lems with her father which, at this point in treatment, were
the most pressing to the client and seemed to be the
primary “external” difficulty contributing to her depres-
sion. In addition, the client was assisted through graded
task assignments in setting up a support group for parents
of children with coronary heart disease (the first of its kind
in central Texas), and in solidifying and extending the
previous gains made in cognitive individual and couples
therapy. The establishment of the support group repre-
sented the culmination of problem solving and numerous
graded task assignments aimed at establishing ties with
parents in a similar situation.

The client’s thoughts and feelings (e.g., extreme
guilt and anger) toward her father were clarified in a
homework assignment to write an uncensored letter to the
father that would never be sent but would nonetheless
discuss the client’s feelings and specific requests for be-
havior change (Frisch, 1989). Problem solving was pur-
sued by choosing three general strategies for life satisfac-
tion enhancement from Quality-Of-Life Therapy (Frisch,
1989). The client decided to try and improve her relation-
ship with her father by sharing her concerns with him in an
assertive but respectful way, even though the possibility of
ostracism and rejection could not be ruled out. She also
decided to boost her overall satisfaction by lessening the
importance of her relationship to her father to her overall
well-being and by concentrating more on gaining satisfac-
tion from her husband (who was receptive to change). A
second letter was carefully constructed and delivered to
the client’s father who shocked the client by admitting his
errors and by consistently changing his behavior in his
daughter’s presence.

By the end of therapy (session 22), the client’s de-
pression remitted completely, as evidenced by both a
DSM-III-R interview and a reduction in her Beck Depres-
sion Inventory scores from 22 to 4. Her overall life satis-
faction score on the QOLI changed markedly from —2.53
to 2.88, indicating a move from very low satisfaction to
satisfaction in the normal range for a general, nonclinical
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adult sample of 509 participants (Frisch, 1992). While the
client’s initial QOLI indicated dissatisfaction (negative
ratings) in 14 of 17 areas, the reverse was true of her QOLI
at the end of treatment, which consisted of 14 positive
ratings. These improvements were echoed by the client’s
husband, who at the conclusion of therapy remarked,
“Our house is like a different world. I've got my wife
back. She’s no longer moody, depressed, and moping
around the house!” These gains over the course of therapy
are particularly striking in light of the stressors impinging
upon the client at the time of her second assessment—that
is, the serious illness and imminent major heart surgery of
her infant daughter, and the loss of her husband’s job
(which burdened an already-poor family). A four-month
follow-up assessment showed that the client had continued
to improve.

Hayes, Nelson, and Jarrett (1987) define the treat-
ment utility of assessment as the degree to which assess-
ment is shown to contribute to beneficial treatment out-
come. While it is impossible to conclusively demonstrate
the QOLI’s utility with a single case, use of the QOLI
appeared to enhance the therapeutic outcome of the pre-
sent case by quickly identifying all major problem areas
related to the client’s depression before her first interview
with the therapist and by providing normative information
on the client’s overall level of life satisfaction. No other
assessment device or interview procedure seems as com-
prehensive as the QOLI in assessing life problems and
strengths. In addition, use of the QOLI may have en-
hanced the outcome of this case by orientating the client to
the rationale and procedures of cognitive therapy; the
simplicity of the QOLI and its scoring scheme helped the
client see how external problems and her attitudes about
these directly contributed to her dissatisfaction and de-
pression. Life satisfaction is a subjective, cognitive con-
struct that fits nicely with cognitive therapy. Since life
satisfaction is defined in the QOLI as the extent to which a
persort believes that his or her most important needs,
wishes, and goals have been fulfilled, many clients (in-
cluding the one discussed here) can readily see how their
happiness can be a function of both external circum-
stances and cognitions such as their perception and inter-
pretation of life circumstances, the importance assigned to
particular areas of life, and the standards of fulfillment or
goals that they set for themselves in valued areas of life
(Frisch, 1989).

To the extent that the QOLI helps clients to under-
stand the rationale of cognitive therapy and to see a direct
relationship between assessment and treatment, it also
enhances the therapist’s credibility and facilitates the de-
velopment of a collaborative therapeutic relationship.
This may be another mechanism through which use of the
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QOLI may contribute to beneficial treatment outcome. It
also points up the potential value of the QOLI as a cogni-
tive therapy treatment tool in its own right and not just an
assessment device. The QOLI has aided treatment in ways
besides making the rationale for treatment more under-
standable. For example, many clients react to their QOLI
rating profiles with surprise at recognizing the many areas
of satisfaction in their lives and the moderate (as opposed
to severe) level of dissatisfaction in some valued areas.
The reaction is akin to what cognitive therapists observe
in clients who express surprise in seeing high pleasure and
mastery ratings in their completed activity schedules.
Some clients also benefit by using the narrative portion of
the QOLI to generate solutions to the problems that hinder
their satisfaction in valued areas of life. Finally, overex-
tended clients can establish priorities by ranking areas of
life in terms of their importance.

PROBLEMS AND COGNITIVE THERAPY
TREATMENTS ASSOCIATED WITH QOLI'S 17
AREAS OF LIFE

An examination of problems expressed about each
area of life assessed by the QOLI reveals (a) key specific
problems associated with the client’s depression and other
difficulties; (b) important information about the client’s
thoughts, schemas, and cognitive distortions; and (c) im-
portant information about the client’s life circumstances
and life-style. Often this information is not revealed by
initial interviews because of time constraints limiting the
number of life areas that can be discussed, ignorance on
the part of the clients as to how life problems may contrib-
ute to their distress, and their reticence to reveal informa-
tion in a face-to-face encounter with a relative stranger.
Examples of client concerns associated with various areas
of life reported in the narrative portion of the QOLI under
the rubric “Problems Interfering with Satisfactich” are
presented in Table 3-2. In addition, the results of an
informal content analysis of problems associated with
each area of life are presented below, along with associ-
ated cognitive and quality-of-life therapy techniques.

The content analysis of the narrative portion of the
QOLI is based on five samples of 281 psychotherapy
outpatients (92%) and inpatients (8%) who completed the
QOLI at the start of treatment. In order to represent the
concerns of typical psychotherapy outpatients, the content
analysis was based primarily on a sample of 20 depressed
outpatients referred to the author by primary care physi-
cians and a sample of 127 counselees seeking treatment at
the Baylor University Psychological Services and Health
Center (see Frisch et al., 1992, for a full description of the
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sample). All of the depressed outpatients displayed promi-
nent symptoms of depression, with half of these meeting
the full DSM-III-R criteria for major depression. The
remaining three samples included inpatients residing in a
chemical dependency unit of a private psychiatric hospital
(N = 22), residents of the Waco Family Abuse Center (V¥
= 14) who were involved in either group or individual
psychotherapy, and outpatients referred by the McLennan
County Adult Probation Department (N = 98).

The problems enumerated by depressed outpatients
and Baylor counselees with respect to health (see Table 3-1
for definitions of each area of life) fall within the following
four categories:

1. Poor fitness and health habits. Typically, the
problems of being overweight and “out of shape”
(i.e., in need of exercise) were seen as impedi-
ments to satisfaction in the area of “health.”
Some respondents also cited problems with alco-
hol, drug, and cigarette use.

2. Chronic iliness or disability. These included back
problems, impaired hearing and eyesight in the
elderly, coronary heart disease, and allergies (a
common problem in central Texas).

3. Recent illness, injury, and surgery. Among the
reported problems were ulcers, kidney stones,
and pain from an automobile accident.

4. Symptoms of psychological disturbance. Symp-
toms included those of depression (e.g., tired,
irritable, poor appetite, insomnia), anxiety (e.g.,
dizzy spells, upset stomach, faintness, fear of
panic or anxiety attacks), anger, bulimia, and
headaches.

Clinical examples of problems associated with health and
other areas of life can be found in Table 3-2.

Problem solving and other cognitive therapy inter-
ventions can be effective in ameliorating clients’ depres-
sion by boosting their satisfaction in the area of health.
One client felt significantly less depressed after changing
her shift work schedule and being referred to an allergist
for the treatment of debilitating allergies. This case illus-
trates what Beck (1976) calls the “speck in the eye syn-
drome” (p. 227), in which an unresolved practical prob-
lem contributes significantly to psychological distress and
depression.

Cognitive therapy techniques aimed at alleviating
“target” symptoms (Beck et al., 1979) of depression such
as sadness, anger, passivity, and sleep disturbance can
also effectively boost satisfaction in the area of health by
giving clients some measure of control over their symp-
toms of distress. For example, one depressed client
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TABLE 3-2. Clinical Examples of Problems Listed in the Narrative Portion of the QOLI (N= 281)

Health-Related Concerns

I have AIDS.

The stomach and sleep problems, fatigue, headaches, and
aching joints for over a month have been very frustrat-
ing.

I suffer from excessive birthdays. They’ve given me a bad
back and a touch of arthritis, which keeps me from
doing the things I’d like to do.

I’m overweight and need to exercise more. I have terrible
allergies. My arthritis and bad hearing make it hard to
do things like drive.

I have fibercitis nuisance pain, and my eyesight isn’t
good. Can’t read as much as I’d like without pain, and
reading’s a big part of my job (teacher).

Increasing problems with “PMS”. I’m angry and irritable
all the time. I smoke, drink, do drugs, and eat poorly.

I suffer from mental and physical exhaustion from my
weekly rotating-shift work. Lots of stress, very bad
back problems, teeth need work, body needs exercise.
Frequent headaches, insomnia, and upset stomach.

My bouts of fainting spells scare me. I have ulcers, chest
pain, and get out of breath easily.

I’'m always getting sick due to stress. My allergies are
killing me! Bulimia.

I'm afraid these anxiety attacks will cut my life short.
Polio in my right leg keeps me from doing the things I’d
like to do, like exercise.

Self-Regard Concerns

I feel worthless and inferior to the “gracious” ladies 1
know in society. They’ve got college degrees, faithful
husbands, and perfect poise in groups. I'm a loon, a
loser, and a kook.

I feel very inadequate. I’'m no good at anything.

I’ve lost confidence in myself, in my looks, job, car, bank
account, and my ability to hold on to the people most
dear to me.

My main problem here is my failure to maintain the moral
standards I set for myself by having an affair and
wanting to leave my wife.

I’m dumb and unattractive.

I don’t feel consistently good about me as a person or a

professional. I often feel like I’m inadequate, lazy, and
don’t work enough. It’s like I don’t have the right to live
and be happy.

I 'am too critical of myself and expect too much of myself.
I expect myself to be perfect. I'm fat and weird. I don’t
like the way I handle stress. I only feel good about me
when other people say good things about me.

Sometimes I really don’t like or care about myself and I
don’t want to live.

I have a tendency to believe it’s my fault when things go
wrong.

I always feel like a failure. I can’t make decisions and feel
comfortable about them.

I have no willpower over life’s temptations, especially
drugs and alcohol. I'm tempted to hide from respon-
sibilities and not commit myself to anything.

The way I cope with my problems is by drinking and using
drugs, therefore I have little respect for myself when
I’'m sober.

My self-regard is very low at present due to my divorce
and use of drugs.

I would like to think of myself as a good person, but I hate
myself for leaving my husband even though he beat me
up. I wish I could quit blaming myself whenever things
go wrong.

I think I’m stupid for not knowing what to do with my life.
I can’t seem to get my priorities straight. I wish people
wouldn’t take advantage of me so much. That’s how I
got in trouble with the law.

I’d feel better about myself if I could control my temper
more.

I feel like I’ve had more failures than successes.

I’m working at a job where you’re likely to get criticized a
lot. Nurses are such bitches.

Philosophy of Life Concerns

I never set goals for myself. I just live one day at a time.

I need to define my personal goals more clearly and
achieve them in a more gradual stepwise fashion. I
don’t know what my priorities should be.

I have no idea what career to pursue and I’'m about to
graduate.

(Continued)
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I’d like to be a good wife, mother, and teacher. I'd like to
start going to church and meet people.

I’'m afraid to be hopeful or excited about the future be-
cause, if I do, I'll get “zapped” for sure.

I forsake my goals and values when upset. I second-guess
all my goals, values, and decisions. This makes it
impossible to enjoy what I’m doing, since I wonder if I
should be doing something else or should get more out a
situation, like my marriage.

I’'m confused about religion, something that’s important
to me. My family and their church think it’s a sin to be
lesbian. I wonder if that’s why I'm depressed. It’s God’s
punishment for my life-style.

I’m not sure what’s right or how to act in a situation. I'm
tired of following the crowd or just following my par-
ents’ advice.

I get “wasted” on drugs and daydream about how good
things are going but really all it is, is a dream, because I
really have nothing under control in my life.

I’ve lost all direction and wandered out of my moral
bounds. I'm trying to “grow up” and find my own
direction.

I wish I could control my temper and not give up on life
because of tough situations.

My only philosophy was to make money, but no matter
how much I make, it just seems to disappear.

I would like a better set of values. Something to help me
cope with everyday hassles.

My standards and goals are too high. I never feel satisfied,
like I accomplished something.

I can’t really speak for myself. I almost always ask some-
one else to make decisions for me.

The challenge here is to accept myself as not perfect, and
to learn to live one day at a time instead of trying to get
everything done at once.

I have no philosophy. I wish someone would help me so
I’d have something to go by. I don’t know what to
believe anymore.

I want to be a good father and husband and a good
provider. It’s most important to be respected by people
and by my family.

I still haven’t achieved the goals I set for myself as a
teenager.

I get stressed out easily due to being r~ised religious and
straying from this rearing. I have no basic core of values
or beliefs to work from.

Being honest and hardworking doesn’t work when you’ve
got five patients to please and someone gets left out or
thinks the service is lousy while you’re working your-
self to death!

Abortion is murder. I aborted a child and can’t live with it.
My husband threatened to leave and take the kids if I
didn’t get rid of the baby [he wasn’t the father].

Standard of Living Concerns

I’'m broke and overspent on my credit cards. Financial
problems constantly burden me. I feel inferior to
friends with more money.

I don’t have enough money to buy the things I want, live in
abetter place, pay for school, and be more independent
of my parents.

I need help in planning for retirement and a secure in-
come.

Texas real estate is in a recession. Can’t keep my standard
of living or predict what the economy will be in the
future.

My husband and I don’t budget money very well. When
we get bored or depressed, we spend more than we
have. Always buying things for the kids to make ‘em
happy and make up for our crazy life on drugs.

I’m very materialistic, with expensive taste.

Bettering myself through promotions or education and a
better job would help.

I want to get my own place and get on with my life.

Trying to find a job. Don’t have a car or furniture right
now.

I wish my husband had a job so we didn’t have to scrape to
pay for gas and diapers.

I have a problem budgeting out money.

I wish I had a two-story brick house on 100 acres of land
with Jags [Jaguars], Mercedes, and Caddies [Cadillacs]
in the garage and no rent houses in the neighborhood.

Tired of being broke and owing everybody in the country
money.

We live on a very strict budget, and I feel a whole lot of

pressure to help out with the finances by working. I’d
much rather be home with the kids.

(Continued)
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Work-Related Concerns

My job [as a homemaker] is thankless, lonely, and always
there.

Unemployed.

I hate my new boss and my new job at the bank.

I would like to teach and not just be a teacher’s aide.

One must be able to take care of material needs. I can’t and
haven’t proved myself adequate to find a job or make a
living. Pitiful!

The economy makes my job uncertain. Could lose it any
time, and that scares me.

My wife’s professional job conflicts with mine and takes
me away from my work.

My job doesn’t use my potential. It’s high stress, with 10
talky people working in the same room.

My job is boring and I’m not appreciated.

Work and school take too much time. I have no time for
myself.

My grades are lousy. I procrastinate and study at the last
minute. I feel dumb compared with my friends.

I'don’t enjoy what I’'m doing anymore and want to change
jobs.

I'need a job outside of the home so I can learn to deal with
people. But I really don’t want one just yet. I’'m still
afraid of people.

I’'m not sure what type of occupation I want. I’ve been a
housewife and a “druggie.” Can’t decide what kind of
schooling I want.

My work performance has been halfhearted at best.

Work is very important, but I just don’t seem to get the
results the way I wanted or the way someone else like
my boss wants.

My job is the only thing I could come up with at the time.
It is in no way satisfying. It’s just a paycheck.

I’'m stuck on one step of the ladder to the top.

Need to learn to try not to control others working under
me—to accept them as they are and trust them with

responsibility. Need to lower my outrageous expecta-
tions of myself and others.

I want to be a performing artist in the music industry. I'd
be miserable doing anything else.

I would like to learn a new trade as a building contractor
once I learn how to manage a business.

Too much pressure. Not enough pay.

I hate work. I can’t satisfy all these people—the patients
or the other nurses.

Recreation Concerns

I never recreate. I just work, come home, and watch TV.

I'seem to spend all my time working or keeping my house
in reasonable shape. Wish I had more time for reading
and seeing good movies and plays.

I worry about work all the time, which ruins the leisure
time I have. I feel guilty for taking time off.

I don’t know exactly what to do to enjoy myself.

I don’t seem to have the time for this, and when I do have
time, I don’t seem to have the money.

There is no recreation in my life. I spend all my time away
from work getting drugs or trying to figure a way to get
them.

My definition of recreation has been to see how high or
drunk I can get. That’s not fun for my wife or kids.

I need to find some new hobbies.

Ilike to go dancing and jogging, but there is almost never
a babysitter or enough time. I like to watch TV, but my
husband always watches what he wants to watch.

I would like to find more things to do that don’t involve
drinking or drugs.

Learning-Related Concerns
I'd like to go to college, but I’'m not smart enough. I
always hated school.

I used to be a real student of my profession, but now I've
lost interest in keeping up.

I lack formal education or training in my field.

I would like to finish my B.A., but I can’t justify the
money for this, since our children need to be educated
and this is our first priority.

I"d like to take a class in photography or ceramics, but I
never get around to it.

My grades are lousy. I can’t seem to concentrate or pick up
on things like other students do.

(Continued)
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I’ve been killing off brain cells [with drugs] instead of
feeding them with knowledge. Need to find some inter-
est or direction and go for it. Would like to get my GED
and maybe some college.

My husband don’t want me to go to school or college, but 1
do.

Afraid I can’t cut it in technical school. Tried once, but
couldn’t get what the books or teacher were saying.

Creativity-Related Concerns

Most of my “creative time” is taken up by my job and
family demands.

I’m just not imaginative enough.

I’m bright enough to understand the brilliance of ““stars”
in my field, but not bright enough to shine equally
brilliantly.

My bad attitude has basically killed any creativity I had in
business.

I am too shy to share my creative ideas with others.

I’'m creative, but have felt “blocked” lately and don’t
know why.

I’'m boring not creative.

My mind thinks of things to do all the time, but if I start to
do something, I just get disappointed or bored and quit.

I never really express myself. I used to in school. I played
every kind of saxophone and clarinet and even won
awards for it!

I used to develop new ways to approach people in tele-
marketing and introduce the product. I also loved to
decorate my home. Now I have no interest or energy for
this.

I’'m not a very creative person.

Creativity is important to me. You need it to do small jobs
around the house and fix things.

I used to collect recipes and stamps, but my husband
would get mad and throw them in the trash. He said it
wasn’t important, but it made me feel good inside
knowing that the things I collected were of good use
again and again.

I don’t have the time or privacy to really be creative in
what I like doing, which is art.

I can’t concentrate enough on one thing to stay interested.

Need some training and money for equipment to pursue
photography. Can’t seem to learn to play guitar.

I used to paint in my little travel trailer when my husband
and kids were off in the world. I loved it and hours
would pass before I noticed it. Something keeps me
from it now. I don’t know what.

Social Service Concerns
I thought about becoming an AA “buddy” to help out and
keep my sobriety going.

I felt better when I used to volunteer at the food bank. I felt
useful there.

I’'m not making the time. This is an area that used to make
me happy, but I put it on the back burner.

I would like to get involved, but I don’t know how to help
or where to get started.

I’'m overcommitted to causes and groups and need to cut
back to balance this with other priorities, like family
and work.

I’'m too wrapped up in myself to see the needs of those
around me.

I feel guilt for not doing more, but I don’t have the time.

I haven’t done this. Drugs made me selfish. I was inter-
ested in no one except myself.

No problem if I stay sober.

Two problems with my social service are time and money.
I seem to have neither one right now.

I’m new here and don’t know any volunteer groups I could
join. I don’t do anything. I used to be active in my
church.

Civic Action Concerns
I can’t undo the damage I suffered, but I can help change
the laws that make marital rape legal in this state.

I haven’t cared about this until now, but I’d like to learn
enough about our nation, state, and community to at
least vote.

I don’t care enough to get informed about what’s happen-
ing in the world.

I’m interested, but don’t know how to get involved.
No time.

I hate politics, *cause politicians lie all the time. It’s just a
big game and makes no difference who wins.

(Continued)
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This is important, ’cause I want my son to grow up in a
good town.

I should try and expose myself more to local and national
information, so I can vote and play my role in society
like a respectable citizen.

Need to get more involved.

I always keep up with the news, but I never voted before or
supported a political cause or candidate. My husband
takes up all my time. I want to vote in the next election.

As a “retired” housewife with no career, I still see caring
for kids as my “vocation.” We do a lousy job in this
town, and I’d like to try and change that.

Love Relationship Concerns

I feel taken for granted and unappealing to my husband.
We don’t have enough romantic time together.

My wife is the obstacle.
Men in general are assholes.
Screw ‘em.

I'feel I can’t compete with his (my husband’s) first wife, so
I put up walls to keep from getting hurt.

I have an outstanding relationship with the woman I'm
involved with. My marriage is hindering my ability to
pursue this relationship.

There’s a lack of physical and emotional intimacy. I can’t
be honest with him.

My sour moods get in the way. She isn’t affectionate
enough. I make demands, she withdraws.

I’'m shy and don’t date.

My boyfriend’s suicide and memories of us together make
it impossible for me to get on with my life. I can’t go
anywhere or do anything without being reminded of
him.

Lost. I feel at my age and as a divorced person, there is no
more right or opportunity for a relationship.

We don’t understand each other and fight over stupid
things. This is the most important thing in my life right
now. It’s a roller coaster ride that’s destroying me.

My wife has been “having” her doctorate for five years,
and we’ve had to defer gratification in several areas of
our relationship in order to achieve her professional
goals.

I’m separated from my husband, who is selfish and likes

to drink, do dope, and smoke. He is violent to me and
the kids at times.

I want a lover very badly!
I demand too much.

My husband is irritable, rude, and just wants to “watch
the grass grow” now that he’s retired. He’s driving me
crazy now that he’s home all the time.

I place too much importance on this.

I’ve never been in love. I don’t know what it is. I think I
confuse it with sex. Still, I want a man.

I can’t decide if it’s worth the pain. It seems like a form of
dependency.

I won’t let people get close to me.

My husband is overseas in the army with drug and legal
problems.

Not happy due to so many hurts. It’s just that I’'m scared to
trust men.

My relationship with my wife and family has suffered. I
put drugs before them. I felt I needed no companionship
as long as I had drugs.

I seem to hurt everyone who tries to get close to me.

My wife and I get along well and she loves me very much,
but I don’t consider her needs and give her the love and
understanding she gives me. She is being cheated out of
what she deserves.

I’m not able to maintain a lasting relationship.

I’ve shown very little feeling of affection to my wife for
the past couple of years. There’s hardly any romance
left in our relationship.

I’m afraid that my wife won’t stay clean and support my
sobriety.

It’s wonderful if there’s no abuse. The violence must stop.
I would love to be in love again.

I feel used and deceived. I wanted more from our relation-
ship than he did.

Too many complications. I don’t seem to have enough
money or hair to get the girls I like.

I need someone to love me. I feel that without that I
wouldn’t make it sometimes.

Not satisfied. One big problem. I’'m 19 and never “did it,”
but | lie so other people won’t make fun of me.

I found out he was unfaithful after he died, and it’s tearing
me apart.
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I don’t know what the big problem is. He’s much older
than me. Perhaps it’s a generation gap.

Friendship-Related Concerns

I have no friends of my own. My only friends are my ex-
wife’s friends.

Need to find people who won’t tempt me to do drugs. Need
to develop friendships with equal give-and-take. No
schemes or distrust, just open acceptance.

Friendships take time. My time goes to work and family.
That troubles me.

I don’t put regular time into this like I should. My moods
interfere. It’s easier to stay to myself. I'm also picky
and have trouble accepting friends who seem too boring
or conventional. My wife won’t socialize as much as I
would like, which keeps me home in “solitary confine-
ment.”

Tused to have friends coming out of the walls. I only have a
few now. I just haven’t been much of a friend lately.

I feel inferior to my friends, so I put up walls to keep from
being hurt.

My wife and I withdraw socially when under stress and
haven’t developed the close friends that could give us
support in these hard [economic] times.

Don’t really trust them. Afraid they’ll dump me eventu-
ally.

I have no friends now. My best friend ran off with my son’s
father.

I'd like a girlfriend I could talk to. My husband said I'd
“fool around” if I had friends. What shit! But I believed
it and still have the fear myself.

I worry if they like me. They aren’t caring enough and
seem too moody and preoccupied with their own prob-
lems.

I can’t get along in groups or with other women.
I expect too much of them.

I should have realized a long time ago the need to nourish
and maintain friendships.

It’s hard to like others when I dislike myself.

I’'m not outgoing enough. My insecurity pushes people
away.

I don’t stand up for myself, and spend too much time with
people I don’t like.

I hold back a lot. Don’t want to burden them with my
problems.

I hurt everyone I come in contact with.
Don’t have no friends besides my sister and her husband.

Seems like my friends deceived me, like they weren’t real
friends. Everyone is so two-faced!

I have acquaintances, but no friends. I also miss my sister
terribly.

Concerns About Children

I’'m always a taskmaster rather than a friend to my kids. I
need freedom from the pressures of making a living so
we can do more fun things together.

I feel I let my children down by not being there while they
were growing up.

Don’t spend enough time with my oldest because of our
busy schedules.

My 8-year-old won’t mind me now that the baby is here,
and my husband doesn’t back me up enough when I
discipline her.

Our baby has a heart condition and may need a transplant.
We have to find a babysitter who knows CPR. A cold or
the flu could take her from us.

I’m often impatient with our children, wanting kids of 7
and 19 to think and act like a 47-year-old. Our son is off
at school, and I'm not enjoying disengaging.

I’'m having maternal urges, but I'm scared to start a
family.

I wish our son could see that we’re aging and make more
time for us.

I want children, but only with the right woman.

I don’t know my kids as good as I want to. I hardly ever
touch them, much less hug them.

My relationship with my stepkids is strained, to say the
least.

Things are great when my wife is around, but I get
nervous and I can’t handle the responsibility when I'm
the only one around to care for them.

I have no children right now, but I really want to.

I’ve neglected my children in many ways for years. They
have problems with drugs because of my influence. I
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need to provide them a good example and give them
support to grow and change.

My eldest two kids stay with their grandmother. It’s hard to
have one here and two over there. I love ‘em all and
want us all to be together again.

I’d like to have two kids before I leave this world. This
would put something positive in my life instead of
being empty.

I can’t have kids, but would like very much to have two or
three.

I'd like to get custody of my kid.

If I could just figure out where I went wrong and why.
They’re avoiding me. Everything went wrong with my
kids.

Concerns About Relatives

My parents are very judgmental. My dad “needles” me
about my weight and tells me how to raise my kids.

In order to keep a “peaceful” atmosphere at home with
my wife, I’ve had to completely turn my back on my
relatives.

I have no relationship with my father or brother.

I have disowned my family and have just recently, after
20 months of not speaking, started to communicate
again.

It seems there has been more arguments lately, but I’'m not
sure why.

Most of our relatives have so many personal problems of
their own that they aren’t in a position to offer us
support.

I'don’t know what to do now that my mother is gone. She
was my best friend, and I cared for her for 35 years.

There is an empty space when it comes to my dad.

My parents expect a lot, and I hate to disappoint them.
Sometimes I feel I don’t measure up. My dad intimi-
dates me.

Bad.

All my relatives have drug or alcohol problems.

Idon’tknow. I love and respect them, but it doesn’t seem I
can trust them anymore.

I’m too ashamed of myself—my actions, how Ilook when
I’m stoned—to spend time with them, so the relations
haven’t been good.

I need to open up the channels of communication and
show them I care.

My sisters are all crazy. They want me to do everything for
them but won’t give me any help when I need it. My
father always bitches when I go to see him, so we all
have bad relations right now.

Can’t get along with my mom. We’re always fighting. The
whole family looks down on me for being arrested three
times in one year.

I feel like I always have to prove myself to them, and I'm
tired of it. Don’t like to be told to act different when I
know what I want.

Home-Related Concerns

My home is a mess. It’s falling down around me. I let the
yard go to hell. It was beautiful when I moved into it.
Now it should be condemned. I live in a nice neighbor-
hood. My run-down house and I are the only dark spots
in it.

We live on my mother’s land. I think if my mobile home
was elsewhere, I would feel more like it was mine.

I can’t stand living with my in-laws. I do ok with my
mother-in-law, but I hate her son with a passion.

My home is an apartment, and I’m not satisfied with this.
Would like to build a house for my family. Don’t know
if I could do the concentration and planning required.

The house needs work, but I can’t afford it and I don’t feel
well enough to do what needs to be done.

Our house is too small and cramped for a family with three
kids. I’d like more space and to live in the country.

I'hate living at home with my mother. My girlfriend made
me leave the house we worked so hard to fix up.

I'hate my roommate. He’s messy, noisy, and won’t give me
any privacy!

I'hate living alone, and I’m a homebody. Maybe I’ll move
back home with my family.

I don’t have a home right now, but I really want one with
plenty of space, nice furniture and a big, well-kept yard.

The psychiatric hospital staff here are too damn bossy and
mean. I’ve got a nice home but can’t afford it now that
my wife left me.

Neighborhood Concerns

Idon’tlike it. There aren’t enough lights. Alcoholics take
over the playground from the kids. I don’t feel it’s even
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safe enough for my kids to play outside. We’d like to
move but can’t afford it.

I just want to live in a clean, safe neighborhood with
decent people, not druggies, thieves, and prostitutes.

I love living in the country, but I get insecure when my
husband is on the road.

This is a bad neighborhood. It’s scummy and full of trashy
people. Some of them dig through the dumpsters for
garbage.

I live in a bad part of town. Lots of crime; rude, noisy
people.

Too much concrete. I want to live somewhere with some
trees and lakes around.

Too expensive.

My hallmates in the dorm are a pain. It’s too loud and
there’s no privacy.

Baylor is stagnant, nonintellectual, complacent, and con-
formist. The “Baylor Bubble” is too insulated from the
rest of the world.

I have to find one. I’ve got no place to go when I leave the
hospital.

There’s nothing here—no parks, ball fields, restaurants,
or things to do.

Lots of break-ins. I had one just three months ago.

There’s lots of robberies and shootings. There’s not really
any safety, and the electric bills are very high.

The people next door are slobs. The street is all dirt road,
and they never pick up the trash on time.

We’re isolated in the country. Not enough neighbors
around to make friends with.

Too many drugs and not enough things to do. Seems like
everyone around my house is a drinker.

I hate living in the projects. People look down on me,
‘cause I’m white in a black neighborhood.

Community Concerns

Waco is hell, a cultural and gourmet wasteland.

I don’t like the conservative, Baptist influence and the
extreme poverty and segregation. There’s not enough
entertainment, culture, or decent restaurants.

There are very few single people my age here, except
those who are divorced with children.

I live a double life as a gay in a conservative town.

The economy and political climate are antibusiness. My
business is dying, and I see no hope or help on the
horizon.

The U.S. is hypocritical. It says it’s a democracy, but it
supports terrorism.

I hate it because the violence is very bad.

Waco is boring.

Not too pretty or crime free.

It’s too unsafe. I can’t even go jogging and feel OK.
The job market is bad, and I'd prefer a larger city.

The community as a whole is too conservative. It’s lacking
in culture and open-minded people.

It sucks.

I live in a small community where there is nothing of
interest to do.

I want to live closer to my family and relations.

The town seems geared for white-collar folks, with little to
offer the working man.

Waco is Baptist! A fundamentalist Baptist is a terror, don’t
you think?

Other Concerns

Can I ever be “normal” again?
Consistent mood control is elusive.

I’m not taking care of the things I should be as a husband
and father. I took all the good things life has to offer for
granted. I've been living as if the whole world owes me.
My life is a small circle. I go to work and get stoned.
My wife takes care of the kids and everything else.

I’m tired! I’'m going home to sleep. I have insomnia. I’ve
been taking my husband’s sleeping pills when I feel so
tired but can’t get to sleep.

I can’t decide on professional work goals and standards
that are reasonable.

I’m concerned about my wife’s relationship with my best
friend. She also doesn’t get along with my older sis-
ter.

I'm weak and easily led. My mother, grandfather, and
sister give me a hard time. My husband is lazy a lot.

(Continued)
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(Continued)

Fear of craving for alcohol. I also fear being with my wife
and kids. My wife drinks and I hope she’ll quit. It will
help us both.

I have a very serious stomach disorder that drove me to do
drugs in the first place.

I worry about the urge to do drugs and steal. I avoided the
mall, ‘cause I found myself in stores thinking about
shoplifting.

I’min debt to my ears. I want to move to Dallas, but I can’t
afford it and the probation department won’t let me.

I have no father, and I have to listen to a stepfather who
doesn’t give a shit about me and who won’t practice
what he preaches.

I worried about the future, my finances, my ability to be
successful and happy.

learned to manage sadness through ““self-sympathy” and
“diversion” techniques in the early stages of treatment,
thereby increasing his “health” satisfaction. Another cli-
ent had a similar positive reaction to techniques for con-
trolling his insomnia. Finally, the cognitive therapy tech-
niques of graded task assignments, bibliotherapy, and
problem solving (dubbed “search for alternative solu-
tions” by Beck et al., 1979) can alleviate concerns related
to all areas of life assessed by the QOLI, including health.

With respect to self-regard, both depressed and
counseling-center outpatients felt inadequate (i.e., low
self-efficacy) and self-disparaging over their failure to
meet their own standards of performance and success in
key areas of life such as work, school, love relationships,
parenthood, weight control and physical appearance,
friendships, ethical conduct, coping with life problems,
and “psychological self-control” (the ability to manage
and control symptoms of psychological disturbance such
as depression, anxiety, and substance abuse). Clinical
examples of problems associated with self-regard can be
found in Table 3-2. Many of the self-regard concerns
expressed in Table 3-2 are indicative of ““dissatisfaction
depression” (Frisch, 1989) and ‘‘demoralization”
(Franks, 1974) insofar as respondents seem depressed,
demoralized, and self-critical about their failures in meet-
ing personal standards of performance and success in
valued areas of life. For this reason, the strategy of boost-
ing self-esteem and alleviating dissatisfaction depression
by building clients’ competencies in valued areas of life
and programming success experiences in these areas
through homework assignments has been successfully
applied in these cases (Beck et al., 1979; Frisch, 1989).
Cognitive therapy techniques such as graded task assign-
ments, cognitive rehearsal of task assignments, the sched-
uling of activities that foster a sense of mastery or accom-
plishment, and assertion training are also useful in

boosting self-regard through success experiences in val-
ued areas of life.

Cognitive difficulties characteristic of depression
were common in concerns related to self-regard, includ-
ing perfectionism and excessively high standards (“I ex-
pect myself to be perfect”), self-blame (“it’s my fault
when things go wrong”), labeling (“I’m dumb and unat-
tractive”), and overgeneralization (“I’m no good at any-
thing”’). Many of these concerns are alleviated by standard
cognitive therapy techniques such as reality- or hypothesis-
testing of self-disparaging thoughts (e.g., “I'm a lousy
mother”) and teaching clients to “talk back” to self-
critical thoughts with rational replies (e.g., “I do a lot of
things right as a mother”), both informally and with the
aid of the Daily Record of Dysfunctional Thoughts. Reat-
tribution techniques aimed at reducing self-blame for
events beyond a client’s control have also been helpful in
improving self-regard.

With respect to philosophy of life, both depressed
outpatients and counselees reported difficulties in formu-
lating, following, and achieving key personal goals and
ethical standards (see Table 3-2 for examples). Depressive
symptoms of excessive guilt over transgressions and suici-
dal thoughts were also expressed here. Interventions use-
ful in this area include developing short- and long-term
career goals, cognitive rehearsal of tasks needed to
achieve long- and short-term goals, graded task assign-
ments and activity scheduling to implement strategies for
achieving goals, cognitive restructuring of immediate
fears of failure, and referral of clients to ministers, priests,
and rabbis known to be tolerant in order to clarify religious
questions (e.g., “Is it asin to be gay?”’) and alleviate guilt
(Beck et al., 1979; Frisch, 1989). The evaluation of de-
pressogenic philosophical assumptions and values by
weighing their advantages and disadvantages has also
been helpful, as in the case of a client who decided it was
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not wrong to leave an unhappy marriage of 20 years given
his wife’s adamant refusal to discuss problems, make
changes, or pursue marital therapy. The cognitive therapy
manual also offers helpful treatment suggestions for mak-
ing decisions, establishing priorities in life, and dealing
with unfair treatment, guilt, and suicidal thoughts. Such
issues are commonly tapped by the philosophy-of-life
dimension of the QOLI.

Cognitive techniques must usually be supplemented
with behavioral techniques to successfully challenge de-
pressogenic philosophies. For example, a client effec-
tively disputed the assumption that her encopretic child
was “lazy” and disobedient though a medical examina-
tion that revealed a physical cause of the encopresis (i.e., a
bowel obstruction). Similarly, a redheaded adolescent
changed her view that redheads looked “gross” to guys
after finding redheaded models in teen magazines as part
of a “reality-testing” homework assignment. Perfection-
ist clients benefit from experimenting with less ambitious
short-term and intermediate goals. Religious clients often
benefit from church involvement in two ways: (a) Church
can provide a major recreational and social outlet, buffer-
ing the client from the major life stresses usually associ-
ated with depression (Abramson et al., 1989); and (b)
religious beliefs are often extremely adaptive, comfort-
ing, and helpful in encouraging clients either to make
change efforts or to accept intractable problems such as
physical disabilities or relationship problems that have
proved impervious to change. Even the most farfetched
religious beliefs may be adaptive rather than disruptive to
day-to-day functioning in the “real world” (Lazarus &
Folkman, 1984; Taylor, 1989). Of course, some religious
beliefs may be psychonoxious to particular clients in par-
ticular circumstances (Walen, DiGiuseppe, & Wessler,
1980).

With respect to standard of living, clients reported
problems in budgeting and a need for greater income to
pay for basic necessities, a car, a home, hobbies, retire-
ment, and financial independence from their parents (see
Table 3-2 for clinical examples). Clients’ satisfaction in
this area has been increased through teaching budgeting
skills via bibliotherapy, changing expensive “tastes,” vo-
cational counseling aimed at securing better jobs, and
both problem solving and graded task assignments aimed
at experimenting with new budgets and financial arrange-
ments. The cognitive therapy manual suggests referral of
clients to financial consultants when therapists lack the
expertise to deal with their difficulties. Some clients have
also benefited from assertion training aimed at securing
needed child support and government assistance (e.g.,
food stamps).

Depressed outpatients typically cited one of five
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problems as interfering with their “work” satisfaction: (a)
interpersonal conflicts with coworkers, the boss, or upper-
level management; (b) the nature of the work itself being
unfulfilling; (c) excessive work demands or ““pressure”/
stress; (d) feeling inadequate either in finding a job or in
doing the work; or (e) job insecurity (see Table 3-2 for
examples). Less frequently, unemployment, a lack of nec-
essary skills and education, low salary, and competition
from a spouse’s career were cited as problems. In contrast,
undergraduate counselees typically complained of poor
school performance in terms of either grades or the ability
to learn, retain material, and show their knowledge on
tests. Most often, students attribute their subpar perfor-
mance to distracting “‘emotional problems,” an internal
and stable character flaw that makes learning difficult, a
lack of motivation, a lack of career goals and direction, an
overload of courses, “procrastination,” or poor study
habits.

Assertion training including role-playing and/or
graded task assignments has been helpful in: (a) resolving
conflicts with coworkers or family members who object to
the client’s career goals; (b) promoting job-finding and
interviewing skills; and (c) encouraging clients to request
help from professors or employment counselors on ways
to improve school performance or to find a job that fits
their ability and interests. For example, a depressed nurse
felt great relief after assertively requesting that she not be
placed on an intensive care unit until she received further
job training. The cognitive therapy techniques of problem
solving, graded task assignments, and bibliotherapy re-
lated to careers have been effectively supplemented with
counseling test instruments such as the Career Assessment
Inventory that identify potential career paths. Graded task
assignments to visit technical, community, and liberal arts
colleges have also been valuable in helping clients estab-
lish short- and long-term career goals. Such goals by
themselves can often resolve academic problems in stu-
dents who saw no connection between classwork and their
intended lifelong careers.

Impediments to recreational satisfaction typically
involve a perceived lack of time or failure to engage in
favorite hobbies or pastimes like golf, reading, or socializ-
ing. Those who perceived a lack of time for recreation
seemed to let other activities take priority, leading to an
impoverished, dull, and routinized life-style dominated
by work (see Table 3-2 for examples). Less often, respon-
dents said they could not enjoy available leisure time due
to not knowing what to do to relax and enjoy themselves;
worry or guilt over taking time away from work or house-
hold duties; an overreliance on television for entertain-
ment; an unwilling spouse; or, in the case of an agora-
phobic client, fear of recreating alone. Counselees fre-
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quently cited loneliness—that is, a lack of friends or a
social group—as an obstacle to enjoyable recreation.

Involvement in leisure-time pursuits may alleviate
clients’ depression by providing efficacy-related success
experiences and by reducing self-disparagement and self-
preoccupation (Beck et al., 1979; Frisch, 1989). Cognitive
therapy techniques of problem solving with the aid of
instruments like the Reinforcement Survey Schedule,
graded task assignments, time management, and hourly
activity scheduling (including some pleasurable activities
each day) have been useful in increasing clients’ recre-
ational satisfaction. Lonely college students and problem
drinkers with alcoholic friends have also benefited from
social skills training aimed at making new friends and
developing love relationships. Bibliotherapy and class-
room instruction in favored hobbies like photography have
also proven useful in enhancing clients’ satisfaction with
leisure (Frisch, 1989). Increasing clients’ satisfaction in
the areas of learning, creativity, social service, civic ac-
tion, and relationships also increases recreational satisfac-
tion for some clients who associate all of these areas with
leisure. When clients dismiss the value of recreational
outlets, “philosophy-of-life” and other cognitive inter-
ventions may be necessary. For example, one “work-
aholic” client would only recreate after proving to himself
through activity scheduling and discussions with his ther-
apist and wife that such recreation was essential to his
mood control and marital satisfaction. Bibliotherapy and
other interventions based on the emerging field of leisure
therapy can effectively complement cognitive therapy
techniques for increasing satisfaction with recreation (Di-
Lorenzo, Prue, & Scott, 1987).

With respect to learning, depressed outpatients saw a
need for further education and training in other careers but
felt unable to pursue this because of financial constraints,
a lack of time, higher priorities such as educating their
children, or a lack of intelligence or ability to complete
necessary schoolwork (see Table 3-2). Undergraduate
counselees typically saw poor school performance as an
obstacle to satisfaction. They attributed their poor perfor-
mance to myriad factors, including a lack of intelligence
or ability, distracting “emotional problems,” lack of mo-
tivation, lack of career goals, an overload of courses, or
poor study habits. Occasionally, clients expressed a desire
to take courses for recreational purposes, including
classes in ceramics or cooking. Many of the cognitive
therapy techniques applicable to the areas of “work” and
“philosophy of life” are useful in addressing learning-
related concerns; these techniques include problem solv-
ing, bibliotherapy, graded task assignments, assertion
training, and “reality” or hypothesis testing to dispute
clients’ feelings of inadequacy. With respect to the last
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approach, a math-phobic nurse successfully completed a
required math course after debunking her assumptions
that she was “too dumb” and more intimidated by the
subject than her classmates. Specifically, these assump-
tions were rejected once she successfully completed the
arithmetic subtest of the WAIS-R (administered by her
therapist) and discovered that her classmates were equally
concerned about their performance in the class.

Respondents felt their creativity stifled by a lack of
time, ability, or confidence (see Table 3-2 for examples).
Less often, they attributed their poor creativity to a lack of
assertion (some felt too shy or fearful to express creative
ideas); an unsupportive spouse, boyfriend, or girlfriend;
or a lack of money needed for necessary equipment or
instruction. Small success experiences such as the expres-
sion of one’s emotional pain through a diary, poetry, or a
drawing have helped to boost the self-efficacy of de-
pressed clients, thereby helping them to question their
beliefs of generalized inadequacy and impotence (Frisch,
1989; see Sarason, 1990) for a discussion of successful
programs to treat depression through skill training in
creativity). While fostering clients’ creative skills through
graded task assignments, skill training, problem solving,
and bibliotherapy does not constitute a complete treat-
ment plan for depression, such efforts may have a definite
“snowball effect” (Beck et al., 1979) that begins the
process of debunking the cognitive triad and other de-
pressogenic beliefs. This is especially true when a broad
definition of creativity is employed (as in the QOLI) that
allows for creative expression in everyday pursuits such as
work or home decorating. The cognitive therapy tech-
niques applicable to the area of recreation have also
proved useful in addressing client concerns related to
creativity, including the use of instruments like the Rein-
forcement Survey Schedule to identify creative hobbies of
interest.

Most clients saw their satisfaction with social service
stymied by underinvolvement due to a lack of time, inter-
est, or a compelling cause or issue (see Table 3-2 for
examples). Some did not know how to get involved, had
become cynical about the value of service, or lacked
logistical support (e.g., transportation). A few clients felt
dissatisfied due to overinvolvement in this area such that
other priorities in life (e.g., work, love relationship) were
beginning to suffer. For those to whom social service was
important, it enhanced satisfaction and alleviated distress
in at least four ways. First, it often functioned as a social
and recreational outlet (e.g., coaching on a softball team,
volunteering at a hospital) that, when neglected, resulted
in a noticeable drop in pleasure or fulfillment. Secondly, it
could boost clients’ self-esteem and sense of efficacy to
think that as ““down and out” as they were, they could help
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others in a significant way (Frisch, 1989; Frisch & Ger-
rard, 1981). When helping others with similar difficulties,
as when a problem drinker would serve as an AA “spon-
sor’”” or an assault victim would serve as a counselor in a
shelter or rape crisis center, clients reinforced their own
coping efforts by imparting these to others. Depressed
patients also benefited from the lowered self-preoc-
cupation and opportunities for downward social compari-
sons associated with service pursuits (Frisch, 1989). Prob-
lem solving and graded task assignments are especially
useful in devising and carrying out social service projects
for depressed clients.

Dissatisfaction with civic action was usually attrib-
uted to underinvolvement in the area due to a lack of time
or interest (see Table 3-2). Lack of interest was often
attributed to apathy, cynicism, and a sense of hopeless-
ness in being able to effect change, especially for college
counselees. A few clients felt dissatisfied due to an overin-
volvement in civic affairs. The role of civic action in
efforts to alleviate psychological distress seems similar to
that of social service activities. While therapists and cli-
ents often discount the importance of these areas, involve-
ment in social service and civic action can significantly
ameliorate both depression and problems of addiction that
are often associated with depression (Lazarus & Folkman,
1984; Peele & Brodsky, 1991). Satisfaction in both areas
can be promoted through problem solving and graded task
assignments.

Dissatisfaction in the area of love relationships was
typically attributed to either conflict and communication
problems in an existing relationship or to loneliness and
the lack of such a relationship (see Table 3-2). Conflict
often centered upon feeling misunderstood, alienated,
unloved, or sexually dissatisfied. Grief over the end of a
relationship or the death of a partner or spouse was a major
obstacle to fulfillment cited by a few clients. Relationship
interventions in general, and love relationship treatments
in particular, focus on either improving relationship skills
or cognitive restructuring. Typical cognitive intervention
techniques such as use of the Daily Record of Dysfunc-
tional Thoughts and reattribution of blame are useful in
cases where a partner either takes too much (e.g., victims
of domestic violence) or too little (Jacobson & Margolin,
1979) responsibility for their relationship difficulties.
Cognitive techniques are also called for in the case of
single clients who feel too unworthy, unlovable, and unat-
tractive to ever find a suitable partner.

Relationship competencies and confidence (or self-
efficacy) in the key areas of communication, problem
solving, and positive behavior exchange can be increased
through the application of social skills and assertion train-
ing, role-playing, problem solving, graded task assign-
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ments, activity scheduling, bibliotherapy, and other cog-
nitive-behavioral approaches described in the cognitive
therapy manual and elsewhere (Beck, 1988; Burns, 1985;
Frisch, 1989; Frisch et al., 1982; Frisch & Higgins, 1986;
Jacobson & Margolin, 1979; Primakoff, 1983). The need
to modify overt interactional patterns as well as internal
cognitions has increasingly been acknowledged by cogni-
tive therapists treating relationship difficulties (Beck,
1988; Epstein, 1983). This dual emphasis necessitates the
involvement of all parties in a relationship dispute at some
point during treatment. Additionally, single clients usu-
ally need to develop attitudes and life-styles that promote
self-acceptance and the ability to form new relationships
(Burns, 1985; Primakoff, 1983).

Conflicts or alienation with existing friends and the
lack of close friendships are commonly cited as barriers to
satisfaction in the area of friendships (see Table 3-2 for
examples). Clients typically feel distant from friends and
neglectful of these relationships. Those without close
friends blame a lack of time or personal problems such as
shyness, mistrust, and self-preoccupation for their isola-
tion. The cognitive and skill training techniques useful in
treating difficulties in love relationships are also effective
in treating relationship difficulties involving clients’
friends, children, and relatives. In addition, techniques
specifically earmarked for developing and maintaining
friendships have proven useful (Burns, 1985; Fensterheim
& Baer, 1975; Frisch, 1989; Frisch et al., 1982; Primakoff,
1983).

Typically, clients attributed their dissatisfaction in
relationships to children to feeling distant or in conflict
with their children (see Table 3-2). A few depressed clients
and most college counselees (whether single or married)
cited the lack of any children as the chief impediment to
satisfaction in this area. In addition to the cognitive and
skill training approaches discussed with respect to “love
relationships,” cognitively based family treatments (Bed-
rosian, 1983) and child behavior management approaches
(Clark, 1985; Masters, Burish, Hollon, & Rimm, 1987)
have proved useful in this area. Single clients who are
desirous of children benefit most from interventions
aimed at developing a “love relationship,” which they
usually view a prerequisite to starting a family.

Most clients saw distance from or conflict with par-
ents or siblings as an obstacle to satisfaction in the area of
relationships with relatives (see Table 3-2 for examples).
College counselees attributed problems with parents—
almost always their father—to exorbitant parental expec-
tations and pressure to be ““the best in everything.” Others
cited poor communication, limited autonomy, and paren-
tal fighting or emotional problems as the source of their
conflict and alienation. A few clients mentioned grief over



3 + QUALITY OF LIFE INVENTORY

a lost parent as a significant obstacle to satisfaction. De-
pressed outpatients often felt at odds with what they saw as
parental interference in and criticism of the new families
they had started for themselves. In addition to the “love
relationship” interventions discussed above, clients’ satis-
faction in this area has been increased through assertion
training, problem solving, and cognitively oriented fam-
ily therapy (Bedrosian, 1983).

Physical surroundings can be ignored by cognitive
therapists preoccupied with client’s inner experience,
even though surroundings directly impact one’s life satis-
faction and mood (Andrews & Withey, 1976; Campbell et
al., 1976; Frisch, 1989). Problems interfering with satis-
faction with one’s home typically involved problems with
the physical structure of the house, the desire for a new
home or residence, or interpersonal conflicts with those
residing in the home (see Table 3-2). Clients often saw
their homes as unattractive, in need of remodeling or
repair, or too small, but felt unable to afford the cost of
redecorating or moving. A few felt happy with their home
but were either unable to afford it or in danger of losing it
due to divorce. Many counselees disliked the lack of
space, privacy, quiet, and freedom from rules in dormito-
ries. Many counselees and a few depressed outpatients
cited interpersonal conflicts with those residing in the
home as an obstacle to satisfaction. Counselees typically
reported conflicts with roommates over messiness, noise,
privacy, and boyfriends or girlfriends. A few counselees
who still lived with their family of origin also cited prob-
lems with family members. Concerns about surroundings,
including one’s home, are usually addressed by problem
solving with respect to a particular concern, followed by
graded task assignments aimed at implementing the prob-
lem’s solution. For example, a depressed outpatient began
to clean and decorate her house for the first time in years
after implementing a plan to work as little as 20 minutes a
day. Another client began to save money for a new house
and to explore more lucrative career options to make a new
home affordable. Clients in conflict with housemates have
benefited from the above-mentioned interventions geared
to relationships. In one case, a client successfully per-
suaded his wife to no longer allow their toddler to sleep in
their bed.

Not feeling safe was the typical obstacle to neighbor-
hood satisfaction cited by clients, whether they lived in a
high-crime area of the city or in an isolated rural area (see
Table 3-2). Counselees, in particular, also saw the inner-
city neighborhood surrounding the university as ““trashy”
and “unattractive” with a lack of natural beauty (e.g.,
trees) and too many ‘“loud, rude, noisy” or homeless
people. Other clients wished to live in a neighborhood
closer to work that was less expensive, noisy, and politi-
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cally conservative. One patient with major depression
feared ostracism from his neighbors once they learned of
his affair and impending divorce of his wife of 20 years.
Problem solving with regard to ways to minimize the
danger of, improve, or leave a “bad” neighborhood, fol-
lowed by graded task assignments aimed at implementing
proposed solutions, have proved useful in increasing cli-
ents’ satisfaction with their neighborhoods (Frisch, 1989).
For example, a depressed widow who lived alone allevi-
ated her anxiety and insomnia about a recent burglary by
installing a home security system. Some clients find it
useful to get involved with neighborhood political asso-
ciations or police-sponsored ““neighborhood watch” pro-
grams in order to deal with safety concerns. Others have
resolved conflicts with neighbors through assertion train-
ing; one client successfully lobbied local government offi-
cials to increase the police protection and garbage collec-
tion services in her neighborhood after undergoing
assertion training. In some cases, clients’ exorbitant ex-
pectations for their surroundings must be lowered (in
keeping with their financial resources and occupation) to
boost satisfaction with their neighborhood (Frisch, 1989).

Clients typically cited the conservative climate and
the lack of cultural amenities and good restaurants as
Waco’s major obstacles to community satisfaction (see
Table 3-2). Others also cited a lack of available singles and
recreational outlets, job opportunities, safety from crime,
and well-paved roads. Two depressed patients, suffering
from an economic recession, who commuted from Austin
to Waco for psychotherapy criticized the political and
economic climate of Austin as “anti-business.” A few
counselees criticized the Baylor University community as
too conservative and insulated from the ‘“rest of the
world.” One counselee criticized his community of origin
and the United States as a whole! As in the case of
neighborhood concerns, problem solving followed by
graded task assignments aimed at implementing solutions
has proven useful in addressing community concerns.
One homosexual client decided to sell his business and
move to Dallas in order to pursue a “love relationship”
and to find a more active and supportive gay community.
Other clients have benefited from aggressively testing
their hypothesis that there is “nothing to do” in the com-
munity (Frisch, 1989). This assumption often functions as
an untested excuse for not taking interpersonal risks.
Some clients have created needed community resources
where none existed, including a support group for parents
of children with congenital heart disease, a singles group,
and a group of folk musicians who play monthly at a local
nightclub.

The QOLI answer sheet allows for the listing of
““additional problems or concerns” on the back page of the
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inventory. This often elicits new concerns that clients
cannot neatly fit into any of the 17 areas of the QOLI, or
that come to mind only at the end of the inventory. Often
these additional concerns relate to relationship, work,
health, standard of living, psychological symptom(s), and
substance abuse issues (see Table 3-2). Concerns related
to an area of life assessed by the QOLI can be treated in
ways suggested above. For example, a 19-year-old client
successfully refused to go to summer school and to date a
man imposed on her by her parents through the successful
application of assertion training and cognitive restructur-
ing techniques. The cognitive therapy manual also de-
scribes applicable treatments for problems that do not fit
neatly into areas covered by the QOLI. For example, a
client who listed insomnia as an ““additional” concern on
the QOLI responded to techniques for this problem sug-
gested in the manual.

CONCLUSION AND FUTURE DIRECTIONS

The treatment utility of the QOLI may be assessed
more formally with the “manipulated assessment strat-
egy” suggested by Hayes, Nelson, and Jarrett (1987), by
which the outcome of clients treated with and without
information from the QOLI could be compared. Treat-
ment utility may be more broadly defined and assessed by
surveying clinicians about the extent to which the ease,
efficiency, and pace of assessment, treatment planning,
and treatment proper are increased though assessment
instruments like the QOLI (Frisch et al., 1992). It may
prove unrealistic to expect the use of initial assessment
devices to consistently impact gross measures of outcome
that are susceptible to numerous other influences (Kazdin,
1980). Even if treatment outcome is not measurably af-
fected by use of the QOLI, its use may be warranted on the
grounds that it increases the ease, efficiency, and pace of
treatment planning and assessment, as seemed to occur in
the cases discussed here. Furthermore, the QOLI’s treat-
ment utility may vary for therapists with different levels of
experience; novice cognitive therapists may particularly
benefit from the timely and comprehensive problem as-
sessment provided by the QOLI. The usefulness of the
QOLI may also vary with client characteristics. For exam-
ple, it seems particularly suited to clients who (a) are
unaware of some or all of the life problems contributing to
their depression; (b) are unaware of strengths, resources,
and areas of satisfaction they can draw upon in coping with
their depression; (c) do not readily understand or accept
the rationale for cognitive therapy; and (d) feel more
comfortable with self-disclosure through a paper-and-
pencil questionnaire than through a face-to-face interview
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with a relative stranger (the therapist) at the start of treat-
ment.
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Generalized Anxiety Disorder

Ellen Costello and Thomas D. Borkovec

Generalized anxiety disorder (GAD) involves excessive or
unrealistic anxiety and worry over multiple life circum-
stances, with accompanying symptoms of autonomic hy-
peractivity, motor tension, and vigilance and scanning
(DSM-III-R; American Psychiatric Association, 1987).
From a cognitive-behavioral perspective, the disorder repre-
sents perhaps the most diffuse and complex cognitive/
affective state among the anxiety disorders (Barlow,
1988). To the person with GAD, the world and especially
the future are seen as dangerous much of the time, and the
individual feels that he or she does not have resources to
cope. A vicious cycle of threat cue detection (Mathews, in
press), a mixture of somatic activation and inhibition
(Borkovec, Shadick, & Hopkins, in press), and worrisome
thought activity (Borkovec & Inz, 1990) perpetuates ha-
bitual anxious responding.

Because of the absence of the circumscribed phobic
avoidance characteristic of other anxiety disorders, cog-
nitive-behavioral therapy for GAD has focused on inter-
ventions designed to provide the client with alternative
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cognitive and somatic coping responses to internal trig-
gers (i.e., anxiogenic thoughts, images, and physiological
sensations). This chapter presents a description of the
treatment of a GAD case via such a package of techniques.
The client participated in a controlled therapy outcome
investigation; thus, the therapist was limited by the treat-
ment protocol to the use of specific techniques and did not
have freedom to employ additional interventions.

The therapy package was a multimodal treatment
involving self-monitoring (with emphasis on learning to
detect increasingly early anxiety cues), progressive and
applied relaxation training, and self-control desensitiza-
tion (Goldfried, 1971) with coping imagery and self-
statements. Thus, in-depth cognitive therapy was not em-
ployed,; rather, elements from cognitive therapy were pri-
marily used to create self-statements for deployment in
self-control desensitization rehearsal and in daily life. A
worry program, in which the client postpones worrying
to a 30-minute period later in the day, was an additional
component of therapy—during the worry period, he or
she engages in problem-solving and cognitive therapy
exercises aimed at the content of the worrying. Twelve
individual therapy sessions were provided on a twice-
a-week basis with two fading sessions over the final
month. The first five sessions were 90 minutes in length;
all others were 60 minutes. The conceptual model under-
lying this package stresses the importance of rapidly ter-
minating chains of anxious responding (especially worri-
some thoughts) to prevent further strengthening of anxious
associative network in memory and of rehearsing multiple
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coping responses to incipient anxiety cues in imagery and
in daily living.

CLIENT BACKGROUND INFORMATION

Mike, a 34-year-old married male with one child,
presented for treatment of chronic anxiety. At that time he
was a doctoral candidate. There was no family history of
anxiety, depression, or alcohol abuse. He was one of four
children. At intake, Mike described himself as having
worried “all my life” and as being “eager to please.” He
felt pressured by his family to achieve and was perfec-
tionistic with high performance standards. His strengths
included a good social support network and a history of
career success.

ASSESSMENT AND DIAGNOSIS

The revised version of the Anxiety Disorder Inter-
view Schedule (ADIS; DiNardo, O’Brien, Barlow, Wad-
dell, & Blanchard, 1983) was used to determine diagnoses
and was conducted separately by two independent asses-
sors who both assigned a primary diagnosis of generalized
anxiety disorder to Mike. The client also received second-
ary diagnoses of social phobia and simple phobia (air
travel, animals, blood, and injury). At pretherapy, asses-
sor severity ratings (0—8 point scale) were obtained for
each diagnosis, and Mike completed several assessment
questionnaires, including the STAI-Trait (Spielberger,
Gorsuch, & Lushene, 1970), Zung Anxiety Rating Scale
(Zung, 1975), the Penn State Worry Questionnaire (Meyer,
Miller, Metzger, & Borkovec, in press), and the Beck
Depression Inventory (Beck, Ward, Mendelson, Mock, &
Erbaugh, 1961; see Table 4-1 for pretherapy, posttherapy,
and 12-month follow-up scores). He also rated his level of
anxiety three times a day on a daily diary form (1-100
point scale) throughout the duration of treatment and used
this form for monitoring of thoughts.

From the interviews and questionnaires, several fea-
tures of the client’s disorder were revealed. Mike’s current
worries focused on finances, work and school perfor-
mance, and marital and child-rearing responsibilities.
Physiological symptoms included muscle tension in his
neck and lower back, restlessness, easy fatigability when
stressed, sleep disturbance, irritability, difficulties in con-
centration, shortness of breath, accelerated heart rate, and
flushes. Cognitive beliefs centered around thoughts such
as “I’'m letting my family down,” “I’ll never get over my
problem,” “I'm inadequate,” and *“‘People will turn
against me.” Specific stressful situations contributing to
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TABLE 4-1 Pretherapy, Posttherapy, and 12-Month
Follow-Up Scores on Outcome Measures
Pre  Post 12 Mo.

GAD-Assessor Severity (0-8 pt. 4.8 1.0 0

scale)
Social Phobia-Assessor Severity 4.0 1.5 0
Simple Phobia-Assessor Severity 2.5 0 0
STAI-Trait 62 33 38
Beck Depression Inventory 14 4 5.5
Zung Anxiety Rating Scale 39 26 27
Penn State Worry Questionnaire 66 29 34
Client Daily Diary (0-100 pt. 20 13 8

scale)

his generalized anxiety involved confronting authority
figures, using computers, negotiating household and
child-care respensibilities with his wife, public speaking,
examinations, group projects, and meetings with his pro-
fessors.

TREATMENT: OVERVIEW

Through frequent self-monitoring, Mike learned to
detect increasingly early and mild anxiety cues and to let
go of his worries through applied relaxation. He was
taught to recognize maladaptive cognitions, challenge
them, and substitute more helpful self-statements. These
adaptive self-statements were practiced in imaginal self-
control desensitization as he visualized himself relaxing
while confronting stressors. Because he frequently en-
gaged in catastrophizing, decatastrophizing skills were
taught and practiced.

Homework was assigned regularly. Two daily 15-
minute progressive relaxation sessions were suggested,
with 5 minutes of self-control desensitization practice at
the end of each relaxation session. In addition, he was
instructed to check himself hourly, at any change in activ-
ity, or at any other time when he noticed incipient physio-
logical or cognitive signs of anxiety and to practice letting
go of these responses. By the eighth session, he began
deliberately putting himself in stressful situations so that
he could practice using his coping strategies. Elements of
cognitive therapy began at the fourth session. As soon as
he developed some skills in identifying and modifying
self-statements, he used these techniques in daily life in
response to incipient anxiety cues. He also set aside time
daily for the worry program, either developing solutions
and cognitive coping alternatives or relaxing away wor-
ries.
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The therapist worked with Mike to identify the most
effective interventions for him while encouraging him to
use a broad and flexible array of coping techniques. A
cooperative, open relationship was essential because of
the need for the therapist to have access to information
about compliance, signs of relaxation-induced anxiety
(Heide & Borkovec, 1984), and cognitions.

More detailed description of intervention strategies
and Mike’s experience with them is provided below.

Applied Relaxation

Both progressive (Bernstein & Borkovec, 1973) and
applied (Ost, 1987) relaxation techniques were used with
Mike. Progressive relaxation began with training him in
16-muscle-group procedure and having him focus care-
fully on the difference between feelings of tension and
relaxation in the muscle groups. Over the course of ther-
apy, abbreviated relaxation was taught by combining mus-
cle groups to seven and later to four major groups. Once he
could relax easily, Mike was instructed to dispense with
tensing and releasing his muscles, to pay attention to any
feelings of tension in the various muscle groups, and to
relax the tightness away. The final step involved counting
from 1 to 10, letting go more and more on each count.
Relaxation patter provided by the therapist during training
emphasized being aware of the sensations of relaxation;
letting go; slow, rhythmic breathing; and enjoying the
pleasant resulting feelings. Diaphragmatic breathing tech-
niques (slowed, 8—10 cpm stomach breathing) and posi-
tive imagery were also practiced and encouraged as
means of rapid applied relaxation response.

Throughout therapy, relaxation application was em-
phasized. Self-monitoring helped the client identify in-
creasingly early anxiety cues. Mike was instructed to
check himself frequently for incipient cognitive or physio-
logical signs of tension and then to spend a moment
relaxing the tension away. For example, when he noticed
tightness across his back and shoulders and shallow
breathing as he was working on an assignment in the
library, he immediately responded by taking four slow,
rhythmic breaths and imagining his back muscles loosen-
ing up “like melted cheese.” Mike discovered that early
intervention was extremely effective in reducing his level
of tension and, coincidental to greater relaxation, was
surprised to discover the frequency of maladaptive cogni-
tions, particularly his tendency to criticize himself for
minor mistakes. He experienced much more difficulty in
letting go of worrisome thoughts than in releasing muscle
tension and found that a combination of redirecting his
attention to his breathing pattern, focusing on enjoying the
pleasant physical sensations of relaxation, and instructing
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himself to “let go” were partially effective interventions
prior to initiation of worry programs and cognitive ther-
apy elements of therapy. His success in being able to
eliminate intrusive thoughts was related to the amount of
time spent practicing these skills both in therapy sessions
and during daily activities.

While the most important practice of applied relax-
ation occurred outside of therapy, it was also rehearsed in
the session: Whenever the therapist noticed observable
signs of anxiety, she would instruct him to relax it away.
Additionally, encouraging personal metaphors for relax-
ation was particularly useful. Mike once described the
process by saying, “I look at it as an emptying thing: a
bulldozer going through a vacant lot full of rubbish and
cleaning it up quick.”

Although circumscribed phobic situations are not
always present in GAD, there are multiple situations that
increase anxiety. As Mike was learning to apply relaxation
skills in his daily life, he and the therapist worked together
to identify situations in which he was frequently anxious.
He then confronted these situations using his relaxation
techniques before, during, and after these exposures. For
example, he became tense whenever his routine was dis-
rupted, so he deliberately created such situations and
applied his new strategies. He would request meetings
with professors who intimidated him, debate in class, or
confront study group members who weren’t pulling their
weight so he could gain practice in applying his relaxation
techniques to stressful events. As his relaxation skills
improved, he repeatedly mentioned in therapy how
amazed he was to discover how easy it was to let go of
things like this, even when his anxiety was at severe levels.
Mike reported that the combination of deliberately seek-
ing these situations and responding differently to them
with relaxation gave him an increased feeling of self-
control.

Elements of Cognitive Therapy

Mike’s relaxation applications to deliberately created
stressful situations increased his opportunities to practice
reacting adaptively in situations and also gave him a
chance to collect new evidence to challenge underlying
beliefs that were identified in the course of cognitive
therapy. The following is an example.

I had done the whole routine, you know, the morn-
ing ritual, getting up, drinking coffee and all that
sort of stuff, and everything was just hunky-dory
and at 6:40 a.m. my wife said, “I have to go to town
early today, so I’ll drop you off on campus.” Ini-
tially I thought, “Well, that’s fine,” and then I



56

thought, “Wait a minute, that is not fine because I
have, you know, we have to get everybody orga-
nized and out the door at the same time.” In the
morning my son has his little routine and I have my
little routine, and I talk to the same professor every
Monday, Wednesday, and Friday morning on the
bus and I sort of enjoy him, it’s a lot of fun. I
realized that, boy, my routine is going to get
wrecked up this morning. Well, it really wasn’t. I
got in here to campus and was at my carrel at the
same time and everything and I had the same
amount of time before class started and the whole
business, but it seemed like for a while there that
everyone, my whole world, had sort of been turned
upside down and dumped on the floor and I had to
sort through it to get it back together. Afterwards I
felt like, “Get, it wouldn’t have mattered 5 or 10
minutes one way or the other. I didn’t have to be
there at exactly the same time or earlier. I realized,
before the bus was to arrive, I could have split, that
I'had a choice. I thought it was maybe better to deal
with it than dash out the door and think about it. [
thought it might be nice to see how well I could
cope with it, and what I found interesting was that
once I was out of the car and kissed everybody and
said goodbye that it shut off and everything
was OK.

In the above example, Mike remained in a stressful
situation but was only mildly successful at containing his
anxiety. However, he did get new information that helped
him to begin to reevaluate the rules he imposed upon
himself.

Although he was embarrassed to talk about it, Mike
believed that his worrying actually kept disaster from
striking. Somehow, if he focused on the worst possible
outcome, it was less likely to occur and he would be
prepared for it if it did occur. Related to this was a fear of
losing control; consequently, he was afraid to let go and
relax. To challenge these beliefs became an important task
of therapy, because successful treatment depended on
Mike’s compliance in letting go of worry. As long as he
believed it served an adaptive purpose, he would be con-
flicted about doing so. Other beliefs that were central to
Mike’s generalized anxiety disorder related to the benefits
of self-criticism and perfectionism. A belief that he didn’t
have enough time to do all he had to do was also present.
Some of Mike’s worries had to do with his social phobia;
Mike worried about the impression he made on others and
feared their disapproval. This contributed to his anxiety
about saying or doing the wrong thing. There were feel-
ings of dread that “something bad will happen to my wife
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or son,” although he couldn’t articulate any specific con-
cerns. As is typical of many clients with GAD, he believed
prior to the therapy that he would never get over his
problem; he had worried all his life (“It’s just the way I
am”).

Cognitive therapy techniques to modify such mal-
adaptive cognitions included self-monitoring of automatic
thoughts, decatastrophization, logical analysis, and
searching for alternative interpretations, the products of
which were used in self-control desensitization. In addi-
tion to using the Socratic method within therapy sessions,
the therapist had Mike gather evidence in support of alter-
native beliefs between sessions and practice substituting
more adaptive cognitions in a range of situations in daily
life. Within sessions, the therapist focused on possible
alternative perspectives to the scenarios presented by
Mike. Because anticipating future disasters is inherent in
generalized anxiety disorder, decatastrophization is a par-
ticularly useful technique with this population. Mike was
frequently asked what the worst possible outcome in a
situation was, how likely it was to occur, how severe the
damage would be if it did occur, and how he could cope in
a worst-case scenario.

For example, one representative situation that dis-
tressed him was thinking about the comprehensive exam-
ination he needed to pass to obtain his doctorate. Within
his department there was a high failure rate, and he had
been through a recent experience of “freezing” in a test
situation. Furthermore, his educational background dif-
fered from his classmates; he had earned his master’s
degree at another university. Prior to presenting this item
in self-control desensitization, the therapist addressed cer-
tain elements of his logical errors in thinking;

THERAPIST: What would happen if you failed?

MIKE: Ah, well, I already checked that out. You have
two options—one is you can take another one within
four months or you can take an oral within two weeks.

THERAPIST: But you can’t do both?

MIKE: You can’t do both, no. If you fail the second
written [exam], you can take an oral two weeks after
that.

THERAPIST: What is the likelihood you would actually
fail this thing twice? Three times, basically; to take it
and fail and take it again within four months and fail it
again, and take an oral and fail that?

MIKE: Pretty slim chance from what I have been able to
judge so far. I don’t think they are out to cream any-
body. I don’t see any maliciousness in the department
committees or anything like that. My concern would be
that I’d go in there and choke.

THERAPIST:  Your mind would go blank?
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MIKE: Yeah, which happened on an exam in the fall. A
final and I sort of . . . it scared me.

THERAPIST: And what happened in that class?

Mike: I got a B.

Through this exercise, Mike realized that even when
the worst occurred—which in this case was “freezing” on
an examination—the outcome was still acceptable to him.
While his perfectionism pushed him to desire optimal
performance, he was willing to accept an adequate perfor-
mance that allowed him to advance on his career path. He
had blown the incident out of proportion while failing to
incorporate what actually had happened in the past into his
view of the future. He experienced considerable relief in
going through this exercise and had an immediate reduc-
tion in anxiety regarding his upcoming exam.

Through the use of the Socratic method, Mike’s
beliefs about the benefits of perfectionism, high perfor-
mance standards, and negative self-evaluation shifted. He
began to see these as having no evidential basis and as
merely interfering with his functioning by creating anxi-
ety. As a result he generated more adaptive self-state-
ments, which he then substituted in his self-talk. He also
practiced these new self-statements in his self-control
desensitization sessions using images representative of
situations that tended to elicit those previous maladaptive
perspectives.

Worry Program

Mike was trained to recognize early signs of anxiety
by checking himself often for anxious reactions and inter-
vening immediately. To facilitate letting go of worrisome
thoughts, he began using the worry program. He was told
that upon recognizing a worry, he should let go of it
through a combination of relaxation strategies and coping
self-statements. If he wasn’t successful in doing so or if
the thought repeatedly returned, he was to postpone think-
ing about it until his worry period. Each day he was to set
aside no more than one half hour for the worry program,
preferably at the same time and place each day to facilitate
discriminative control of worrisome activity. Mike be-
came well rehearsed in verbalizing self-instructions that
postponed worry and directed attention to the task at hand,
as is demonstrated in the following session excerpt.

MIkE: Isaw that the professor was correct and there was
afeeling afterward, “Oh my God, if I can be that far off
the mark on something that’s relatively simple, I may be
really in trouble in this course.” But then that sort of
passed and I kinda put it aside and hadn’t really thought
about it since.
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THERAPIST: Do you have any idea of how or why it
passed?
MIKE: Well, because I consciously said that I would put

itaside. I'said, “You don’t have time this week to worry
about this stuff. Get the homework done, get it out of
the way, hand it in on Thursday morning and if you want
to worry about it, worry about it some other time.”

He was taught to divide his current worries into two
groups during the worry period—those that could be
helped through problem-solving techniques and those that
could not. Part of the half-hour period was then used to
develop realistic plans for dealing with those worries that
might be eliminated through problem solving. The rest of
the session was spent developing more adaptive self-
statements to replace the remaining worries. This program
was very effective in helping Mike terminate his daily
worrying and providing structured time to apply cognitive
therapy methods to his worrisome cognitions.

After three weeks of using the worry program, Mike
came in apologetically, explaining he had curtailed his use
of the worry program.

THERAPIST: How'’s the worry program going?

MIKE: (pauses) It seems I don’t have a lot of—in fact, I
skipped today and yesterday altogether because I just
sorta sat down, looked out the window, and thought,
“Well, what are you going to deal with today?” Didn’t
have anything. I mean if there were things I should
worry about, I didn’t know what they were.

The above dialogue presents a marked contrast to Mike’s
remark in his first therapy session that “When I don’t have
a lot to worry about, it’s just one more thing to worry
about.”

Self-Control Desensitization

With Mike, self-control desensitization was used in
sessions 4 through 11. By session 12 he reported that no
imagery scenes were generating anxiety, so coping re-
sponses to three scenes that had previously elicited anxi-
ety were practiced. In self-control desensitization, each
scene is presented with the therapist attempting initially to
elicit anxiety by elaborating anxiety cues. The anxiogenic
scenes have three components: the situation, the physio-
logical symptoms of anxiety most typically experienced
in that situation, and negative cognitions characteristic in
the situation. Once the client signals anxiety, relaxation
patter begins while the client continues imagining the
scene as if he or she were really in it. Remaining in the
image, he or she imagines letting go of the anxiety through
the use of relaxation and coping self-statements. Once
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anxiety is eliminated, he or she continues to imagine being
in a relaxed state in the situation, continuing to use the
coping responses. Throughout the use of self-control de-
sensitization, the therapist draws external and internal
cues flexibly from a hierarchy beginning with miid anxi-
ety cues and continuing over sessions to higher items, so
that the client has repeated exposure to and practice in
responding differently to the full range of representative
anxiety cues.

Mike’s hierarchy from which items were constructed
was divided into three clusters of low, medium, and high
anxiety representing situational, somatic, and cognitive
cues, examples of which are given below.

A self-control desensitization hierarchy is not a tradi-
tional hierarchy in the sense that one specific fear is
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broken into small steps and presented. Rather, a graduated
range of representative situations and cues that elicit feel-
ings of generalized anxiety are systematically employed.
A typical scene presentation, taken from session 11, fol-
lows.

I want you [Mike] to imagine the following situa-
tion as vividly and realistically as possible, as if
you were actually in the situation. Please signal by
raising your finger at the first sign of anxiety and
leave it raised until the anxiety has gone away. You -
are sitting in the examination room, looking at the
exam. Your heart is beating rapidly and the muscles
of your neck and shoulders are tense. As you read
the questions, you realize you can’t answer the first

Situations
Low Medium High
Seeing a snake Course examinations Being the focus of unexpected
attention
Sharp knives Financial transactions Public speaking
Saying no to anything work related ~ Being criticized by authority
figures
Somatic Reactions
Low Medium High
Fatigued Rapid heart beat Irritable
Lower back muscle tension Flushes Muscle tension in neck

Feeling on edge

Difficulty concentrating

Mind going blank

Choking sensation

Low
“That was stupid.”

“You should have thought of that.”

Cognitions

Medium

“What if something happens, and
we don’t have enough money to
cover it?”

“I’m inadequate.”
“I’'m losing control.”
“T’ll never get over my problem.”

“I’'m different from other people; I
just don’t fit in.”

“What if I fail?”

High
“I can’t function under the
pressure of time constraints.”

“I gave a poor performance.”
“I’'m letting my family down.”
“I don’t express myself well.”

“Something horrible is going to
happen to my family.”
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two. Your heart races as you think, “I can’t do this.
I’m going to fail. My mind is going blank.” (Client
signals.) Now, continuing to stay in the situation
. relax away the tension . . . slow, rhythmic
breathing . . . slowing down your heart rate . . .
melting your thoughts . . . muscles loosening up
and unwinding as you focus on the pleasant feelings
of muscle relaxation . . . just continue visualizing
being in the exam situation as the muscles of your
neck and shoulders continue to relax more and
more deeply, more and more completely . . . as
you just let go.

Such patter continued until Mike indicated he was
relaxed by dropping his finger. He continued to image
himself in the examination situation and relaxed himself in
that situation for another 20 seconds. He was then in-
structed to turn off that scene, but to continue relaxing for
20 to 30 seconds. In the next scene presentation, further
coping imagery was elaborated once anxiety was sig-
naled, drawing from the products of earlier cognitive
therapy.

You think to yourself, “I studied this. I feel confi-
dent I can do a reasonable job if I slow down, think
it over, and take it one step at a time.” You remain
aroused, but relatively relaxed as you work on the
exam.

Each scene is repeatedly presented until there is
evidence of effective coping. Such evidence is seen in the
increasing amount of time required for the imagery to
elicit feelings of anxiety and in the decreasing amount of
time necessary to eliminate the anxiety once elicited. The
above exam scene was presented to Mike 10 times, and he
then practiced it at home twice a day during his relaxation
practice. By the end of therapy, this scene no longer
elicited anxiety, nor in fact did any other scene from his
hierarchy.

SUMMARY

This client responded well to treatment. At the end of
therapy, he said, “I feel like a new person,” and attributed
his treatment success to relaxation, imaginal desensitiza-
tion rehearsal, the worry program, and early intervention
upon identification of anxious thoughts. His pretherapy,
posttherapy, and 12-month follow-up scores are presented
in Table 4-1. His compliance with the treatment regimen
and homework assignments were major factors in his
success. Other attributes that may have contributed to a
positive outcome included high intelligence, excellent
verbal skills, high motivation to change, and a strong
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social support system. Treatment occurred in the context
of a strong therapeutic alliance. By therapist observation,
there was no evidence of a personality disorder or the
occurrence of relaxation-induced anxiety, both of which
are associated with poor outcome or premature termina-
tion in GAD. This client participated in a follow-up pro-
gram of six months’ duration. During that program, he
completed a daily form on which he checked off which of
eight coping skills he had used that day to manage anxiety
and worry; these were mailed to the therapist once a
month. The therapist would then have a brief telephone
conversation with him reviewing successes and encourag-
ing continued use of these strategies in daily life. The four
techniques he used most frequently included structured
relaxation practice, frequent checking for early signs of
tension, applying breathing techniques to reduce tension,
and postponing worry.

Potential challenges for the therapist in working with
aGAD client include selecting the right balance among all
the treatment components to individualize treatment suc-
cessfully for the client; recognizing signs of relaxation-
induced anxiety and dealing with them with flexible
choices of types of relaxation strategies; insuring client
compliance with a highly structured treatment approach
and fairly extensive homework assignments; teaching the
client to relax mentally as well as physically; and helping
him or her to transfer these skills to real-life situations.

With regard to alternate treatments, there is some
evidence that applied relaxation training alone, as well as
cognitive therapy alone, may be successful in treating
generalized anxiety disorder. However, research also
shows that the comprehensive treatment package that inte-
grates both approaches as described above yields consis-
tently positive outcomes and has flexibility and sensitivity
to client individual differences (Borkovec, Crnic & Cos-
tello, in press).
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Performance Anxiety

Paul Salmon

INTRODUCTION

The use of cognitive-behavioral therapy (CBT) techniques
in treating performing musicians for stage fright repre-
sents a useful application to a chronically underserved
population. Highly skilled performers occupy a tenuous
niche in contemporary society—valued for their artistic
skills, but often forced to endure economic deprivation,
stressful working conditions, and inadequate medical
and psychological care. A popular misconception for
years about artistic individuals has in fact been that
creativity and deprivation go hand in hand, as if to imply
that improving the psychological well-being of a per-
former might somehow diminish the quality of his or her
art.

Fortunately, the situation show signs of rectification,
as evidenced by the recent growth of arts-medicine orga-
nizations specializing in the treatment of artistic perfor-
mance problems. A professional journal, Medical Prob-
lems of Performing Artists, enjoys widespread circulation
among physicians, psychologists, and other specialists con-
cerned with the health of performers, who are vulnerable

Paul Salmon ¢ Arts in Medicine Program, Departments of Psy-
chology and Psychiatry, University of Louisville, Louisville,
Kentucky 40292.
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to a wide range of physical, neurological, and psychologi-
cal impairments (Brandfonbrener, 1986). Such vulner-
ability is especially evident in the psychological realm in
fields where the achievement of professional stature nor-
mally comes only with years of formal training, single-
minded preparation, intense competition, and a healthy
dose of luck. Protracted solitude in the practice room
punctuated by exposure to intense public scrutiny during
concerts is the norm fo1 many performers, whose efforts
to cope with the resultant stresses often give rise to physi-
cal overuse injuries, drug and alcohol abuse, depression,
and anxiety.

The vulnerability of this population has not yet been
adequately recognized by psychotherapists. In contrast,
the medical profession, spurred by the endorsement of
several prominent performing artists who sought relief
from physical injuries with appropriately trained spe-
cialists, has responded to the needs of this population
by establishing treatment programs in several centers
throughout the country. Systematic psychological inter-
vention programs, though no less needed, are currently a
comparative rarity, and there have been few large-scale
studies in recent years focusing on treatment outcomes
with this group. The focus of such studies as are available
(see, e.g., Kendrick, Craig, Lawson, & Davidson, 1982;
Sweeney & Horan, 1982) has been on musical perfor-
mance anxiety (MPA), recently defined by Salmon (1990)
as “the experience of persisting, distressful apprehension
about and/or actual impairment of performance skills in a
public context, to a degree unwarranted given the individ-
ual’s musical aptitude, training, and level of preparation”
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(p. 3). Despite a lack of therapy outcome studies, the topic
of MPA is well represented in both the psychological and
musical-pedagogical literature (see, for example, Aaron,
1986; Dunkel, 1989; Greene, 1986; Havas, 1976; Lehrer,
1987a, 1988; Reubart, 1985; Ristad, 1982; Triplett, 1983;
Wilson, 1986). Available as well are helpful review articles
on the pharmacological treatment of MPA (see, e.g.,
Lader, 1988; Lehrer, 1987b; Nies, 1986), though this topic
is not considered in the present chapter.

Available evidence suggests that a broad spectrum of
CBT (Beck, Emery, & Greenberg, 1985) and stress inoc-
ulation techniques (Meichenbaum, 1985), including self-
monitoring, cognitive restructuring, and relaxation train-
ing, can be helpful in treating MPA. It is hoped that the
present case example, in which several techniques are
brought to bear on a problem of MPA, will provide a
useful working model for clinicians interested in this
approach.

PATIENT INFORMATION

Marty, age 47, is a highly skilled oboist with a large
metropolitan orchestra in a midwestern city. After obtain-
ing both undergraduate and graduate degrees at a music
conservatory on the East Coast, she began a professional
career as an orchestral musician in a position that she
holds to this day. Married to a high school music teacher
and the mother of three children, she has always felt
partially responsible for the family’s financial well-being
and has thus treated music as something that is essential
to her livelihood.

It gradually became apparent that a confluence of
problems led Marty to seek professional assistance for
performance anxiety, although she reported the precipitat-
ing cause to be anticipatory anxiety about a forthcoming
concert. Among the general problems that contributed to
her sense of psychological vulnerability were the follow-
ing: First, the overall quality of the orchestra had im-
proved in recent years with the addition of new, younger
players who actively competed for prestigious *“first
chair” positions such as those held by Marty. Second,
although Marty’s practice time had actually increased
recently, greater involvement in nonmusical orchestral
activities created an uncomfortable burden for her. Third,
she seemed somewhat troubled by a common prevailing
attitude among some of her peers that professional orches-
tral musicians should be able to “get by” with less prac-
tice than may have previously been needed. Finally, health
problems, including chronic respiratory distress related to
smoking and a lack of regular exercise, had diminished
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Marty’s wind supply and breath control, resulting in
greater difficulty producing the full, rounded tone for
which the oboe is noted.

The precipitating event that brought Marty to therapy
was her reaction to a forthcoming concert four months
hence. A concerto was to be performed containing a
passage for solo oboe that she dreaded playing. A famous
soloist had been engaged for the performance, someone
who was known both as an excellent musician and a
perfectionistic critic. Marty had played the piece once
before with the same soloist, who had been highly critical
of the orchestra’s supporting role. The music that she
dreaded playing consisted not, as one might suspect, of a
florid virtuoso passage but rather of several sustained
notes in the slow (andante) movement of the concerto.

The mere thought of playing this passage evoked
such intense anticipatory anxiety that Marty was actively
considering finding a substitute oboist for the concert.
Moreover, she reported fleeting thoughts of giving up
music altogether because of her apparent inability to cope
with what at one level she perceived as a “trivial” prob-
lem. It was obvious that Marty viewed this concert as a
watershed event in her professional career and was putting
enormous pressure on herself to pass the “test” that it
posed for her.

Therapy was undertaken with two mutually agreed-
upon goals. The first was for Marty to learn some basic
anxiety management techniques, including self-assess-
ment, cognitive restructuring, and relaxation training.
The second was for Marty to reach a decision about
whether or not to play for the performance, and to follow
through on the consequences of her decision either way.
By initially focusing on anxiety management skills and
deferring somewhat the decision about performing, it was
anticipated that Marty would gradually become more con-
fident about her capacity to cope with the stresses she
believed were inevitable.

Marty talked about her anxiety as a performer with a
sense of both embarrassment and trepidation. Having no
previous experience with psychotherapy, she, like many
other musicians, harbored certain misconceptions that can
impede therapeutic progress (Raimy, 1985). First, she
tended to perceive the role of client as analogous to that of
performer, trying to win the approval of the audience/
therapist. Second, she feared being told she was *“crazy”
and overly obsessive for being concerned about playing a
few notes that were hardly audible to anyone else. Third,
she was concerned that talking about the problem would
only make it worse, having previously preferred to deny
being distressed both to herself and to others. She was
careful to ensure that none of her colleagues knew of her
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predicament and believed that any sign of psychological
weakness would undermine a performer’s career.

To some degree, Marty’s condition reflected a mix-
ture of anxiety symptoms. Her anticipatory aversion to the
forthcoming concert reflected elements of a phobic re-
sponse, while her concerns about being negatively evalu-
ated by others (either in terms of her performing skills per
se or about being anxious) would suggest a pattern of
social phobia. Marty’s obsessive concerns about playing a
brief (and, to an outside observer, perhaps insignificant)
passage, as well as a somewhat more general style of
ritualistic practice routines, made a consideration of either
obsessive-compulsive disorder or a compulsive person-
ality disorder not unreasonable. In reality, the pattern of
psychological distress experienced by Marty as well as by
many other performers is probably best described by the
DSM-III-R diagnostic category of adjustment disorder
with anxious mood. Many of the performers we treat
manifest symptoms of anxiety in the context of an identi-
fiable stressor—a major performance of some sort—and
do not appear to be more globally impaired with respect
either to the experience of anxiety or to undue distress at
the prospect of performing. There is, however, a legiti-
mate question as to whether the pattern should be consid-
ered a mental disorder or not, since in a consideration of
social phobia, the DSM-III-R considers anxiety in the
context of a stressful performance a normal occurrence.

Developing an accurate diagnostic impression of the
anxious performer is the first step in cultivating effective
therapeutic rapport. Many performers come from highly
authoritarian, competitive training programs in which
perfectionism, single-mindedness, egotism, and strong
competitive instincts are all adaptive traits. Such charac-
teristics may seem, however, maladaptive or even patho-
logical to clinicians unaware of the context in which these
individuals routinely function. Many performers are
made unnecessarily anxious by the expectation that their
behavior will be labeled as seriously disturbed, if not
crazy, as a result of this. For this reason, it may be months
or even years before psychologically troubled performers
seek therapeutic assistance.

In addressing these problems, it is helpful to estab-
lish a collaborative working relationship in therapy such
that the performer is encouraged to take a very active role
in his or her own treatment. Performers are generally used
to being told what to do by others, and although this may
speed up the process of assimilating musical knowledge,
it does little to promote the development of self-knowl-
edge. Performers tend to rely on others for evaluative
feedback, though they themselves are perfectly capable of
realistic self-appraisal when given the chance. Encourag-
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ing active collaboration at the outset of therapy helps give
performers a clear message that they can deal with their
anxiety in an active manner.

TREATMENT ILLUSTRATION

After a preliminary meeting and history-taking ses-
sion with Marty, an entire session was spent discussing the
basic tenets of CBT, and some preliminary baseline data
were collected. Marty proved very receptive to this ap-
proach, and it was possible to move with her directly into
an exploration of the relationship between thoughts and
feelings, as the following exchange illustrates.

THerapIST: I'd like to go into a couple of techniques
having to do with thought monitoring, with keeping
track of how you think about these things . . . and then
Id also like for you to do some playing, just to demon-
strate what some of the circumstances are . . .

MaRrTY: See, just thinking about that (nervous laugh)
makes me nervous . . . just thinking about showing you
my problem . . .

THERAPIST: OK, all right, that’s very instructive. Let’s
take a minute to consider something there. It’s very
good, and very important, for you to be aware of
reactions like that, and you’re convincing me of some-
thing I believe, that simply the thought, the idea . . .

Marty: That’s it!

THERAPIST: . . . of doing a lot of these things can al-
most automatically trigger this reaction. It’s like a mo-
mentary freezing up . . .

MarTy: Right now I could feel my heart quickening

. not, you know, overtly, but . . . just that little
adrenalin push.

THERAPIST: In response to playing?

MARTY: In response to the idea that I could show you
specifically the piece that I'm worried about, because
. . . Idon’t have the music with me, but—it’s so easy
that I can remember it, it’s only four notes—it’s just
how long they go on.

This brief exchange helped to confirm three hypoth-
eses, suggested by Marty’s responses to a series of assess-
ment questionnaires. * First, much of Marty’ anxiety was

*Basic pre- and postassessment measures that the Genesis Center
routinely employs with performers seeking treatment for anxi-
ety include the following: a clinical medical/psychiatric history
questionnaire, the Symptom Checklist 90 (SCL-90; DeRogatis,
1983); Anxiety Sensitivity Index (Peterson & Heilbronner,
1987), and the Beck Anxiety Inventory (BAI; Beck, et al.,
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anticipatory in nature, whether concerning playing in
public or in sharing her problem with me. The suggestion
that she actually demonstrate her difficulties by playing
evoked nervous laughter, along with the insight that this
indeed would be an anxiety-provoking task. Although
Marty was intent on making a good impression, like many
performers she instinctually anticipated criticism from
others even where none was intended. This phenomenon
carries over to perceptions of the therapist, toward whom
many performers respond with varying combinations of
anger, fear, and deference (Aaron, 1986).

Second, evident in this passage is Marty’s capacity
for introspection, a capability she shares with many other
performers. Not only was she aware that the thought of
playing made her feel anxious, but she could also identify
the associated physical sensations, such as muscular ten-
sion, that she associated with the anticipatory anxiety.
Third, this passage reveals a tendency to conceptualize
her problem in terms of a highly encapsulated focus: that
of playing a specific group of notes. She seemed a bit
embarrassed about this, however, because she believed
that people outside her field (including therapists) were
not likely to understand the often subtle aspects of musical
performance skills. Marty had in fact already contacted
one therapist who suggested that her apparent anxiety
about this musical segment was excessive and did not
warrant psychotherapeutic intervention.

Indeed, it is tempting to consider this possibility.
Why, for instance, should someone call into question their
very professional identity over just a few notes? To accept
a problem such as this as the focus of treatment might
seem to play into—and even reinforce—the obsessive
tendencies of many performers, who may practice untold
hours to refine nuances of phrasing or expressiveness
perceptible to only a very few others. On the other hand, in
Marty’s case, failure to take her complaint seriously
would simply have reinforced her sense that psychological
intervention had little to offer. Accepting her formulation
at face value (a) reinforced her credibility and (b) provided
a good starting point for a consideration of more broadly
based issues.

We therefore undertook a detailed analysis of what
was required to play the four notes in question. On the
surface, they seemed simple enough, and not the sort of

1988). Additional measures include a Performance History
Questionnaire, in which performers reflect on their back-
ground, training, and performing experiences; and an an-
alog-type measure of anxiety based on the BAI. Copies of the
Performance History Questionnaire, the assessment photo-
graph, and the modified BAI may be obtained by writing to the
author in care of the Department of Psychology, University of
Louisville, Louisville, KY 40292.
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thing that would tax a seasoned performer. But Marty
quickly realized, upon reflection, that there was far more
to playing this passage than was apparent on casual in-
spection. Among the factors which she enumerated as
contributing to the problem were the following:

1. The notes were in a low range (register) and
played at a slow tempo, which collectively re-
quired exceptional breath control.

2. The passage was “exposed,” meaning that no
other instruments save the soloist’s piano were
playing at the time.

3. The passage was not played in strict thythm, but
rather left to the discretion of the soloist to inter-
pret. Thus Marty had to have ample breath to play
the entire passage, but could not necessarily an-
ticipate how long it would last.

4. This passage occurred at a point where she had
not been playing for several minutes, and was
therefore somewhat out of the “flow” of the
piece. This also gave her more time to worry as
that point in the piece approached.

5. She was aware that a less senior member of the
oboe section had elsewhere disparaged her play-
ing skills and was actively competing for her
chair.

6. Although she had played the piece once before,
she had never really studied it in detail and did not
have a secure grasp of its overall structure. When
questioned about this, she stated that at her stage
of the game, a performer should not have to
prepare so intensively, particularly for a piece
where one’s instrument served only in an accom-
panying role.

As she began to analyze the problem in detail, Marty
began to realize that she harbored several erroneous un-
derlying assumptions about performing, most notably that
it should be easy to do, at least for a seasoned veteran such
as herself. This is but one example of the many ‘‘shoulds”
and “musts” that, in my experience, tend to dominate the
thinking of performers such as Marty. “I should be able to
play this perfectly,” “I have to practice four hours a day,”
and “I must play this particular piece or people will think
poorly of my abilities” are all examples of statements that
exemplify the neurotic tendency Ellis (Ellis & Grieger,
1977) has characterized as “musturbation.” Beginning at
an early age (Marty had been eight when she began
serious musical studies), musicians seem to internalize
certain rules akin to “untested assumptions” about musi-
cal performance skills, many of which seem to have
compulsive, even ritualistic, qualities. “Practice makes
perfect” and ““Play it 10 more times and you’ll know it by
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heart,” they are told (among other things), never really
stopping to determine if these timeworn rules are actually
appropriate for them. What does it mean to play a piece of
music “perfectly”? Why will 10 repetitions, and not 9 or
11, ensure that a piece is learned? What does it mean to
learn a piece of music, to begin with?

Later on, during one’s career, equally rigid and per-
fectionistic thinking is often evident in the self-talk of
performers. The following passage, taken from the fourth
session, illustrates the degree to which Marty’s perfec-
tionistic view of herself inhibited the assessment of her
difficulties as a performer in realistic terms. The session
took place shortly after she had played in a small concert,
which took place after she had begun to work on some
basic anxiety management techniques (including deep
breathing and mental imagery) and had begun keeping
notes of her rehearsal sessions.

MARTY: The next day [at rehearsal] —I’ve gotten a lot
out of that one book on confronting fear [Agras,
1978]—I practiced learning how to manage the space
before I played. And I could not . . . disassociate . . .
and do beaches or anything like that. [I had suggested
that she experiment with some relaxing imagery at
some point prior, but not immediately so, before her

entrance. |
THERAPIST: Uh-huh.
MaRrty: But I really concentrated on my breathing, in

rhythm with what was going on, and I concentrated on
how I was going to pretend that I was tuning the note
when I started the note, and in performance with the big
audience . . . and I played it fine! But I had to really
work hard to get that, and it was managing that time
before the two measures . . . and I had to do it over and
over, and I was thinking, “My God, I don’t have time
for this,” and I was disappointed before, but I was very
relieved afterward. So I wrote down my reactions after-
ward.

THERAPIST: It sounds as though this performance—this
rehearsal and this first performance—was really the
focus of the tension and depression this week.

MaRrty: This week. (nods in agreement)

THERAPIST: Let’s go back over this a bit; there are a
couple of things you said that I want to pick up on. One
is the reaction, the thought pattern that comes into play
along the lines, “I shouldn’t have to work so hard to
manage one little section,” and aside from whatever
happens in the performance itself, I think we want to
look at the mental reactions that we have afterwards, or
beforehand, from the standpoint that they add certain
pressures, and reflect certain beliefs and attitudes . . .
that can promote depression or anxiety. I guess the idea
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is that one note seems so inconsequential . . . what are
some aspects of your thinking on this?

Marty: The first thing, I was surprised, and then
throughout the piece I was thinking, “good God, I can’t
believe this.” That was my first reaction. “Why can’t I
be relaxed enough to play it?”” On the second day, I tried
really hard to take deep breaths and just concentrate on
body movements, rather than should, would, can,
won’t . . . that kind of stuff. And it really does bother
me when [ think I’'m not perfect . . .

At this stage of treatment, Marty was becoming
aware of how much her thoughts contributed to the way
she felt about herself both as a person and as a performer.
This particular session appears to have been important for
Marty because it demonstrated to her how, despite her
misgivings, she could cope with the stress of playing by
actively focusing her concentration on the task at hand.
Her inclination had been to believe that this was something
that was more or less automatic, a capability to be taken
for granted.

In this and other sessions, the focus was on helping
Marty to adopt an active role in identifying, conceptualiz-
ing, and solving the problems she was having as a per-
former in a methodical manner. Used to letting others tell
her what needed to be done, Marty was somewhat unsure
of herself at first in this problem-solving role. But ulti-
mately, she became quite adept both at evaluating prob-
lems and posing solutions. An important insight occurred
as she became aware of the fears triggered by symptoms of
anxiety, such as a rapid heartbeat or muscle tremors.
Working in a collaborative fashion, we developed an
*“arousal analog” exercise in which she played the oboe
immediately following a period of intense exercise, so as
to become accustomed to playing in a physical state she
considered less than ideal. So helpful did she find this that
she eventually incorporated an exercise routine into her
practice sessions, an action that had the added benefit of
increasing her respiratory capacity! The success of this
intervention was due, I believe, largely to Marty’s capac-
ity for accurate self-assessment—a capacity that is shared
by many musicians, who may seem initially to adopt a
rather passive stance toward their problems.

During the remaining five sessions, the focus of
therapy shifted from being didactically oriented toward
providing Marty with a forum to discuss and analyze the
efforts she was making on her own behalf to deal with her
anxiety. She soon discovered that she experienced mani-
festations of tension, apprehension, and anxiety under
circumstances that were ostensibly far less pressure
packed than the forthcoming performance.

An important issue that Marty had to settle early on
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concerned the decision whether or not to play in the fall
concert. Initially wondering what she “should” do, Marty
at my recommendation delayed making a decision for
several weeks until she had become proficient with some
basic anxiety management CBT techniques and had a
chance to review and practice the music in a detailed
manner. When she abruptly announced during a subse-
quent session that she had decided to play the concert, her
anxiety seemed to increase temporarily as she began to
consider the implications of her decision. This is a com-
mon response of therapy clients as they begin to confront
the source of their fears realistically and, as a result,
engage in less denial and other forms of avoidant behavior.
Performers, in particular, are especially prone to denial.
In part a protective form of self-deception against the
unpleasant experience of anxiety, and partly a concerned
response to having one’s anxiety discovered by others,
denial is frequently a major obstacle to seeking help.

Marty had alluded to this in an earlier interview, in
which she stated that she had waited years before seeking
help, so convinced was she that therapists would either
trivialize her condition or assert that she was seriously
mentally ill. Having by this time incorporated some basic
cognitive techniques, however, Marty was now able to
begin to own up to her anxiety and to use it productively as
a cue to engage in productive, preparatory coping activ-
ities. Prior to this time, thoughts about the upcoming
performance tended to frighten her to the point where she
tended to avoid practicing altogether—clearly a maladap-
tive response.

The anxiety management techniques that Marty
eventually learned to practice and deploy consisted of
both generic CBT procedures and more specific, musi-
cally oriented activities. Among the former were self-
assessment activities (including thought listing, data col-
lection, and problem conceptualization), cognitive re-
structuring procedures, and progressive relaxation train-
ing skills, which Marty practiced assiduously (being a
musician, she appreciated the need for practice!). Exer-
cises of the laiter sort were developed in a collaborative
fashion during actual playing sessions in which Marty
experimented with different playing techniques and lis-
tened to tape recordings that we made. Among the proce-
dures we developed together were the following:

* Marking her musical score with breath marks and
other cues

* Playing along with different recordings of the mu-
sic to accustom herself to differing stylistic varia-
tions

* Visualizing in great detail the music as she wanted
it to sound, prior to playing it
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* Playing when out of breath to simulate the experi-
ence of arousal under performance conditions

* Arranging “practice performances” in various set-
tings, playing music making comparable demands
on breath control

* Learning more about the soloist as a person,
thereby helping reframe her perception of the per-
formance as a collaborative, rather than adver-
sarial, undertaking

* Allowing herself to make mistakes, then checking
via live and taped feedback to determine just how
perceptible such errors were

It is worth reiterating here that no particular one of
these techniques is essential in dealing with MPA. Of
greatest importance is encouraging the client to take an
active role in developing strategies that address specific
attributes of the problem. Marty’s active involvement in
this task-oriented, problem-solving phase of therapy ap-
pears to have been helpful in giving her a sense of coping
effectively with the stresses that are inherent in the careers
of professional performing artists.

DISCUSSION

The effectiveness of this treatment program might
best be judged in practical terms, such as whether and how
comfortably she subsequently played. But before address-
ing the specific issue of the concert in detail, let us con-
sider the results of a series of more broadly based, pre- and
posttreatment assessment measures. These measures not
only helped to focus therapeutic interventions but pro-
vided an indication of changes that occurred in her psy-
chological status. At the outset of therapy, Marty’s de-
scription of the problem she was having (as she later came
to realize) was so broadly based and vaguely described
that she not unexpectedly lacked a clear sense of how to
proceed and was on the verge of simply giving up playing
altogether.

The desire for a thorough assessment of psychologi-
cal functioning had to be balanced by the desirability,
especially evident when working with performing musi-
cians, to adopt a focused, problem-oriented approach.
The following screening measures were therefore selected
and administered both before and after treatment: Symp-
tom Checklist 90 (SCL-90; DeRogatis, 1983), Anxiety
Sensitivity Index (Peterson & Heilbronner, 1987), Beck
Anxiety Index (Beck, Epstein, Brown, & Steer, 1988),
and a self-assessment questionnaire requesting informa-
tion concerning the performer’s musical background (see
note 1). Other measures that clinicians may want to con-
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sider but that were not employed here include the Perfor-
mance Anxiety Self-Statement Scale (Kendrick et al.,
1982) and the Report of Confidence as a Performer Scale
(Craske & Craig, 1984).

To screen for general psychological distress, the
SCL-90 was administered. It is helpful to examine the
SCL both with respect to nonpatient and outpatient norms,
since with performers a legitimate question can often be
raised about the most appropriate comparison group. In a
manner that appears to be generally consistent for this
population, the three main index scores of the SCL-90—
the General Severity Index (GSI), Positive Symptom Dis-
tress Index (PSDI), and Positive Symptom Total (PST)—
were slightly in excess of the norm for a nonpatient com-
parison group, but considerably below that reported for an
outpatient population (DeRogatis, 1983). Scores for the
individual subscales that comprise the SCL-90 were like-
wise within a subclinical range, though a subscale that
assesses interpersonal sensitivity was marginally elevated
at pretreatment (a finding that is common with audience-
oriented performers).

Overall, there were few changes in the major SCL-90
indices, and the individual scales that comprise the instru-
ment likewise were relatively stable. The lack of apparent
acute distress experienced by Marty is corroborated by
fact that her overall scores on the SCL were only slightly
higher than the ave.age for a nonpatient sample, both pre-
and posttreatment.

In comparison, pre- and posttreatment scores on
measures more directly related to the experience of perfor-
mance anxiety showed more pronounced change. A spe-
cial administration of the Beck Anxiety Inventory (BAI)
has been developed for use with performers, in which the
client is shown a picture of the silhouette of a musician
standing before a group of musical adjudicators, who
appear to be listening intently and writing notes. The
client is asked to visualize himself or herself performing
for the group as if the circumstances involved an important
audition. On the BAI, Marty’s pre- to posttreatment raw
score decreased from 23 to 6 (both essentially subclinical
scores), suggesting that the prospect of playing before an
imaginary evaluative audience had become significantly
less threatening. The Anxiety Sensitivity Index (ASI) also
suggested that a decrease in concern about the symptoms
of anxiety had occurred; raw score values on the ASI
decreased by more than 50% (from 27 to 13, the latter
within normal limits).

The self-assessment inventory (see note 1) was nota-
ble chiefly in terms of some observations that Marty made
concerning the history of her bouts with performance
anxiety, which have much in common with those of other
highly skilled performers:
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I have been performing professionally for years and had
normal ups and downs with nerves, but I had been able to
manage it. After 1981, after a series of misfortunes with a
colleague and coming from the front lines of orchestra
political activities, my performance nerves got out of
hand. I spent years [1983-1989] trying to deny the prob-
lem of putting it out of conscious mind until the actual
experience.

In retrospect, she noted:

After exposing myself to a listener [the therapist], I see
partners for the first time. I see my role as not so spot-
lighted but part of a very imperfect group. I’'m working on
listening to the good things I do and not dwelling on the
imperfect. It is very hard, but I'm beginning to be more
realistic about imperfection. I don’t have to be a musi-
cian, but since I chose to do it, I might as well enjoy it.

As events turned out, Marty performed in the con-
cert as planned, and during a follow-up session described
her experiences in a pleased, though somewhat subdued
manner. She had achieved an important insight with the
recognition that whereas the symptoms of anxiety might
well be present (or at least the associated indications of
arousal), it was not obligatory that she either be frightened
of the feelings or become self-critical of the way she felt.
Her description of the concert the previous weekend there-
fore conveyed a sense of relief that it was over with, a
recognition that she would be performing it in the near
future, and a sense of confidence and a bit of resignation
that a certain amount of distress seemed to come with the
territory, no matter how expert a performer one is.

Marty: When I arrived at the hall . . . the pianist was
warming up, and I heard my section. I was over-
whelmed with the fact that it was exceedingly slow . . .
Then we did not have time to do a regular rehearsal
without the soloist, and so we rehearsed with him. [ had
my score . . . and he took the cadenza entirely differ-
ently than the recordings I've listened to. He arpeggi-
ated the notes to fast they almost sounded like chords

.. so I had to change the way I prepared a bit.

THERAPIST:  All right.

MarTy: And when we played it, it was about the best
performance I'd done, which surprised me a bit, be-
cause sometimes I have to work into it.

THERAPIST:  Still the rehearsal?

MaARrTY: Right . . . it was the next day at the dress
rehearsal that I discovered I had to breathe during my
passage, and this went unnoticed, because he [the pia-
nist] was trilling . . . so I thought to myself, “Aha! This
is what I can do!” But then I was faced with the
dilemma, that evening, of “Do I take the breath or do I
not take the breath?”” Well, we got to the performance
and we were in that movement, and the first entrance I



68

had was kind of shaky . . . and I didn’t like the way it
was coming out, and I got real nervous . . . and when
we got to the cadenza I was concentrating on how I was
going to do it, and there was never the feeling that “I
can’tdoit” . . . Itook a breath, then took another one,
and that was noticed by some people . . . that was
noticed. But I was able to recover . . . but it was much
more controlled. I didn’t feel my heart racing like crazy.

THERAPIST: Uh-huh . . . It really placed a premium on
your ability to adapt, to kind of roll with the punches.

Marty: We’re all more relaxed . . .

THERAPIST: Almost like a kindling effect.

Marty: Right . . . and now I have to look forward to
doing this again at the end of the month.

SUMMARY

Altogether, Marty’s treatment consisted of eight 90-
minute sessions in the course of a two-month period,
followed by booster and follow-up sessions at the time of
the performance. Her assessment of therapy was that it
had provided her with techniques useful in managing
anxiety, which she had come to regard—at least for
herself—as an inevitable part of performing. Like many
performers, she was highly critical of herself for having
the problem in the first place, but at the same time was
cautious about psychotherapy because of concerns that it
would not directly address her problems as a performer.
Cognitive-behavior therapy, with its emphasis on client—
therapist collaboration, self-assessment skills training,
and a problem-oriented approach, proved to be an effec-
tive means of overcoming Marty’s reservations about psy-
chotherapy and ultimately helped her to surmount the fear
of anxiety that had been blocking her musical expressive-
ness. By taking an active, problem-solving stance toward
the issue of MPA, Marty was able to overcome her fears of
being anxious, and also experience some relief in the
overall intensity of her anxiety. The techniques that she
employed blended elements of basic CBT and musical
pedagogy, integrated within a framework that emphasized
problem conceptualization, coping skills training, and
application as described elsewhere by Meichenbaum
(1985) and others.
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Social Phobia

Robert Becker

“I woke with dread in my stomach at 6:30 a.m. I knew I
had to start my meeting at 9:00 a.m. My notes, where did
I put my notes? Oh, God, I can’t find my notes. Without
my notes, I’ll never be able to do it. The last thing I did
with my notes was downstairs and they must still be down
there. I’'m sure I can’t eat breakfast this morning, because
I'll probably throw up on the front row of my audience.
Wow, would that ever be embarrassing. Then they’ll
really think that I’ve lost it. How can I get them to listen to
me after they have seen that I’'m so weak and nervous? I
won’t be able to do my job. I can’t take the risk of
seeming so foolish in front of them. How can I face them
the next day, the next week? I’'m not ready to handle this, I
don’t think I can do it. So I call my colleague to ask him to
do this morning’s talk without me. While I’'m dialing the
phone this funny feeling comes over me. My vision seems
to be leaving me. I can’t see! How could I ever read my
notes if this happened during my talk? Frank just has to
do this talk for me. I'll be better for the next one.

Panic, avoidance, fear, negative thoughts, self-focus, au-
tonomic nervous system arousal—are all hallmarks of an
anxiety disorder. For social phobia, the crucial difference
is in the evoking situations, which have to do with public
humiliation and embarrassment. Social phobia and shy-
ness, a closely related concept, appear to be very com-
mon. For example, Zimbardo (1977) and Pilkonis and
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Zimbardo (1979) surveyed individuals across diverse cul-
tures; from these samples, approximately 40% of respon-
dents labeled themselves as shy, while 80% reported that
they had been shy at some point in their lives. The same
authors found that 41% of adults from their samples listed
public speaking as their most serious fear, more than listed
sickness and death.

Hello, Dr. Becker, my doctor referred me to you. I’ve had
this attack yesterday and I can’t go to work today. It was
really bad, almost horrible. I don’t know what to do. Can
I see you immediately? I'm so worried that this will
happen again. Oh, by the way, my wife is very upset
about this and I'm sure she’ll be calling soon.

Many referrals for social phobia come in this fashion.
By the time the call is made, most patients have tried
several unsuccessful homegrown remedies and have
reached a crisis point that is punctuated with desperation.
The group I work with has found that a rapid evaluation
and initiation of treatment is the best way to handle these
types of referrals. A slower approach usually produces an
avalanche of panic symptoms from the patient and phone
calls from all of the concerned family members.

MY HASTILY REFERRED PATIENT

Mr. B. is a married gentlemen in his late 40s who has
grown children, one of whom still resides with Mr. B and
his wife. He is a deeply religious man, proud of his
religious commitment. He has been married for over 25
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years and is equally proud of his marriage. His work
history has included continuous promotions with a very
economically stable company. Now a senior-level man-
ager, responsible for a large number of employees, he
prides himself on being a good manager. He feels that he
should listen to and understand his employees, that his
approach to managing his people is informational and
educational. Meetings organized by him are the main
vehicle employed to carry out his management style.

PATIENT EVALUATION AND DIAGNOSIS

An initial diagnostic interview was carried out
following the Anxiety Disorders Interview Schedule-R
(ADIS; DiNardo et al., 1985). Further evaluation was
carried out with the Fear of Negative Evaluation Scale
(FNE), the Social Anxiety and Distress Scale (SADS:
Watson & Friend, 1969), and the Personal Report of Confi-
dence as a Speaker (PRCS; Paul, 1966). Results of these
evaluations confirmed the diagnosis of social phobia
(based on the ADIS), showing a normal score on the SADS
and elevated scores on the FNE and PRCS. Further inter-
view evaluation was carried out to determine a graded
hierarchy of speaking situations and of negative thoughts.
Physiological symptoms were investigated in detail and
consisted of heart rate acceleration, narrowing of the vi-
sual field, blurring of vision, hyperventilation, chest dis-
comfort, thought blocking, perspiration, and dry mouth.
The physical symptoms appeared quite quickly, but could
last for up to 60 minutes. An attack was always accom-
panied by an elevated SUDS (Subjective Units of Discom-
fort) report, along with an intense urge to avoid the situa-
tion or escape when in the situation. Avoidance spanned
both situations and cognitions (i.e., not thinking about the
embarrassing events). The following hierarchy was con-
structed:

1. Conversations with small groups at church
(SUDS 10)

2. Conversations with small groups at work (SUDS
20)

3. In charge of formal meeting of very familiar
employees (SUDS 40)

4. In meeting at work but not in charge (SUDS 50)

5. Presenter at large meeting at church (SUDS 80)

6. In charge of regular weekly work meeting (SUDS
80)

7. In charge of special work meetings (SUDS 100)

8. In a meeting as a participating speaker, but not in
charge of the order of speakers (SUDS 100)

Next, a hierarchy of disturbing thoughts was created:
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1. Someone in the audience could disagree with
me. (SUDS 50)

2. I eould make a mistake and someone would
correct me. (SUDS 50)

3. I am going to start to shake. (SUDS 80)

4. My vision is going to change. (SUDS 70)

5. My heart is going to race. (SUDS 100)

6. My mind will go blank in front of everyone.
(SUDS 100)

7. I am going to have to leave a meeting in the
middle. (SUDS 100)

8. If my voice cracks, everyone will know I'm
nervous, and they will not respect me. (SUDS
100)

9. Once they don’t respect me, I won’t be able to
manage them any more. (SUDS 70)

10. No one will follow a leader who can’t even
control his own emotions. (SUDS 70)

I1. If I can’t lead, I can’t do my job. I’'m going to
have to start a new career. (SUDS 80)

12. A new career means a salary cut, and I can’t
afford this. (SUDS 100)

13. IfIleave my job, what will my wife think of me?
(SUDS 80)

14. A panic attack in public will make me look
foolish, and people will not respect me. (SUDS
100)

15. A panic attack in public will make me look
weak, and no one will follow a weak leader.
(SUDS 100)

16. Once some of my employees see a panic, they
will pass the rumor around to everyone, and all
will be laughing at me behind my back. (SUDS
100)

As aresult of these evaluations, the following formu-
lation of this man’s disorder was hypothesized. Because of
the normal score on the SADS and the elevated score on
the FNE, the presumed potent stimuli for triggering a
panic were primarily cognitive in nature and minimally
affected by the actual reactions of the audience. These
thoughts were hypothesized to begin with an impending
public presentation situation and would be at their extreme
under the following circumstances:

* With more alone time to focus on and rehearse
these thoughts

* Under any set of circumstances that increased self-
focus and triggered self-evaluation thoughts

* When a meeting was delayed and he could con-
tinue to be introspective in the presence of an
audience
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These hypotheses were tested in the office to see if
they could support a functional relationship between these
events and increasing anxiety. First, the patient was in-
structed in hyperventilation; he then hyperventilated
while imagining a rather pleasant beach scene. This pro-
cedure produced the vision narrowing typical of his anxi-
ety pattern as well as heart rate acceleration, but the
psychological intensity of fear and dread did not appear.
Next, he described an upcoming talk (without hyperven-
tilating) and reported his SUDS every minute. The first
description was deliberately constrained to describing the
physical circumstances—the room, time of day, furniture
arrangement, lighting, visual aids, and so forth. Minimal
SUDS elevation occurred.

Next the scene was described again, but with an
emphasis on self-focus (e.g., what he would feel, how his
heart would race, how foolish he would look, how he
would shake). SUDS was significantly elevated for this
imagination. Lastly, the hyperventilation was combined
with this last scene to illustrate how the psychology and
physiology interacted to intensify further his attention to
fear-evoking internal cues. A panic resulted. After calm-
ing him down, scenes were imagined, without hyperven-
tilation, where people walked out of his talk, looked
bored, asked hostile questions, looked at him in a hostile
manner, and were generally unresponsive. None of these
scenes produced much SUDS elevation.

These results were taken as confirmation of the origi-
nal formulation, and an exposure treatment plan was cre-
ated that included significant cognitive factors.

EXPOSURE-BASED TREATMENT

Part of the formulation for this treatment is drawn
from Foa and Kozak’s (1986) model, which describes the
mechanisms through which exposure reduces fear. Both
automatic (unaware) and controlled (aware) cognitive pro-
cesses are involved; in order to maximize the effects of
exposure, the fear structure must be aroused, and then
information inconsistent with the propositions within the
structure must be processed. To facilitate this processing,
eliciting events are designated as CS+ and calming events
are designated as CS—. A mix of CS+ and CS— events
are used to create a manageable SUDS level so that the
attentional narrowing of focus described by Barlow (1988)
and the selective retrieval of memory described by
Bower’s (1981) model are of moderate proportion.

For example, the first exposure session was carried
out at this man’s church. The eliciting event factors of this
meeting included a large audience (CS+), a comfortable
setting (CS —), the presence of his wife (CS—), a group of
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speakers (CS —) control over the order of speakers (CS —),
and a formal presentation with outline and notes (CS+).
Most people in the audience were strangers, and he would
not likely see them again (CS —); a small number of people
were friends whom he would see again (CS+). The audi-
ence had printed copies of the materials to be presented,
allowing a mistake to be easily detected (CS+). The client
had to arrive early and wait for the audience to arrive and
be seated (CS+). He continued to focus on how he would
feel (CS+); he expected that he would have a panic
(CS+). He saw this as a critical test of his ability (CS+).
He was taught to control his speech rate and breathing to
prevent hyperventilation (CS—), to shift his focus from
himself to his audience (CS—), and was told that the
anxiety would dissipate if he stayed long enough (CS—).

This combination of events produced intense anxi-
ety, but not severe anxiety, so that the client was able to
continue to process nonfear-relevant information and
thereby benefit from the exposure. This exposure was
carried out with the following instructions: He should
arrive about 30 minutes ahead of the audience to set up his
materials, making sure that all mechanical equipment
worked (microphones, projectors, etc.) and that he knew
how to control these items. He was to familiarize himself
with the room seating and entrances and exits. (This was
done to move these CS+’s toward CS—’s.) He was to be
the first speaker, which reduced the amount of time for the
CS+ cognitions to operate. Before and during his talk, he
was to focus on his audience and not himself. He was to
use thoughts like the following:

* They are here to learn this new information.

* My job is to pace the talk so that they can under-
stand what I’'m saying; going more slowly will
allow them more time to understand the ideas
better.

* The audience is here to learn from me not to evalu-

ate me per se, but to evaluate the information I’'m

giving them.

I should be looking directly at as many people in

the audience as possible. Some people may not

understand what I’m trying to say, and I’ll be able
to tell that from the expressions on their faces.

* I'may have to slow down or go over a point to make
it clear.

Also, he was told to expect the following pattern of auton-
omic nervous system arousal during his talk:

* A gradual, but consistent increase in arousal as the
time for him to speak approached

* A peak in arousal just before he was to start his
speaking
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* A drop in arousal as he was able to speak

* An increase in arousal as soon as he moved his
attention to self-focus (examples of self-focus in-
clude: “I’m doing pretty well so far. I haven’t had a
panic yet. I hope a panic doesn’t happen now to
spoil this. My hands are shaking, I hope no one
notices.”).

The results of this exposure were very much as pre-
dicted. The client experienced the anticipated arousal
pattern. He found that he could make a panic happen by
changing to a self-focus; he also found that he could
continue his talk even if the panic happened because it
subsided as he changed his focus. Toward the end of his
talk, he moved to self-observation of how well he had done
so far and caused an increase in anxiety.

The aftermath of this exposure changed several
CS+’s. Many physiological cues were weakened, because
the client could make them come and go. The audience
size cues and the self-focus cues were among those weak-
ened. The disruptive cognitions that took over during the
anticipation of speaking were slightly weakened, but more
needed to be done with them. The client felt a significant
sense of accomplishment as a result of this exposure, and
this feeling allowed movement to another more threaten-
ing CS+: his work setting. The work-setting plan in-
cluded several of the meetings that he chaired as a part of
his usual job responsibilities. Some of the dialogue from
this session went as follows.

THERAPIST: We now need to expand the number of
meetings that you can attend, and we eventually want
you to go back to the administrative meetings where the
worst panics happened. It will be more effective if we
start with more comfortable meetings first. Would you
look over your schedule for this upcoming week for
meetings where we can start?

PaTiENT: I’ve four meetings scheduled with week, and
there are two meetings which I need to structure and
start. These two meetings do not now exist, but I am
going to need one to handle issues of employee safety
and one to handle phase-in of this new equipment. I'm
going to have to set the purpose and format of these
meetings and decide who should attend. The memos
have been sitting on my desk for over a month now. I
can’t see myself ever being able to make those meetings
work, and if these don’t work I’m not going to succeed
as a manager.

THERAPIST: OK, that’s fine. I am glad that we have
plenty to choose from. Right now, let’s not worry about
the two meetings you have to start; let’s choose from the
ones that are ongoing. Can we look at those in more
detail?
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PaTIENT: Two meetings involve routine reports from
several of us. The setting is pretty informal. We go
around the table and summarize progress on our various
activities for the last week and highlight where any of us
has a major problem. The other two involve people that
I have worked with for a long time who know and
respect me.

THERAPIST: Let’s start with the last two meetings that
you described. How likely do you think a panic is
within these two contexts?

PaTient: I feel very safe with these two groups. I can
relax and really be myself, and I can even joke and
enjoy the situation.

THERAPIST: OK. Can we start with these two meetings?
What I'd like you to do is use the covert rehearsal
technique that we learned before. Remember what this
is?

PaTiENT: Ithink so. That’s where I first brainstorm about
what I want to cover in the meeting. Then I organize
these ideas into an outline and memorize the outline.
The outline serves as my guide through the meeting to
tell me where I want to go.

THERAPIST: That’s right. You should rehearse that out-
line just before your meeting so that it is easily recalled,
even if you get nervous. With these two meetings, I’d
like you to announce your outline to your audience
before you start. I would like you to stop talking—that
is, pause—for a long time between each major part of
your talk. During that pause, I want you to recall and
rehearse your outline again, just so you keep your
bearings.

PaTiENT: That’s just like what we did in our practices
here, right? It was easy here, but if I pause for that long
in front of these people, they’ll think I am nervous, that
I’ve lost my place and that I can’t do this job. I think I
can do the rehearsal all right, but I'm not so sure about
the pauses.

THERAPIST: Well (long pause), that could happen and
people might think those things about you. By the way
did you notice that long pause when I started?

PaTIENT: No, not really. I just thought you were think-
ing. I didn’t pay much attention to it. But in front of an
audience, this will be different.

THERAPIST: Let’s have you try it here. Just a short pause
and then go on. Can we use the presentation you did last
week at church?

Once again, these various meetings contained a mix-
ture of CS+ and CS— cues. A gradually increasing mix-
ture of these was again employed to increase the SUDS
level. Exposure to 10 meetings in the course of two weeks
produced a strong and reliable habituation of anxiety
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within two minutes of the onset of a presentation. On one
occasion the client deliberately tried to induce a panic, but
this proved unsuccessful. Results of these exposures on
cognitions included change in the expectations that a
panic would go on forever and that he could not function
when the anxiety struck. He now knew that the anxiety
would stop after a short period of time, and he knew that
he could continue to function with the anxiety.

More important, however, was what did not change.
He was still very concerned about the appearance of being
weak and foolish in front of his subordinates. Since this
fear appeared to be a core belief in the fear structure and
the one that was perceived by him as most damaging to his
perception of himself and to his self-perceived ability to
be a successful manager, any public presentation was still
viewed as a necessary danger, but a danger nonetheless.
Unless this perceived danger changed, he would be prone
to anticipatory anxiety and to possible relapse.

THERAPIST: How did the last series of meetings go?

PaTIENT: Pretty well, actually. Each one seems to build
on the one before. As I do one and the anxiety melts
away, my self-esteem goes up. The last few meetings
were even fun. I found myself joking a little with
people. But you know that when it really comes down to
it, I really don’t know what to say. I have to be careful
that I say the right things, otherwise people will know
that I don’t have much to say. Especially around work, I
could look like I am not knowledgeable, and people
won’t respect me.

THERAPIST: Let’s see if I really understand this. Each
idea has to be carefully weighed to make sure it’s OK to
say. So you have to think everything through before you
say it, and then you discard most of it because you find
that most of the ideas are foolish. Is that right?

PATIENT:  Yes, that’s what I do. That’s why pauses are so
uncomfortable. I just discarded something and now I'm
left with nothing to say, so I look foolish. So if I say
what I think I'll look foolish, and if I’'m quiet I’ll look
foolish. That’s when I panic.

THERAPIST: Each sentence must pass some pretty rig-
orous screening before you can say it, then. I’ll bet that
you often don’t pay attention to what others are saying
because you’re so busy screening your thoughts. It
seems too risky to you to just say what’s on your mind.

PaTiENT:  Unless it’s business or the other people learn
something from me, what I think is not important.

THERAPIST: I guess that means that you could not say an
idea that was only partially thought through. That
would make you look too foolish.

PATIENT: Yes, and I couldn’t do that in front of these
groups.
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The approach toward changing this core concept was
twofold. First, he was told to observe other managers for
signs of anxiety when they had to talk.

THERAPIST:  So let me get this idea straight. If you show
signs of nervousness or if say things that are not com-
pletely thought out, then people will lose respect for
you. Is that right?

PATIENT:  Yes.

THERAPIST: Is that true for other managers, too? Do
they ever show signs of nervousness or say things that
are not entirely thought out, and do they lose respect?

PaTIENT: I’ve noticed several mangers who seem to be
nervous when they talk, but I still think of them as
effective. They still get the job done. But I wonder what
other people there think of them.

THERAPIST: Well, you don’t think badly of them. Is
there some way we can find out about the reputations of
these nervous managers?

PaTiENT: When I talk to the crews, it is pretty easy to
pick up this kind of information.

THERAPIST: Would you be willing to do this as part of
your assignment for this week? I'd like you to watch the
other managers carefully for nervous behavior, for
pauses in their talks, and for saying things that are not
entirely thought out. Then I’d like you to casually talk
to your crews about these people to see what the crews
think of them.

PaTIENT: I can do that.

Such observation yielded a plethora of positive find-
ings. Significant numbers of these other managers dis-
played quite observable signs of anxiety. Next, the client
was to compare the reputations of these nervous managers
to those who were not nervous. Stage one was accom-
plished by discussion with subordinates about these other
managers’ effectiveness. Results from stage two produced
significant evidence that almost all of these mangers were
considered to be quite capable and effective in spite of
their displayed nervousness. The patient began to con-
clude that his reputation as a good manager did not appear
to hang solely on his display of nervous behaviors.

Having accomplished stage one and stage two, in
vivo exposure was next.

THERAPIST: It seems that other managers are nervous,
and they still have respect. How do you understand
that?

PaTienT: It might be like you said. Maybe other people
don’t pay as much attention to it as I do.

THERAPIST: I think we can move away from the amount
of preparation that you feel you need to remain in
control of the situation. I’d like to propose that we do
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several ad lib talks today in the office. I'm going to
propose a topic that you know something about, but not
alot. Then I’d like you to use the brainstorming, orga-
nizing, and covert rehearsal techniques you’ve learned
earlier to make up your outline. When we first start, I'd
like you to put the outline on the board and then later to
do the outline and keep it in your head. As you are going
through the talk, I’ll signal a pause to you, and I want
you to stop until I signal a start. Are you ready?

PaTienT: 1don’t know a lot about other things. I don’t
know what I'll say.

THERAPIST: Yes, I know that it won’t be expert and the
very last word on the subject, but I’ll bet that you do
have something to contribute anyway.

Patient: OK. How long do I talk?

THERAPIST: The first one about three minutes, and then
we’ll get a little longer later. But let’s not worry about
talking to please the clock. Let’s focus on getting across
the desired information and let the clock take care of
itself.

PaTieEnT: OK.

During this stage, the patient was told to carry out
two of his presentations without the overprepared ap-
proach he has always used. He was encouraged to admit
publicly that he did not know some parts of the operation
and that he required assistance with a particular aspect.
Furthermore, during his presentations, he was to pause
deliberately in his talk in order to gather more thoughts for
his next portion of the presentation. In-session treatment
included a discussion and delineation of exactly how his
reputation would be damaged by a display of “‘emotional
weakness” in one of these public forums. The result of
these discussions revealed that he felt that the only appro-
priate emotion for him to display in public was anger; such
an emotion would not damage his self-perceived reputa-
tion in the eyes of his subordinates. An exploration of the
concept of emotional display revealed that the concept
transcended situations—there were virtually no situations
in which he could display any emotion except anger. Yet,
when asked if he thought his family would think less of
him if he displayed other emotions, such as being fright-
ened or sad, he unequivocally said no.

In another session, the main focus was on the possi-
bility that display of emotion may not be seen by others as
a weakness but as an asset. He, too, was human and had
feelings, pain, and fear like everyone else. He could
understand others feeling fear, pain, and sadness and not
think of them as weak. If others saw these emotions in
him, they would feel more like him and would like him
better and respect him more, rather than less as he
thought.

With this cognitive preparation accomplished and the
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previous, less fearful exposures accomplished with some
SUDS elevation but no panic, the stage was set to move
toward public situations that he perceived as quite dan-
gerous. These situations involved his request for regular
topical meetings with his subordinates. Such a situation
was frightening because he would have made the request
for a meeting and therefore could not back out; he would
have to organize and run the meeting plus set the overall
purpose of the group. Also, the content areas of the meet-
ings were ones where he felt less mastery and could be
shown not to know important information. These expo-
sures were set up in a graduated fashion, moving from one
requested meeting to another only after successful han-
dling of the previous meeting. Results from these expo-
sures were a significant drop in anticipatory anxiety and
little anxiety during the performance part of the meeting.
Even when the audience was aware that he was not a
complete master of the topic, no panic happened.

After these last series of exposures, anxiety and
panic remained very low. Further treatment was not
needed, and a six-week follow-up visit was scheduled; if
the gains made were retained, then a three-month follow-
up would be next.
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Posttraumatic Stress Disorder

Constance V. Dancu and Edna B. Foa

INTRODUCTION

Rape is a traumatic event often followed by emotional
reactions that can severely disrupt daily functioning. The
responses following rape have been labeled post-trau-
matic stress disorder (PTSD), a relatively new diagnostic
entity that was introduced in the DSM-III as an anxiety
disorder (American Psychiatric Association, 1980). In the
revised manual (DSM-III-R; American Psychiatric Asso-
ciation, 1987), the characteristic symptoms of the disorder
were divided into three classes: (a) reexperiencing of the
traumatic event (e.g., nightmares, flashbacks, intense
emotional distress when exposed to reminders of the
trauma); (b) avoidance and numbing (e.g., avoidance of
thoughts and reminders of the trauma, psychogenic amne-
sia, detachment); and (c) increased arousal (e.g., sleep
disturbance, trouble concentrating, hypervigilance, exag-
gerated startle response, physiologic reactivity upon ex-
posure to events that resemble the traumatic event).

In a prospective study, 94% of rape victims met
symptomatic criteria for PTSD shortly after their assault;

Constance V. Dancu and Edna B. Foa ¢ Department of Psy-
chiatry, Center for the Treatment and Study of Anxiety, Medi-
cal College of Pennsylvania/EPPI, Philadelphia, Pennsylvania
19129.
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three months after the assault, 47% still manifested the
disorder (Rothbaum, Foa, Murdock, Riggs, & Walsh, in
press). In a study investigating lifetime prevalence of
crime, 16.5% of rape victims had PTSD an average of 17
years after their assault (Kilpatrick, Saunders, Veronen,
Best, & Von, 1987). It has been estimated that approx-
imately 25% of American women will experience rape at
some point in their lifetime (Koss, 1983). The high inci-
dence of rape and high percentage of rape victims who
develop chronic PTSD point to the urgent need for devel-
opment of effective therapeutic procedures.

Two treatment programs, stress inoculation training
(SIT) and exposure treatment, have been studied. The SIT
program aims at teaching rape victims to manage fear and
anxiety via a variety of coping skills. Several studies have
found this program effective in alleviating target symp-
toms such as anxiety and PTSD (Foa, Rothbaum, Riggs,
& Murdock, 1991; Resick, Jordan, Girelli, Hutter, &
Marhoefer-Dvorak, 1988; Veronen & Kilpatrick, 1982).
Exposure treatment, which includes reliving the traumatic
experience and confronting reminders of the trauma, has
also been found effective in reducing PTSD symptoms
following combat (Fairbank & Keane, 1982; Johnson,
Gilmore, & Shenoy, 1982; Keane, Fairbank, Caddell, &
Zimering, 1989; Keane & Kaloupek, 1982), accidents
(McCaffrey & Fairbank, 1985; Muse, 1986), and rape
(Foa et al., 1991). Whereas SIT focuses on training in
coping skills to manage anxiety, exposure procedures
involve repeated prolonged confrontation with the fear
stimuli in order to facilitate habituation of anxiety and
modify cognitive appraisal of the feared situations.
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BACKGROUND INFORMATION

Martha was a 19-year-old, single Caucasian woman
with a middle-class background. One year prior to her
participation in a PTSD treatment study, she was raped
and shot by a young black male. The assailant followed
Martha to a parking lot, forced her into the car by holding
a gun to her head, threatened to kill her if she struggled or
made any noise, and ordered her to drive to a secluded
area by a lake, where he raped her (both orally and
vaginally) in the car. He then ordered Martha out of the
car, shot her in the back, and threw her into the lake.
Immediately after he left, Martha crawled out of the lake
and was later found near the road. She was seriously
wounded and remained hospitalized for two weeks. The
assailant was arrested, found guilty, and was incarcerated.

After the assault, Martha experienced significant dis-
ruption in all aspects of her life. She withdrew her plans to
attend college. She also started a job from which she
resigned a month later due to her extreme difficulty in
concentrating and her severe panic reactions. One week
after she left the hospital, Martha started to drink heavily
when with friends. She attributed this excessive intake of
alcohol to the extreme discomfort she experienced around
peers who knew about the rape. Within seven months after
the rape, Martha was involved in two car accidents, one
while driving under the influence of alcohol and the other
as a passenger. These accidents intensified Martha’s post-
rape reactions, and she ceased to engage in any activity by
herself, spending the days at home with her mother and the
nights with her boyfriend. Because of Martha’s increased
dependency on her mother, their relationship became
strained and was characterized by frequent arguments.

Martha was first diagnosed and evaluated to deter-
mine initial level of pathology using the assessment proce-
dure outlined in the appendix at the end of this chapter.
She then participated in a treatment study comparing
stress inoculation training (SIT) and prolonged exposure
(PE). Clients in this study were assigned randomly to a
treatment condition; however, as part of the study proto-
col, those who received treatment and did not improve
satisfactorily (or who relapsed) were offered the other
treatment. This practice was based on the view that indi-
viduals differ with respect to how much they will gain
from each treatment and that those who failed to improve
with one treatment might gain from the other. Specifically,
we think that women who suffer from intense arousal
would benefit more from SIT, which focuses on teaching
anxiety management techniques. On the other hand,
women who have severe symptoms of reexperiencing and
avoidance will benefit more from prolonged exposure.
Martha was first treated with the SIT program and showed
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considerable improvement, but relapsed two months later
and therefore was offered exposure treatment.

INITIAL PSYCHOPATHOLOGY

According to the Structured Clinical Interview for
DSM-III-R (SCID I and II; Spitzer, Williams, Gibbon, &
First, 1989), Martha met criteria for PTSD, panic disorder
with agoraphobia, and alcohol dependency in remission.
There was no evidence of psychopathology prior to the
rape. Symptoms of PTSD included nightmares, flash-
backs, fears of being alone, and intrusive thoughts about
the assault. Martha reported attempts to avoid thinking
about the assault and about situations that reminded her of
it, difficulty getting motivated to engage in daily activ-
ities, and feelings of detachment from others. She also
complained of sleep problems, difficulty concentrating,
exaggerated startle response, and hyperalertness. Mar-
tha’s scores on the self-report measures are reported in
Table 7-1.

The pretreatment assessment indicated marked de-
pression (BDI) and anxiety (STAI). The elevated scores on
the State-Anger Scale suggested that Martha also experi-
enced intense anger. Initial scores on the RAST indicated
severe rape-related fears (e.g., parking lots, being alone in
the car, people behind her, strangers) and elevated general
psychopathology (e.g., low energy, trouble sleeping, feel-
ings of worthlessness, spells of terror or panic). Finally,
the SAS overall assessment score corroborated Martha’s
reports of significant disruption in all aspects of her daily
functioning.

TREATMENT

Stress Inoculation Treatment (SIT)

This treatment program was adapted from Veronen
and Kilpatrick (1983), with the exception that no instruc-
tions for in vivo exposure to feared situations were given.
Treatment consisted of nine biweekly 90-minute sessions
conducted by Constance V. Dancu. The first two sessions
were devoted to gathering information about the rape and
providing an explanation of treatment, including educa-
tion about the nature of fear and anxiety. In the remaining
seven sessions, Martha was taught anxiety management
skills. These included muscle relaxation, breathing con-
trol, thought stopping, cognitive restructuring, guided
self-dialogue, covert modeling, and role-playing. Each
session began with a 10-minute review of homework as-
signments. A new coping skill was then taught, using a
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TABLE 7-1 Psychopathology Measures
Initial evaluation Post-SIT 2 Mos. Post-SIT (Preexposure) 2 Mos. Post-PE
PTSD measures
PTSD severity 33 4 33 3
Avoidance symptoms 13 0 10 0
Intrusion symptoms 8 2 5 1
Arousal symptoms 12 2 18 2
General Psychopathology Measures
SAS overall 4 1 5 1
RAST 210 69 150 51
STAI-State 58 36 71 33
STAI-Trait 52 39 43 40
BDI 26 6 36 6
STAXI-State 27 11 34 10
STAXI-Trait 19 21 20 19

nonassault-related situation first, followed by an assault-
related situation.*

Session 1

During the first session, Martha described the entire
assault and the painful feelings connected with this mem-
ory but did not show overt distress. She related the se-
quence of the rape as if she was telling a story about
another person:

The whole time he was raping me I had the thought he was
gonna shoot me up there . . . inside me . . . cause he’s so
sick. . . . After he raped and shot me he still came after
me. . . . Luckily he didn’t come in the water, but he was
throwing rocks at my head. . . . Afterward when I was
lying in the road . . . I could tell my body was dying.

Session 1 was terminated with breathing exercises
aimed at decreasing anxiety that may have been elicited by
questions during the interview.

Session 2

In the second session, the treatment method was
described to Martha, a rationale for treatment was given,
and a verbal and written explanation for the origin of fear
and anxiety was presented. Fear and anxiety were de-
scribed as normal, learned responses that can occur in
three channels—behavioral, cognitive, and physical. To
illustrate this point, Martha was asked to relate a recent
situation in which she became anxious and to describe her
responses. She related the following event:

*Treatment manuals can be obtained from the authors by a
written request.

Last night I heard a noise outside my window, and I
thought somebody was standing out there with a gun
getting ready to shoot me . . . my heart started pounding
. . . Ithought, someone is out there, and they are going to
kill me . . . this time they are not going to miss . . . I
couldn’t move.

This example was used in the session to illustrate that
fear responses occur in stages. Martha was told that she
would learn in treatment to identify the early indications
of fear and to utilize coping skills to control her anxiety
before it became unmanageable.

Session 3

Martha was taught deep muscle relaxation and
breathing control to aid her in managing fear and anxiety
expressed through the physical channel. The Jacobson
(1938) tension-relaxation contrast training was used to
teach muscle relaxation. This training included all major
muscle groups; verbatim instructions for relaxation train-
ing were drawn from Goldfried and Davidson (1976).
Martha was instructed to practice relaxation twice daily
between sessions, which she found to be very helpful in
reducing her daily tension. She also utilized the breathing
control exercises in several situations that reminded her of
the rape.

Session 4

The relaxation training continued in the first part of
the session. Thereafter, thought stopping (Wolpe, 1958)
was introduced in order to teach Martha how to control her
intrusive thoughts, which characterize PTSD sufferers.
Martha was asked to close her eyes and generate the
distressing thought and indicate when that thought was
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clear in her mind by raising her index finger. The therapist
then shouted loudly, “Stop.” Martha, like most clients,
startled in response to the unexpected loud voice, and the
distressing thought disappeared. It is important to point
out to the patient that the “stop” exercises demonstrate
the ability to control intrusive thoughts. Next, Martha was
asked to shout “stop” after generating the intrusive
thought, followed by producing the thought and then
silently verbalizing the word stop. Finally, she was asked
to imagine a pleasant scene after the silent verbalization
of the word stop. Martha was instructed to practice this
procedure 10 times each day and to use it each time she
had a distressing thought. For example, when Martha
was shopping in the mall with her mother, she reported
being extremely upset by people walking behind her and
by men glancing at her. Her ruminative thinking was as
follows:

That guy is lookingatme . . . He is going torape me . . .
I’'m a likely candidate for something to happen . . .
Everyone wants to hurt someone, and I’d be the someone
they’d pick . . . I'm going to die young and in some
violent way.

Martha was instructed to use the thought-stopping tech-
niques when such thoughts came to her consciousness.

Another example comes from Martha’s attitude
about attending a trade school. She reported apprehension
about the prospect of interacting with other students and
having troublesome thoughts about how she would per-
form academically (e.g., “I’'m going to mess it all up”).
Martha’s homework assignment was to use thought stop-
ping after generating the thought “I’m going to die
young” and “I’m going to mess up.”

Session 5

The treatment goal in session 5 was to teach Martha
to identify and modify irrational trauma-related beliefs
that caused intense anxiety. To this end, the ABC method
(Beck, Rush, Shaw, & Emery, 1979; Ellis & Harper, 1961)
was introduced. First, the therapist presents an example
that demonstrates how an event (e.g., hearing a loud noise
in the next room) can lead to totally different responses
(intense fear and leaving the house versus mild annoyance
and entering the room) depending on one’s interpretation
(“There’s a burglar in my house; I’m in danger” versus
“What did the cat get into now?”).

The instructions for cognitive restructuring are:

1. Write down the antecedent (A) and consequences
©).

2. Generate the belief (B) in order to establish the
automatic assumption.
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3. Question the reality of the assumption under B:
Weigh the evidence for and against the assump-
tion as in a court of law.
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