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Preface

Psychotherapy and counseling are ever evolving. The dominant methods of practice
during each era have been challenged by both the development of new variations on
that method and the remarkably different ways of seeing the nature and treatment
of human problems. Some of the most prominent therapies of a generation ago are
no longer widely practiced, while other theories and methods have developed and
become well established.

And yet, from another equally valid vantage point, psychotherapy and counseling can
also be viewed as a continuous course of development over the past century. A number of
broad core viewpoints (such as psychoanalytic, cognitive, experiential, and behavioral)
about the nature of human beings, the nature of human problems, and how to help clients
have developed and attained recognition as core schools of treatment. Furthermore, over
the past quarter century, the proponents of these methods have tended more and more
to be in a dialogue with one another, leading to a widespread movement toward integra-
tive and eclectic psychotherapy and counseling that crosses the boundaries of traditional
schools of practice. Most psychotherapists and counselors today describe themselves
as integrative/eclectic in their methods of practice, and even those who practice within
schools of treatment increasingly include elements from other schools in their approaches.
As readily can de seen in reading the chapters in this volume, differences across therapists
can be considerable, but many of the same elements appear across theories and some,
such as critical attention to the therapeutic alliance, transcend all methods.

This book discusses the theories and methods of psychotherapy and counseling that are
most prominent in practice today. Each chapter presents a particular theory and its related
approach to practice. The approaches chosen reflect the methods currently most widely
chosen by psychotherapists and counselors as well as those that are most prominently
taught in training programs and those more recently developed treatments that are gain-
ing greatest attention. Because this book was built from the ground up based on today’s
methods of practice, its Contents looks a bit different from earlier books treating this
topic. Some methods such as mindfulness-based, postmodern, and feminist treatments are
represented here whereas they are not represented in other volumes of this kind, while
some older, now less widely practiced, methods such as psychodrama are not included.
Moreover, this book includes three chapters dealing with variations of integrative/eclectic
practice, presenting the various directions of this movement.

The authors of the chapters in this volume have been selected to represent twenty-first
century views of the various theories of practice. Each set of authors includes at least one
(and sometimes more than one) prominent expert in the school of practice covered in the
chapter. Each set of authors brings the vantage point gained from many years of experi-
ence with those methods. Each set of authors also has been involved in the development
of a specific variant of the approach, which is described in the latter part of the chapter
along with a case example illustrating that method.

vii



viii  Preface

My hope is that this volume conveys the sense of breadth and excitement in the
fields of psychotherapy and counseling today. | also hope the ideas and resources in this
book can serve as the launching point for more in-depth examination of those ideas and
methods that are of greatest interest to the reader.
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My thanks to Patricia Rossi at John Wiley and Sons for suggesting the idea for this book
and helping with it at each step along the way toward publication. Further thanks to Isabel
Pratt at John Wiley and Sons and to Jennifer Nastasi and Désirée \Wagener at the Family
Institute at Northwestern, who assisted with the preparation of the manuscript.



Chapter 1

INTRODUCTION

Jay L. Lebow

The field of psychotherapy and counseling is continuously evolving. Approaches to treat-
ment change in the wake of the addition of new information, opportunities to test the impact
of treatments over time, and the zeitgeist of the place and time where psychotherapy/
counseling is practiced. The time has long passed when one method, psychoanalytic psy-
chotherapy as described by Freud (Freud, 1966), dominated the scene. Even during Freud’s
era, Jung (1935), Adler (Adler, Glueck, & Lind, 2006), and several other analysts offered
competing visions of the core aspects of personality and psychopathology and the conduct
of treatment. There has been an explosion in the number of psychotherapies over the past
few decades with that number now reaching more than 1,000 different named therapies
(Garfield, 2006). Moreover, although some of these treatments are only slight variations
of others, many approaches have their foundations in an array of diverse philosophies con-
cerned with the understanding of personality, ethical questions (e.g., how to live life well),
and notions of how to most helpfully improve problems in living and psychopathology.

DEFINING PSYCHOTHERAPY

Orlinsky and Howard (1987) define psychotherapy as “(1) a relation among persons,
engaged in by (2) one or more individuals defined as needing special assistance to (3)
improve their functioning as persons, together with (4) one or more individuals defined
as able to render such help.” That is, psychotherapy (and the closely related activity of
counseling) essentially consists of a socially constructed relationship in which one person
(with the appropriate credentials and training) is seen as able to help others through the
process of relating with that person or persons. The form and content of that relating can
and does vary enormously.

GOALS OF PSYCHOTHERAPY

Psychotherapy and counseling are complex activities because both typically focus on the
alleviation of symptoms and psychological disorders and on individual growth and goal
attainment. Furthermore, psychotherapies and methods of counseling encompass working
with a range of process goals (e.g., improving insight, cognitions, or the client’s behav-
ioral repertoire) that are seen as crucial in achieving the ultimate goals of treatment. A
consideration of the field is further complicated because different treatments aim toward
these respective process and ultimate goals to different extents, although almost all treat-
ments make some claim to help attain each set of ultimate goals.
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In considering the variety of treatment models in books of this kind, we are left with
many difficult and complicated questions, such as:

How do we compare treatments such as behavior therapies that almost entirely
focus on change in behavior as both the process and ultimate goals of treatment with
treatments (e.g., experiential psychotherapies) that primarily aim to deepen client
experience?

How do we compare the outcomes sought in a psychoanalytic treatment that are
focused on increasing individual understanding with those of mindfulness therapies
that aim to increase the ability to defocus from problems?

How do we compare the outcomes of individually oriented treatments that focus
exclusively on change in the individual with family treatments that prioritize family
change?

These sorts of questions are widely debated by authors committed to diverse posi-
tions about what works best and about how psychotherapy/counseling can best benefit
clients.

VIEWS OF HOW TO LIVE LIFE

Questions as to what constitutes the life best worth living have been discussed at least
since the time of Aristotle and competing visions have evolved. Originally, these discus-
sions were the province of philosophy and religion, but in the past century, such issues
concerned with the best and most effective way to live have come to occupy a central
place in psychotherapy and counseling. As Messer (Messer & Winokur, 1980, 1984, 1986)
has highlighted, therapies differ considerably in their core view of human existence. Some
psychotherapies feature a basically optimistic view of life. (Messer describes these in
the tradition of literature as comedic.) Treatments such as cognitive-behavioral therapies
and experiential therapies see hard work and personal improvements as leading to good
outcomes if the client participates as prescribed. Other treatments have a more tragic
focus. Freud (1966) viewed the result of psychoanalysis as coming to terms with the limita-
tions imposed by the world and envisioned a world filled with trouble. Existential therapists
and most psychoanalytic therapists have shared a similar vision.

CORE DETERMINANTS OF HUMAN EXPERIENCE

Beyond implying a world vision, there also are ideas at the core of most therapy
approaches that specify which aspects of human experience are most important and cru-
cial to address in treatment. The schools of psychotherapy summarized in the chapters in
this book vary considerably in their core view of human personality and social psychology
and in how to be most helpful. Is it best to be fully in touch with our emotions as experi-
ential therapists suggest, or to maintain a stoic view of the world that highlights using the
human cognitive capacity to keep emotion under control as in cognitive therapy? How
important is it to gain insight versus achieve behavior change? Is it best for clients to see
themselves as separate individuals or as connected to families and larger social systems?
Where theories stand with regard to such questions to a great extent shapes the focus of
intervention.
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TREATMENT OF DISORDERS AND DIFFICULTIES

If one thread in psychotherapy is concerned with how to live, another is concerned with
improving individual functioning so that problems in living are alleviated. In the past few
decades, more and more specific therapies have been developed to reach the ultimate goal
for treatment of reducing specific sets of dysfunctional behaviors and increasing func-
tional ones.

There are actually two variants of such approaches:

1. Treatments that center on building competencies and overcoming difficulties; that
is, they aim to change behavior patterns.

2. Treatments that specifically aim to impact on the disorders catalogued in the Diag-
nostic and Statistical Manual of Mental Disorders (DSM) published by the American
Psychiatric Association (First, France, & Pincus, 2004).

The aim of this latter group of treatments, which incorporate the medical model of dis-
order at the foundation of DSM, to reduce or eliminate psychopathology. From the time of
Freud, it has been clear that psychotherapy was one method for alleviating the sorts
of disorders catalogued in the DSM (and for some time, the only available; in the past
50 years, medications have also been readily available). Recently, there have been numer-
ous treatments developed with such a specific syndrome focus that have been empirically
tested and demonstrated to be effective in treating the designated disorder and labeled as
empirically supported treatments (ESTs). Although ESTs clearly work (they have been
demonstrated to do so), they have been highly controversial in the field of psychother-
apy. There is considerable debate about whether the movement to specific evidence based
treatments for specific DSM disorders is a positive or negative change in the world of
psychotherapy (see the discussion in Chapter 14 in this book for one side of this argument
and Chapter 13 for the other).

SCHOOLS OF PSYCHOTHERAPY

The chapters in this book each describe a broad school of psychotherapy. Most of
these theoretical approaches have been in existence for many years and each has many
variations.

The behavioral approach described in Chapter 2 builds on the traditions derived from
Pavlov and Skinner of classical and operant conditioning, accentuating the building of
behavioral skills along with processes of learning. In this approach, rather than there
being various branches in this school of treatment, there is essentially one behavioral
technology applied in different ways to a variety of presenting situations and problems.

The cognitive approaches described in Chapter 3 prioritize thoughts, theorizing that
thoughts come before and affect emotions. The most prominent methods in this school
of approach, such as Beck’s cognitive therapy (Beck, 1976) or Ellis’s rational emotive
therapy (Ellis, 1962), examine thoughts for logical errors and look to enable more sensi-
ble and balanced thinking.

Behavior therapy and cognitive therapy derive from quite different traditions in
the fields of psychology and psychotherapy, respectively accentuating behavior and
thoughts as the central focus in the change process. Given the vast difference in the
roots of these methods, the behavioral and cognitive methods are presented in this book
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in separate chapters. However, it should be highlighted that the integration of cognitive
and behavioral approaches into cognitive-behavioral treatment is almost complete
among the psychotherapists who practice these methods so that few therapists today uti-
lize behavioral interventions without cognitive ones or cognitive interventions without
behavioral ones.

The experiential approaches described in Chapter 4 prioritize the role of emotion
in human functioning. Experiential strategies focus on becoming more in touch with
emotions and learning to express clearly those emotions so as to free the client from the
residue of a stuck emotional life.

Mindfulness treatments, such as that of Kabat-Zinn (2003), described in Chapter 5
emanate from a much different tradition, that of Eastern philosophy, most prominently,
Zen Buddhism. These approaches accentuate freeing of the self from the distractions
imposed by daily life. Strikingly, perhaps because of the shared utilization of relaxation
techniques or the latent focus in these methods on training the brain, mindfulness tech-
niques now also are often included in the cognitive-behavioral treatment repertoire. In
Chapter 5, the authors describe two treatments that mix cognitive-behavioral and Eastern
traditions that draw heavily on mindfulness, Linehan’s dialectical behavior therapy
(Linehan, Cochran, & Kehrer, 2001), and Hayes’s (2004) acceptance and commitment
therapy.

Narrative and postmodern therapies, such as the narrative treatment (White & Epston,
1989) described in Chapter 6, apply the postmodern ideology to psychotherapy. These
approaches typically assume a position at a meta level to the therapy experience and
remove the privileged position typically associated with therapist. Instead, each individ-
ual in the therapeutic dyad is viewed as having an equally important narrative. The goal
of treatment therefore becomes to engage in conversation rather than strategies to work to
promote change. Many of the postmodern therapies also accentuate the politics of freeing
treatment from the social-cultural prejudices that are prevalent in the larger society.

Psychoanalytic therapies, including psychoanalysis and the many variants that fol-
lowed from the work of Freud, described in Chapter 7, accentuate the internal process
occurring within individuals and most especially the conflicts within individuals. These
also are treatments that accentuate transferences, the carryovers from earlier relationships
that appear in the relationship between client and therapist, and the value of insight as a
vehicle for change.

The existential approach, including the methods of Yalom and Yalom (1998) described
in Chapter 8, derives from existential philosophy. The accent here is on fully experiencing
the meaning of being in the world, especially a world in which wars and death are reali-
ties. The existential approach aims for living in the moment and accentuating a profound
search for meaning in existence.

Feminist approaches described in Chapter 9 assume a much different perspective.
These approaches do not privilege one particular way of seeing personality or psycho-
pathology or a particular strategy for promoting change. Instead, these approaches center
on the belief that whatever the method chosen for intervention, therapy must actively pro-
mote an understanding of gender and the often-unstated beliefs that emerge in treatment
having to do with gender bias as well as equality of the sexes. Chapter 9 also describes
the parallel position of therapies fully grounded in the client’s culture. Because under-
standings of the impact of gender and culture are crucial not only to feminist- and culture-
based treatments but also to all twenty-first century treatment, each chapter in this volume
includes some discussion of gender and culture in relation to the particular approach to
treatment.
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Couple and family therapies, such as structural family therapy (Minuchin, 1974)
described in Chapter 10, focus not on the treatment of the individual but on the system.
From the systemic perspective, individual behavior is viewed as nested in the exchanges
between individuals. There are numerous forms of couple and family therapy, most of
which integrate a systems viewpoint with one of the theories already discussed in this
chapter. Couple and family therapy is both a set of specific ways for working with couple
and family problems, such as distressed marriages, and a view that accentuates the impor-
tance of the family system broadly in individual life.

Group therapy, such as the interpersonal method (Yalom & Leszcz, 2005) described in
Chapter 11, like family therapy, has numerous variations derived from combining theories
and methods of group practice with each of the traditions described earlier in this sec-
tion. What brings these approaches together is the use of a group to deliver the treatment,
adding a number of special group therapy curative factors such as group cohesion to the
impact of treatment, as well as building on the additional cost-effectiveness compared to
individual therapy of these methods.

Finally, many of today’s therapies are becoming more and more integrative and eclec-
tic, bridging the earlier distinctions between theories and strategies of intervention. There
now are many of these integrative/eclectic treatments. As theories assimilate interventions
and methods from other treatments (Lazarus & Messer, 1991), it becomes harder and
harder today to find a pure form of therapy that has not in part been influenced by other
therapies (in this book, some footprints of other schools of therapy typically are seen in
the detailed descriptions provided in each chapter of one of today’ specific approaches
within each broad school of practice). Three chapters of this book are devoted to varia-
tions of integrative/eclectic methods. Chapter 12 presents an overview of the integrative/
eclectic field as well as describing approaches that fully attempt to integrate treatment
approaches. Chapter 13 describes the philosophy of what is called technical eclecticism
consisting of choosing the best specific treatment(s) for a problem, highlighting multimodal
therapy (Lazarus, 1989). Chapter 14 describes approaches that accentuate the common
factors that are essential in all good treatment, and today, sometimes are fully the focus
of therapy. The presence of these three chapters reflects the increasing movement of the
psychotherapy/counseling toward integrative/eclectic practice.

FOCUS OF THIS BOOK

The focus of this book is on the most popular and widely practiced methods in psycho-
therapy today. In considering the approaches in this book, you may notice that its content
differs some from the content of earlier books treating this topic. Although the psycho-
therapy of today incorporates the insights of previous generation of treatments, some
of the treatments that were most popular a generation ago are now rarely practiced and
other treatments such as mindfulness-based, postmodern, and feminist approaches have
grown exponentially. Therefore, mindfulness and narrative treatments are covered in this
book, whereas other once-popular approaches such as the Adlerian approach (Adler, 1989)
and Morena’s psychodrama (YYalom, 1985) are not. (Some of these now less-widely prac-
ticed approaches continue to have powerful legacies, such as Adler’s influence on today’s
cognitive therapies or Moreno’s influence on group therapy.) This book also emphasizes
those variants of schools of approach that are most prominent today, so that some
of the forms of the older schools covered (e.g., in the psychoanalytic and experiential
approaches) also vary from the particular forms emphasized in older books (a section of
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each chapter places current methods of practice in its historical context). The goal has
been to make this a twenty-first century book of psychotherapies—one that is about treat-
ments that have emerged as prominent today and that are likely to stay prominent over the
first half of the century.

Given the importance of evidence for treatments that is part of accountability of thera-
pies and therapists/counselors in the twenty-first century, the status of evidence for each
treatment is also highlighted. Although the field of psychotherapy research has certainly not
reached the point that established treatments are left behind simply because they have
not as yet been studied to establish their effectiveness, such evidence is now more important
than before.

A word as well about what is not covered in this book. This book is about theories
of psychotherapy, strategies of change, and intervention techniques. It does not describe
(except perhaps in Chapter 14 on common factors) the personal characteristics that make
up a good therapist, even though psychotherapy research clearly indicates that such fac-
tors are at least as important as theory and technique (Lambert & Hill, 1994). It also does
not describe how to train therapists; the nuances of how to conduct specific intervention
strategies and techniques; or how to carry out treatment in various treatment settings; nor
does it speak much to differences in technique in the treatment of adults, adolescents,
or children. Its emphasis is on theory and technique, and most especially on providing
an overview of today’s best and most widely practiced psychotherapies. The reader is
referred to the numerous additional resources suggested in each chapter for further exami-
nation of such topics and to learn more about each of the specific theories. The best use of
this book is as a launching point for further exploration.

Each author was asked to utilize the same foundational outline for their chapter.
Although the headings may vary across the chapters, the core information needed to
understand each treatment model is admirably covered. Each chapter includes both an
overview of the territory of the school of practice and a section in which one specific
approach in the overall school of approach (usually the one with which the authors are
associated) is more thoroughly explained. Each chapter also includes a Case Illustration
that indicates how that specific method is practiced in real-life treatment settings.
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Chapter 2

BEHAVIOR THERAPY

Richard E. Zinbarg and James W. Griffith

The central defining feature of behavior therapy is that it involves the application of the
laws of learning theory to the modification of problematic behavior. At the time that
behavior therapy was first beginning to gain momentum, another aspect that distinguished
it from the prevailing Freudian school of therapy was the recognition of the need to distin-
guish etiological factors from maintaining ones. This distinction no longer can be claimed
as being unique to behavior therapy because it is also central to cognitive therapy; how-
ever, this distinction still lies at the heart of behavior therapy. We wish to emphasize
from the outset that behavior therapy has (not surprisingly) evolved significantly since its
inception. Perhaps one of the two most fundamental ways in which behavior therapy has
changed is its integration with cognitive therapy such that these days there are probably
many more therapists who identify themselves as cognitive-behaviorists (as we do) than
behaviorists. The other most fundamental change is that there is more recognition now of
the importance of the therapeutic relationship than there was in the beginning.

Whereas contemporary cognitive-behavioral therapy (CBT) almost always combines
the behavioral and cognitive traditions, this chapter focuses on the behavioral tradition.
Chapter 3 by Scott Kellogg and Jeffrey Young provides an overview of the cognitive tra-
dition. Similarly, Arnold Lazarus, one of the pioneers of the integration of the behavioral
and cognitive traditions, writes about multimodal therapy, his approach to CBT, in
Chapter 13.

THEORETICAL CONCEPTS OF BEHAVIOR THERAPY

Key theoretical concepts in behavior therapy are classical conditioning, instrumental con-
ditioning, generalization, extinction, and functional assessment. Behavior therapy also
gave rise to a key methodological concept: the single case design in psychotherapy.
Classical conditioning is the learning that occurs when two stimuli are presented in
close temporal proximity and with some degree of contingency or correlation between
them. A form of classical conditioning that is particularly important for behavior therapy
occurs when the first of these stimuli (the conditioned stimulus) is affectively neutral
prior to being paired with the second (the unconditioned stimulus), whereas the second
already has some emotional valence for the individual and elicits some form of response
(the unconditioned response) indicative of this valence. In this case, the contingency
between the conditioned stimulus and the unconditioned stimulus typically leads to the
conditional stimulus acquiring at least some of the emotional valence of the uncondi-
tioned stimulus and the capacity to elicit a response (the conditioned emotional response).
The conditioned emotional response sometimes resembles the unconditioned response,
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but does not necessarily need to do so and often does not. As discussed in more detail
later, Pavlov (1927) is often credited with being the father of the modern study of classical
conditioning, and Watson (1994/1913) and his student Mary Cover Jones (1924) are usu-
ally credited for pioneering the application of classical conditioning to the understanding
and remediation of problem behaviors in humans.

Instrumental conditioning is the learning that occurs when a response (the instrumental
response) is consistently followed by either a positive or a negative consequence (the rein-
forcer). As stated in Thorndike’s (1927) law of effect, the tendency to emit a behavior
that is followed by positive consequences will strengthen a response, whereas the ten-
dency to emit a behavior that is followed by negative consequences will typically weaken
a response. Often, the very same behavior that is rewarded in one situation will not be
rewarded in a different situation. The cues that help to signal when the different contin-
gencies involving a given response are in effect are called discriminative stimuli because
they help the individual discriminate when the different contingencies are in effect. Thus,
discriminative stimuli that signal that a given response will be rewarded are called reward
cues and elicit hope; those that signal a response will be punished are called passive
avoidance cues and elicit anxiety; those that signal that a response will lead to the omis-
sion of an otherwise expected reward are called omission cues and elicit frustration; and
those that signal that a response will lead to the omission of an otherwise expected pun-
ishment are called active avoidance cues and are thought to elicit anxiety (on early learn-
ing trials) and relief (on later learning trials).

Generalization refers to the notion that when one conditioned or discriminative stim-
ulus comes to elicit an emotional response, other stimuli that resemble the conditioned
or discriminative stimulus will also elicit some of this same emotional response. It is
thought that there is a gradient of generalization such that the more similar stimuli are to
the conditioned or discriminative stimulus, the stronger the generalized responding will
be to them.

Extinction involves the associative changes that occur when the unconditioned stimulus
or reinforcer is no longer contingent on the conditioned stimulus, instrumental response, or
discriminative stimulus. In the case of a conditioned stimulus, presenting it in the absence
of an unconditioned stimulus leads to a decrement in the strength of the conditioned
response. An instrumental response that previously had been rewarded will similarly
experience a decrement in strength when no longer followed by reward. Similarly, the
emotions conditioned to a discriminative stimulus will weaken when the discriminative
stimulus no longer signals that a reinforcer is contingent on responding.

Functional assessment involves the attempt to determine the contingencies main-
taining problematic behavior and the discriminative stimuli that signal when those
contingencies are in effect and thus serve to elicit the problem behaviors. Early behavior
therapists favored functional assessment and eschewed diagnosis and diagnostic labels.
Contemporary behavior therapists still emphasize the importance of functional assess-
ment but are more open to diagnoses and diagnostic labels.

Single case designs involve the systematic assessment of problem behaviors or treat-
ment targets across both baseline conditions and conditions in which an intervention or
therapeutic contingency is actively implemented. The most simple design is one in which
a baseline phase (A) is followed by treatment (B), usually referred to as an A/B design.
This is the minimal design necessary to determine that meaningful change in the prob-
lem behavior has indeed occurred while also being able to rule out at least some threats
to internal validity such as testing, instrumentation, and regression to the mean (Kazdin,
1981). If the intervention is one that does not produce permanent change, then the phase
change can be repeated like an A/B/A design that begins with a baseline phase (A)
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followed by treatment (B) that is followed by a second baseline (A) in which treatment
is withdrawn (or an A/B/A/B design that adds a second treatment phase to the A/B/A
design). If the problem behavior tracks the phase changes, our confidence increases that
the treatment is accounting for the changes. Another common design that is more power-
ful than the simple A/B design for ruling out threats to internal validity is the multiple
baseline design. In a multiple baseline design across behaviors, a researcher measures
several behaviors targeted for change and applies treatment to them sequentially while
continuing baseline measurement on the behaviors not yet targeted. If four behaviors
are targeted for change, the design begins with collecting baseline data on all four, and
then the treatment is applied to the first behavior while the baseline is continued for the
other three behaviors. Subsequently, the treatment is applied to the second behavior while
the baseline is continued for the other two behaviors and so on. If each behavior remains
relatively stable throughout its baseline and does not begin to show improvement until
sometime shortly after the treatment is applied to it, we can rule out additional threats
to internal validity and increase our confidence that the treatment caused the observed
changes. (For an excellent discussion of multiple baseline designs across behaviors as
well as across individuals, see Barlow & Hersen, 1984.)

HISTORY OF BEHAVIOR THERAPY

The history of behavior therapy is closely linked to the history of learning theory in
psychology and the rise of behaviorism that took place in the early twentieth century.
Thus, an understanding of the history of behavior therapy requires some understanding of
the history of learning theory and the role of key historical figures. Indeed, one strength
of behavior therapy is its close relationship to basic behavioral science in human and
nonhuman animals. The historical connection between the development of learning theo-
ries and behavior therapy is evident in a historical time line published by The Behavior
Therapist (vol. 29, 2006). Some important people in the history of learning theory are
Ivan P. Pavlov, James B. Watson, B. F. Skinner, and Orval H. Mowrer. Their roles in the
development of learning theory are discussed in the following sections, as well as how
their work relates to contemporary behavior therapy.

Ivan Petrovich Pavlov (1849-1936)

Pavlov was a Russian physiologist who made important contributions to medicine
with his work in digestive physiology. He was awarded a Nobel Prize for his digestion
research. By serendipity, Pavlov observed a conditioned reflex in one of his animal sub-
jects and, at the age of 50, began to study elementary learning processes. It is difficult
to overstate Pavlov’s contribution to science, and specifically psychology. His classic
work, Conditioned Reflexes (1927), delineated many observations of important learning
phenomena, including the acquisition of conditioned responses, extinction, spontaneous
recovery from extinction, and overshadowing.* The many learning phenomena studied
by Pavlov all continue to be studied in great detail today. Pavlov is known for his work on
classical conditioning, in which a previously novel stimulus (the conditioned stimulus) is

*The conditioned response was also independently discovered by Twitmyer (1902, reprinted in the Journal of
Experimental Psychology, 1974). It is a question of historical debate as to why his discovery did not receive
more attention (Coon, 1982).
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presented before an unconditioned stimulus (e.g., food or electrical shock). Unconditional
stimuli are often described as biologically significant because they elicit responses with-
out prior training. For example, in Pavlov’s experiments, food was an unconditioned
stimulus that elicited salivation. The response to the unconditioned stimulus is referred
to as the unconditioned response. With repeated pairings of the conditioned stimulus with
the unconditioned stimulus, the conditioned stimulus acquires the ability to elicit a con-
ditioned response, which is often similar to the unconditioned response (but see Siegel
& Allan, 1998; Solomon, 1980, for discussions of compensatory conditioned responses).
In Pavlov’s initial research, food powder (unconditioned stimulus) elicited salivation
(unconditioned response). When an audible sound of a metronome (conditioned stimulus)
was repeatedly paired with food (unconditioned stimulus), the tone acquired the ability to
elicit salivation (conditioned response).

Although all of Pavlov’s discoveries would have a profound impact on psychology,
the discovery of extinction was particularly important for behavior therapy. After a condi-
tioned stimulus has acquired the ability to elicit a conditioned response, the conditioned
response can be extinguished by repeatedly presenting the conditioned stimulus with-
out the unconditioned stimulus. After repeated presentations of the conditioned stimulus
without the unconditioned stimulus, the conditioned response reduces in magnitude and
eventually is no longer observed. The notion that learned responses can be extinguished
underlies many exposure-based psychotherapy treatments. The mechanism that underlies
extinction is unclear still today and continues to stimulate much learning research (for
review, see Rescorla, 2001).

Although Pavlov was not a behavior therapist, he was clearly interested in applying
behavioral sciences to problems of the human condition. Early on, he described exper-
imental neuroses in which his canine subjects would exhibit signs of aggression when
presented with difficult discrimination tasks. Pavlov’s work has contributed greatly to
our understanding of many clinically relevant phenomena including avoidance behavior
(see the following review of Mowrer’s work), drug addiction (e.g., Siegel & Allan, 1998),
anxiety (Wolpe, 1995), and chemotherapy side effects (Carey & Burish, 1988). Pavlov’s
accomplishments as a behavioral scientist were impressive. He discovered many funda-
mental learning phenomena firsthand, and his discoveries are still important to the work
of behavior therapists today (for reviews, see Plaud, 2003; Wolpe & Plaud, 1997). The
work of Pavlov was popularized with the rise of behaviorism. The behaviorist movement
in psychology started with J. B. Watson, who we turn to next.

John Broadus Watson (1878-1958)

Watson did his doctoral work at the University of Chicago where he studied animal
learning in white rats. While studying at the University of Chicago, Watson was strongly
influenced by several of his professors, including the physiologist Jacques Loeb. Loeb
believed that behavior could be explained by tropisms that, in Loeb’s terminology, were
instinctual chains of responses that involved the whole organism responding to environ-
mental stimuli. In essence, Loeb believed that behavior could be explained in mechanistic
terms by observing how organisms responded to environmental input (Loeb, 1964/1912).
In fact, the second chapter of Loeb’s classic book was entitled “The Significance of
Tropisms for Psychology” in which Loeb argued that behavior could be understood in
purely “physico-chemical” terms. Watson also thought that psychology could be under-
stood mechanistically—solely in stimulus-response terms, without reference to mental
constructs or introspection. Watson later moved to John Hopkins University where he
became editor of Psychological Review and eventually published “Psychology as the
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Behaviorist Views It” in 1913 (Watson, 1994/1913). Some historians regard the publication
of this paper as the founding of behaviorism (Hergenhahn, 2001). In that paper and subse-
quent writings, Watson consistently endorsed the idea that psychology should be the study
of stimulus-response relationships and rejected the use of mental constructs.

Watson was explicitly interested in applying behavioral science to human problems.
Watson and Rayner (2000/1920) examined the acquisition of fear in a case study of Little
Albert. In this study, they showed that a fear response could be evoked by a previously
neutral stimulus (a white rat) by pairing it with an aversive outcome (striking a bar, which
resulted in a loud noise). The study of Albert showed how a phobia might develop, but not
how it might be treated.

Shortly after his work with Albert, Watson showed how behavioral principles could
help to treat phobias. Under Watson’s supervision, Mary Cover Jones (1924) showed, in
her study of Peter, that graduated exposure to a feared stimulus could help to reduce the
fear response. Peter was a young boy who feared furry animals, and Jones presented a
rabbit to Peter while he ate in a cafeteria. Over time, the rabbit was moved closer and
closer until it was in Peter’s presence. By the time the rabbit was close to Peter, he
showed no signs of fear. This is one of the earliest examples of behavior therapy for pho-
bias. Specifically, Jones’s work with Peter is an example of in vivo exposure therapy in
which the patient is presented with feared objects or situations. Later work in exposure
therapy would employ the use of imaginal exposure in which the patient imagines feared
situations for exposure (e.g., Wolpe, 1990).

Watson’s behaviorism also helped to emphasize the importance of understanding overt
behavior. Watson insisted that behavior be objectively measured. Contemporary behavior
therapy still focuses on objective measurements of behavior. The patient often records
behavior between sessions to aid the therapist in assessing the effectiveness of the various
strategies employed. Thus, progress in behavior therapy is evaluated by directly observing
changes in behavior.

Watson’s radical behaviorism was eventually disfavored in mainstream psychology. For
example, contemporary behavior therapists often make use of many cognitive techniques and
refer to internal processes that Watson eschewed. Over time, many psychologists and even
many behaviorists found Watson’s radical behaviorism to be too restrictive. Behaviorists
embraced logical positivism—which accepted the use of internal constructs, provided that
they are linked to objective measurements (Hergenhahn, 2001). These post-Watson behav-
iorists were known as neobehaviorists. Contemporary psychologists, including behavior
therapists, often make use of internal processes such as physiology and/or cognition. Watson
has also been criticized as advocating extreme nurture-ism. Although the environment obvi-
ously influences behavior, the denial of other factors has fallen into some disfavor in light
of increased research on genetic influences on behavior (e.g., James D. Waston, 2003).
Although Watson’s brand of behaviorism lost popularity over time, his thinking did much to
advance psychology in that he emphasized focusing on empirical and verifiable data.

Although many neobehaviorists made extensive use of internal processes, the most
influential post-Watson behaviorist was B. F. Skinner who shared Watson’s aversion to
mental constructs, as well as his insistence on empiricism in psychology. Skinner had a
profound influence on psychology, perhaps more so than any other psychologist, and we
turn to his influence on behavior therapy next.

Burrhus Frederic Skinner (1905-1990)

Skinner has been classified as a neobehaviorist by some historians (e.g., Hergenhahn,
2001) because of his use of operationalism, which posits that concepts should be defined
in terms of objective measurements. Although Skinner recognized the need to make
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assumptions in science, Skinner’s approach to psychology was largely atheoretical
because he believed psychology should avoid seeking internal explanations of behavior
(Skinner, 1950). Rather, he believed psychology should focus on describing the
relationships between environmental consequences and emitted responses (Skinner,
1974). Skinner’s work focused on the relationship between response and outcome that
he referred to as operant behavior. Learning relationships between responses and out-
comes is sometimes referred to as instrumental learning. Skinner was also interested in
the behavior of individual organisms and eschewed the use of statistical analysis. He
founded the Journal of the Experimental Analysis of Behavior, which encouraged the
presentation of data on individual subjects. To this day, this journal encourages authors
to demonstrate that experimental effects hold for individual organisms. The focus on the
individual is quite consistent with how behavior therapy is conducted. Assessments in
behavior therapy often strive to understand how an individual’s environment is control-
ling his or her behavior.

A corollary of Skinner’s perspective, as it relates to psychotherapy, is that problematic
behavior should be treated by making changes to environmental contingencies. Events in
the environment that lead to an increase in the probability of a response are said to have
reinforced the response, and many contemporary treatments involve manipulating con-
tingencies of reinforcement. Indeed, contemporary treatments that involve changes in
environmental contingencies exist for a diverse array of problems including attention-deficit/
hyperactivity disorder (Abramowitz & O’Leary, 1991), mental retardation (Handen, 1998),
and clinical depression (Jacobson et al., 1996; Jacobson, Martell, & Dimidjian, 2001).

Skinnerian principles are also the basis for token economies that are used in various
settings to increase the frequency of desirable behaviors (Allyon & Azrin, 1968). Token
economies have been widely used to help manage behavior in homes, classrooms, and
institutions. In a token economy, desirable behaviors are reinforced with tokens. The
tokens may have symbolic value or they can be exchanged for tangible rewards.

Instrumental learning has also helped to advance our understanding of several disor-
ders in which problematic behaviors have rewarding consequences. Part of behavioral
assessment involves conducting a functional analysis in which reinforcers are identified
for various behaviors, especially problematic behaviors. By identifying variables that con-
trol certain behaviors, treatment can be tailored to change these behaviors. For example,
Waulfert, Greenway, and Dougher (1996) present a functional analysis of alcoholism. In
their analysis, alcoholism can be conceptualized as drinking being reinforced by its physi-
ological aftereffects (i.e., a feeling of being “buzzed” or drunk), as well as by its depres-
sive effects on the nervous system that help to palliate feelings of anxiety and depression
in the short term. Although drinking alcohol can be reinforced by its immediate afteref-
fects, in the long term alcoholism can cause health problems, absenteeism from work and
school, and social and marital problems. By understanding situations that create risk for
drinking, the therapist and patient can create coping strategies to use alternative behaviors
in those high-risk situations.

Like Watson, Skinner strove to understand behavior without reference to cogni-
tive constructs. His emphasis on measuring observable behavior of individuals greatly
influenced how behavior therapists assess patients and formulate a case conceptualiza-
tion. Pavlov and Watson focused primarily on stimulus-response relationships, whereas
Skinner focused primarily on response-outcome relationships. Modern learning theorists
often seek to understand how a three-part contingency (i.e., stimulus-response-outcome)
controls behavior (e.g., Foree & Lolordo, 1973). This three-part contingency is often
discussed in behavior therapy as an ABC conceptualization of behavior: antecedents,
behaviors, and consequences (e.g., Goldfried & Davidson, 1994). Skinner greatly empha-
sized the importance of behaviors and their consequences, and thus helped to create the
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foundation for functional analyses of behavior, as well as behavior therapy that seeks to
manipulate contingencies of reinforcement.

Orval Hobart Mowrer (1907-1982)

Mowrer was an early behaviorist who studied avoidance behavior. His work was influen-
tial to behavior therapists of his day, and his work also influences contemporary behavior
therapy. The reason for his influence is that many psychological problems can be con-
ceptualized as avoidance. For example, public speaking might be avoided in people with
social phobia, friends and activities might be avoided in people with depression, and
reminders of past trauma might be avoided in people with posttraumatic stress disorder.
Avoidance behavior was of theoretical interest because it was tempting to explain avoid-
ance behavior in terms of expectancies (e.g., responses were emitted to prevent expected
negative outcomes). Mowrer sought to explain avoidance behavior without reference to
mental constructs, such as expectancies, and formulated a two-factor theory of avoidance
behavior (Levis & Brewer, 2001; Mowrer, 1947). For Mowrer, animals learned relation-
ships between stimuli and fear responses (a stimulus-response relationship). Responses
that lead to the removal of the eliciting stimulus were reinforced by the reduction of
fear (a response-outcome relationship). Thus, Mowrer combined classical condition and
instrumental learning in his two-factor theory. Some stimuli became conditioned stimuli
for fear responding, and operant behavior was reinforced by the removal of the condi-
tioned stimulus.

By emphasizing the relationship between stimuli and fear responses, Mowrer influ-
enced early behavior therapists to develop exposure therapy. The goal of exposure therapy
is, in part, to extinguish the relationship between certain stimuli and fear responses.
Many forms of psychopathology involve fear and avoidance of specific stimuli includ-
ing phobias, posttraumatic stress disorder, and obsessive-compulsive disorder (e.g., Foa &
Franklin, 2001; Resick & Calhoun, 2001; Stampfl & Levis, 1967). The emphasis of avoid-
ance in Mowrer’s theorizing has influenced how modern behavior therapists conceptualize
of psychopathology, and his theorizing helped to provide an early conceptual framework
for exposure-based therapies.

CONTEMPORARY VARIATIONS OF BEHAVIOR THERAPY

Although both Watson and Skinner addressed some questions of treating psychopathology
in their work, it was not until later that others began to focus their careers on theories and
techniques in behavior therapy. The term behavior therapy often refers to a perspective
on how assessment and therapy are done, as opposed to specific techniques (Goldfried &
Davidson, 1994). Nonetheless, several specific techniques exist that are widely used.
Next, we review some specific techniques in behavior therapy, along with some key
figures that helped to develop and popularize them. Interested readers may wish to con-
sult other, more comprehensive texts on behavior therapy (e.g., Goldfried & Davidson,
1994; Spiegler & Guevremont, 2003).

Systematic Desensitization

Joseph Wolpe was a psychiatrist who is considered by many to be the founder of behavior
therapy. Wolpe showed that anxiety could be treated by pairing previously anxiety-
eliciting stimuli with a state of relaxation. Wolpe’s techniques, which are in wide use
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today, included the use of relaxation and systematic desensitization (Wolpe, 1990). The
theoretical basis for systematic desensitization is reciprocal inhibition—the notion that
opposite emotional states cannot be experienced simultaneously (Wolpe, 1995). In learn-
ing theory, reciprocal inhibition is sometimes referred to counterconditioning because it
involves changing the valence of an unconditioned stimulus (e.g., training with food, and
then switching to shock).

According to the Wolpe’s theory of reciprocal inhibition, if the patient can learn to
relax in particular situations, then the state of relaxation will supersede feelings of anxi-
ety. Other mechanisms, such as extinction and habituation, are also involved in systematic
desensitization. As noted by Foa and Kozak (1986), the distinction between extinction
and habituation can be difficult to make with regard to their role in exposure therapy.
Wolpe’s theory suggests that patients can be treated by relaxing in the presence of feared
stimuli. This is similar to the in vivo exposure therapy of Jones (1924). However, sys-
tematic desensitization is often done by having a person imagine his or her feared stimuli
because this overcomes many practical difficulties (e.g., it would not be easy to conduct
in vivo exposure to sharks).

Goldfried and Davidson (1994) describe the basic steps of systematic desensitization.
Before beginning systematic desensitization, the patient is trained to relax using behavioral
and imagery techniques. Relaxation training involves contracting and relaxing muscles
while imagining calming scenes. A patient can learn to induce a state of relaxation with
repeated practice. The patient is often asked to report on his or her level of relaxation and
anxiety using a quantitative scale of 0-100. This is referred to as a subjective units of dis-
comfort (SUD) scale. This scale is helpful to measure how effectively a person can relax,
as well as the amount of fear associated with certain stimuli.

If a course of imaginal exposure is planned, the patient is further trained in the use of
imagery so that anxiety-evoking scenes can be vividly imagined. The therapist and patient
work to create a fear hierarchy—a list of situations that evoke anxiety. The hierarchy is
organized from least to most anxiety provoking. The SUD scale is used to help organize
the hierarchy of feared situations in ascending order of difficulty.

The exposure component of systematic desensitization begins with exposure to the
first item in the hierarchy. The patient is first asked to relax. Then, the first item in
the hierarchy is imagined or presented in vivo (e.g., exposing the patient to feared
stimuli such as dogs, crowds, or heights). According to Wolpe, relaxation will inhibit
anxiety. Therefore, anxiety associated with a feared stimulus will decrease with repeated
pairings of relaxation and the feared stimulus. While exposed to items in the fear hier-
archy, the patient signals to the therapist when he or she begins to feel anxious. The
therapist then terminates the exposure and the patient enters a state of relaxation using
imagery and muscle relaxation. According to Wolpe, this procedure prevents the feared
stimulus from being paired with anxiety. This process of alternating exposure and relax-
ing imagery is repeated until the patient is able to feel relaxed in that particular item
in the hierarchy. After one item in the fear hierarchy is compete, the next item in the
hierarchy is attempted. Therapy progresses until the patient is able to maintain a state of
relaxation for each item in the hierarchy. Like many behavior therapy techniques, sys-
tematic desensitization is a flexible technique. Goldfried and Davidson (1994) described
how it could be adapted for use in groups, with in vivo stimuli, and with the use of
recorded sessions.

Systematic desensitization is an effective treatment for several forms of psychopa-
thology and has a coherent theoretical basis. Many patients prefer systematic desen-
sitization to other forms of exposure, such as flooding, because fearful situations
are approached gradually. Nonetheless, other forms of exposure can also be useful to
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the behavior therapist. We turn next to prolonged exposure, or flooding, which shares
some similarities to systematic desensitization but is distinct in its theoretical basis and
implementation.

Prolonged Exposure Therapy or Flooding

Prolonged exposure therapy or flooding is a widely used form of behavior therapy which
involves repeated presentations of feared stimuli to facilitate habituation both within a
psychotherapy session and across sessions. Prolonged exposure differs from systematic
desensitization in that treatment sometimes begins with intensely feared stimuli. One of
the first exposure therapies, implosive therapy (Stampfl & Levis, 1967), is similar to the
prolonged exposure therapy (flooding) that is widely used today.

Edna Foa is well known for her work on prolonged exposure for posttraumatic stress
disorder and obsessive-compulsive disorder (e.g., Foa, Feske, Murdock, Kozak, &
McCarthy, 1991; Foa & Franklin, 2001; Foa, Rothbaum, Riggs, & Murdoch, 1991). Foa
and Kozak (1986) posited that traumatic experiences could be described as containing
many stimulus elements. These stimulus elements are stored in memory as a fear net-
work. Foa and Kozak posited that exposing the patient to as many elements of the fear
network as possible should result in habituation to these elements. In this context, they
define habituation as a response decrement that occurs with repeated exposure to a stimu-
lus. Thus, with repeated exposure to feared stimuli, the fear response should decrease.
Although Foa and her collaborators discuss habituation as the primary mechanism in
flooding, it is possible to frame flooding as an extinction-based treatment (e.g., Zinbarg,
1993). For example, sexual assault could be associated with intense pain (uncondi-
tioned stimulus), but also many conditioned stimuli (the smell of an alley, the face of the
attacker). To extinguish conditioned responses to these stimuli, the patient is exposed to
elements of the fear network (conditioned stimuli) without the unconditioned stimulus
(i.e., the stimulus elements of the actual assault).

The execution of prolonged exposure differs from systematic desensitization in that
whole therapy sessions are often devoted to exposure. Sometimes extended sessions of 90
minutes or more are used. Each session is dedicated to exposing the patient to feared situ-
ations to create habituation. Because prolonged exposure requires the patient to confront
highly upsetting memories or in vivo situations, extra time is often needed to allow the
patient to gain his or her composure before leaving the therapist’s office. A fear hierar-
chy might be used in flooding, but it is less crucial because exposure often begins with
intensely frightening situations. This is in contrast to systematic desensitization, in which
the hierarchy is confronted in order of least to most anxiety provoking.

Because habituation is viewed as a key mechanism of change, it is critical that the
patient not be able to escape or avoid the feared situation in therapy. Mowrer’s two-
factor theory would suggest that avoidance maintains problematic behaviors because the
avoidance behaviors are reinforced by the termination of fear. To overcome this issue,
one aspect of Foa’s treatment for anxiety is response prevention to prevent maladaptive
avoidance behaviors from being reinforced. Prolonged exposure with response preven-
tion is often used in the treatment of obsessive-compulsive disorder. In prolonged expo-
sure with response prevention, feared situations are presented to the patient, but typical
responses to anxiety (e.g., rituals) are prevented. For example, a person with obsessive-
compulsive disorder who fears contamination might be asked to put his or her hands in
dirty water without an opportunity to wash his or her hands. The exposure to dirty water
should activate the fear network to promote habituation, and response prevention will pre-
vent the ritualistic washing behavior from being reinforced.
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Several studies of prolonged exposure with response prevention have shown it to be
effective for not only obsessive-compulsive disorder, but also for other problems such
as bulimia nervosa (Leitenberg, Rosen, Gross, Nudelman, & Vara, 1988), posttraumatic
stress disorder, hypochondriasis (Visser & Bouman, 2001), and alcohol use disorders
(Rankin, Hodgson, & Stockwell, 1983). Prolonged exposure and systematic desensitiza-
tion are both treatments that focus on presenting patients with feared stimuli, either in
vivo or with imagery, to attain fear reduction. Behavioral rehearsal (see the following
section) also involves patients confronting feared stimuli, but exposure per se is not the
primary mechanism of change. Rather, patients learn about new behaviors through obser-
vation and enact more effective behaviors through practice.

Behavioral Rehearsal

Behavioral rehearsal refers to a family of techniques in which the patient and therapist
act out various situations that are problematic for the patient. Behavioral rehearsal is
sometimes referred to as modeling, assertiveness training, social skills training, or role-
playing. The situations that are addressed in behavioral rehearsal could include such
things as giving a speech, asking for a raise, starting a conversation, or asking someone
on a date. Behavioral rehearsal is often done with scenes arranged in a fear hierarchy,
similar to systematic desensitization.

Andrew Salter wrote about assertiveness in his early text Condition Reflex Therapy
(1949). In his book, he discusses inhibition as the root cause of psychopathology, and
thus prescribes excitation as the treatment. His terminology was clearly influenced by
Pavlov, who used these same terms to describe changes that occurred in the nervous
system as a result of conditioning. Salter discussed several patients is his book that he
treated for shyness, anxiety, and addictions. In his chapter on “conditioning excitatory
reflexes,” Salter discusses several techniques that are similar to those used in behav-
ioral rehearsal today, including contradict and attack and deliberate. The contradict-
and-attack technique was intended to reduce acquiescence in unassertive people. Salter
wrote of this technique, “When you differ with someone, do not simulate agreeability.”
Deliberation referred to the use of the word | to focus on your own needs and feelings
(e.g., “I need to talk to you.”). Both of these techniques can be effective for increasing
assertive behavior.

The work of Albert Bandura also influenced the development of behavior therapy
by highlighting the role of observational learning. Early on, he referred to his theory
as social learning theory (Bandura, 1977), although he later integrated many cogni-
tive processes (e.g., self-appraisal, expectation) into his theories (e.g., Bandura, 1999).
Bandura argued that potentially problematic behavior could be learned via observa-
tion (e.g., He found that children learned aggressive behavior by watching others
attack bobo dolls), and people could also learn adaptive behaviors through observa-
tion and practice. Bandura (1969) suggested that therapy should involve opportunities
for patients to practice important behaviors in-session to enact the same behavior in
naturalistic settings. This technique is the essence of behavioral rehearsal. In addition,
Bandura’s research suggested that fear could be reduced through vicarious extinction—
observing others interact with a feared object. In his research, having people observe
a therapist handle a snake, and gradually handling the snake themselves, was highly
effective for reducing fear (Bandura, 1969). In sum, Bandura highlighted how effec-
tive models (e.g., therapists) could help individuals master situations that were anxiety
provoking.
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The efficacy of behavioral rehearsal was evaluated early on by Lazarus (1966) and was
shown to be superior to direct advice and reflective listening. Contemporary behavioral
rehearsal often consists of four steps (Goldfried & Davidson, 1994):

1. Prepare the client. The client is given the rationale for behavioral rehearsal and
asked to test out alternative behaviors in situations that he finds difficult. Preparing
the patient for behavioral rehearsal also may involve some education about appro-
priate social expectations.

2. ldentify targets for change. A hierarchy of situations is created, much like in sys-
tematic desensitization. These situations are the target of role plays in which the
patient tries out different behaviors. In addition, the therapist also role-plays and
models effective behaviors.

3. Role-play or behavioral rehearsal. The therapist and patient set up the situation to
resemble a real-life situation as much as possible. The therapist might employ the
use of confederates to interact with the patient. He or she might play the role of a
difficult boss, a romantic interest, or an audience member. The patient is able to
try out various behaviors in an attempt to assess which behaviors are effective and
which are not. The therapist may stop the role-play at various parts to model behav-
iors or to give feedback.

4. Carry out the behaviors in the real world. A patient who practiced starting a
conversation may attempt to do so at her place of work. A patient who rehearsed
asking his boss for a raise may ask his real-life boss for a raise.

Cognitive aspects of behavioral rehearsal are also important. Some patients may not
do well in social situations because of unrealistic expectations. In preparing the patient,
it is often helpful to discuss appropriate expectations for some interactions. For example,
a boss may be reluctant to give a large raise in pay. Cognitive change often occurs after
rehearsal begins. After exhibiting some behavior effectiveness in role-plays or in vivo
experience, the patient’s belief about his or her own efficacy may increase.

Behavioral Activation

Systematic desensitization and prolonged exposure are based on the notion that exposing
patients to feared stimuli reduces their distress associated with these stimuli. The mecha-
nisms that underlie systematic desensitization and prolonged exposure are reciprocal inhi-
bition, extinction, and habituation. Behavioral activation is a treatment used for depression
that has a strong emphasis on a different mechanism: positive reinforcement. The theory
is based on the notion that reinforcement of healthy behaviors is lacking in the life of
depressed people. In addition, unhealthy or depressive behaviors may be excessively rein-
forced. For example, a person without much opportunity for social reinforcement might
develop feelings of loneliness and isolation. This low social functioning might be main-
tained through reinforcement of unhealthy behaviors (e.g., a spouse might or friend might
reinforce depression behavior by increased positive attention). Peter Lewinsohn did much
research on this particular model of depression (e.g., Lewinsohn, 1974; Lewinsohn & Graf,
1973). The work of Lewinsohn and his colleagues showed that one effective treatment for
depression was to increase the frequency of positive events and to engage in self-monitoring
so that patients could learn what activities were related to various mood states.

Although cognitive therapy techniques have been popular over the past few decades
(e.g., Beck, 1976), there is now renewed interest in behavioral activation techniques.
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Part of the renewed interest in behavioral activation comes from a dismantling study of
CBT that showed that behavioral activation was the most active ingredient in reducing
depressive symptoms (Jacobson et al., 1996). Martell, Addis, and Jacobson (2001) have
a protocol for treating depression that is based on behavioral activation. This treatment
incorporates Lewinsohn’s (1974) notion that reinforcement contingencies contribute to
depression. This protocol emphasizes the monitoring of healthy behaviors and the sched-
uling of pleasant activities. However, this treatment also stresses that a functional analysis
of behavior is crucial to assess what outcomes reinforce healthy and depressive behaviors
for a particular individual. It is not sufficient to increase the frequency of positive events in
a person’s life without knowing which events will reinforce more active behaviors for a
particular individual.

Interoceptive Exposure in Panic Control Treatment

One highly effective treatment for panic disorder and agoraphobia has been developed by
David Barlow and his collaborators and is referred to as panic control treatment (PCT,;
Craske & Barlow, 2001). Panic control treatment is an excellent example of how behavior
therapy can be integrated with other techniques because the treatment is a multimodal
package of exposure-based techniques coupled with cognitive restructuring. Panic con-
trol treatment is based on the notion that certain individuals may be more sensitive to
their own internal physiology and prone to making negative, catastrophic inferences about
bodily sensations (Barlow, 2002). One component of this treatment is interoceptive expo-
sure, or the procedure in which the patient is exposed to bodily sensations associated with
panic; that is, the patient engages in activities that induce symptoms of panic. Exposure
to physical sensations helps to extinguish the relationship between bodily sensations and
full panic attacks. Interoceptive exposure procedures include hyperventilation, chair spin-
ning, and physical exercise to simulate physical symptoms that occur in panic attacks.
Through exposure to these physical sensations, patients learn that the sensations are not
dangerous. Like other cognitive-behavioral interventions, cognitive changes are also empha-
sized in treatment. Patients may shift from believing that panic attacks are catastrophic, to
believing that anxiety is a normal reaction and may even be helpful in some situations.
Patients practice changing cognitions associated with panic attacks to help prevent physical
symptoms from escalating (“I feel my heart rate increasing, but that is normal” rather than
“I’m having a heart attack!”).

Panic control treatment also involves exposure to feared situations to help reduce ago-
raphobic avoidance. To plan in vivo exposure sessions, a functional analysis is conducted
to assess what situations the patient associates with anxiety and panic. Some individu-
als may associate panic with driving across bridges, whereas other people may associate
panic with going to the grocery store. A functional analysis of behavior is a core feature
of behavior therapy. Behavioral case formulation has been described as “[the] search for
idiographic relations between environment and behavior” (Wolpe & Turkat, 1985, p. 6).
Barlow’s PCT adopts idiographic behavior assessment, but integrates it with a set of pro-
cedures that can be generally applied to reduce agoraphobic avoidance. Barlow himself
was instrumental in emphasizing the application of scientific principles to the assessment
of single individuals (Barlow & Hersen, 1984). The application of scientific principles
to individuals, along with general knowledge about learning processes, is part of what
defines behavior therapy.

Panic control treatment is an excellent example of how behavior therapy can be used
in conjunction with cognitive techniques. It integrates several core features of behavior
therapy including functional analysis and exposure to feared stimuli. However, the use
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of interoceptive exposure was an important development in the treatment of panic. Many
treatments focus on reducing anxiety, but PCT goes a step further by educating the patient
about how anxiety itself is not necessarily dangerous and exposing the patient to panic
sensations in an effort to reduce the “fear of fear.”

THEORIES OF PERSONALITY AND DEVELOPMENT
OF PSYCHOPATHOLOGY

Personality can be defined as behavioral consistency across situations (or, by some, as
that which gives rise to such consistency). To the behaviorist, personality is an abstrac-
tion that summarizes this behavioral consistency. For Skinner and the radical behaviorists,
behavior is a function of environmental inputs. A person’s personality is nothing more than
the sum of his or her individual behaviors. Thus, personality to the radical behaviorist is
a descriptive concept, as opposed to an explanatory concept. To the radical behaviorist, the
organism is a “black box.” What occurs in the organism is unimportant if it cannot be
measured directly. Rather, the relationship between environmental input and observed
behavior is paramount. The aversion to internal processes has been unsatisfying to main-
stream psychology. Thus, there is currently great interest in cognitive and physiological
processes that may affect the development and treatment of psychopathology. In addition,
there is great interest in how an understanding of personality and individual differences
can be used in conjunction with behavioral techniques.

Pavlov recognized that individual differences were important to understanding learn-
ing. He noted that different forms of training may “lead to different forms of disturbance,
depending on the type of nervous system of the animal” (Pavlov, 1927, p. 397). Pavlov
speculated about how his work could be applied to humans and reasoned that men-
tal illness might be due to sensitivity to excitatory and inhibitory process. Salter (1949)
attempted to further Pavlov’s speculations about how people who were too inhibited
might be treated. As shown later, modern conceptions of personality embrace the idea that
individual differences may affect learning. Subsequently, some attempts have been made
to integrate personality theories with behavior therapy.

Hans Eysenck and Jeffrey Gray have attempted to integrate personality and individ-
ual differences with behavior therapy. They both have posited physiological systems that
underlie certain personality traits. Moreover, they have linked these personality traits to
the degree of sensitivity an individual has to rewarding and aversive stimuli. For Eysenck
(1967), the reticulo-cortical and reticulo-limbic systems underlie the traits of extraversion
and neuroticism, respectively. For Gray (1970), anxiety and impulsivity are the two main
dimensions of personality. Anxiety is thought to be related to a behavior inhibition system
that is sensitive to punishment and nonreward, whereas impulsivity is related to a behav-
ioral activation system that is sensitive to reward and avoidance of punishment. Both of
their theories attempt to understand how the organism might intervene between stimuli,
response, and outcome. A detailed review of their theories can be found in Matthews and
Gilliland (1999).

Although behaviorism long eschewed theorizing about internal concepts, assess-
ing individual sensitivity to reward and punishment may help to frame a functional anal-
ysis and alternative contingency structures in a person’s life. Corr, Pickering, and Gray
(1995) and Zinbarg and Mohlman (1998) showed that personality traits differently
influenced learning about aversive and rewarding unconditioned stimuli. Thus, a person
who scores high on measures of extraversion might be well suited to behavioral activa-
tion that focuses on managing positive reinforcement of health behaviors. In contrast, a
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person who is high on neuroticism or trait anxiety is sensitive to cues for punishment and
is therefore thought to be at greater risk for developing anxiety disorders and/or major
depression (Zinbarg & Yoon, in press).

Behavior therapists are sometimes characterized as ignoring the role of early experi-
ence in the role of mental health problems. Although it is true that behavior therapists
focus on present environmental contingencies, there have been attempts to understand
the role of early experience from a behavioral perspective. Miller and Dollard (1941)
attempted to integrate knowledge about classical and operant conditioning with social
learning. In their perspective, imitation was an important form of learning, and they
argued that maladaptive behaviors might be learned by observing others. Miller and
Dollard argued imitation behavior might be reinforced, which in turn would facilitate
more imitation. Thus, imitation could be explained though the principles of operant
conditioning. However, maladaptive behavior might develop if a person was exposed
to other maladaptive behavior in early life. A child might learn anxious behaviors by
imitating anxious parents. For example, a child might observe his parents express con-
cern about being robbed and repeatedly check the home’ locks. Over time, the child
might imitate these checking behaviors and this checking behavior might be reinforced
(perhaps by parental praise) and thus increase over time. After the behavior is manifest,
other mechanisms could help to maintain it (e.g., fear reduction could reinforce check-
ing). The role of observational learning may be helpful for the clinician. If a patient is
particularly prone to imitation, other people in her environment may be reinforcing mala-
daptive behaviors (e.g., drug use among peers). In such cases, treatment may focus on
helping the patient deal with peers or exploring more adaptive behaviors with alternative
sources of reinforcement.

Maladaptive behavior may also arise when a behavior is adaptive in one context, but
maladaptive in another. For example, aggression is highly adaptive for soldiers in war,
but maladaptive in a romantic relationship. Unfortunately, it is often the case that a behav-
ior learned in one context persists in another. The phenomenon of vicious circle behavior
(e.g., Campbell, Smith, & Misanin, 1966) refers to avoidance responses being resistant to
extinction after environmental contingencies change. For example, a person might escape
from meetings because of social fears related to a problematic coworker. After this
escape behavior is reinforced, it can prove difficult to extinguish. The escape behavior
might persist even after the problematic coworker no longer works in the same depart-
ment. In other cases, maladaptive behavior can be reinforced by short-term conse-
quences, despite deleterious long-term consequences. This pattern can explain why drugs
are abused despite serious long-term consequences. Despite the complexity with which
maladaptive behavior can develop, the behavior therapist can intervene by doing an indi-
vidualized functional analysis of the maladaptive behavior and can help the patient alter
the reinforcement contingencies that support those behaviors.

THEORY OF PSYCHOTHERAPY

Goals of Psychotherapy

Specific goals are typically determined by the client in behavior therapy with shaping and
feedback from the therapist. There are exceptions to every rule, and there are applications
of behavior therapy in which the goals are imposed on the client by the therapist and/or
other interested parties. One example of such an exception would be token economies
for acting-out children. In a token economy, the child earns and loses tokens or points
redeemable for rewards with tokens being earned for engaging in prosocial behaviors and
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lost for engaging in antisocial or problem behaviors. Typically in a token economy, the
parents (or unit staff) decide which behaviors are deemed as desirable and unacceptable,
targeting them to be strengthened or reduced.

Though some contend that the goal of behavior therapy (and cognitive therapy) is to
lower levels of emotional experiencing (e.g., Samoilov & Goldfried, 2000), we believe
that, although this may be a goal of some behavior therapists, this is not true of all behav-
ior therapists (Zinbarg, 2000). Behavioral activation or pleasant event scheduling repre-
sents an orthodox behavior therapy technique that is designed to increase the experience
of one form of emotion—positive emotion. We believe that it is not even the case that
behavior therapy aims to reduce any and all forms of negative emotion. Any behavior
therapy intervention (e.g., interoceptive exposure) aimed at reducing anxiety sensitivity
could be construed as trying to help patients be more open to and less avoidant of the
experience of anxiety. Furthermore, if a behavior therapist determines that some experi-
ence of negative emotion is going to help motivate a patient to avoid a realistic threat, we
believe the therapist should not work to reduce that emotion. Thus, we believe that it is
most accurate to say the key goals that a behavior therapist holds at an abstract level are
the reduction of problematic behavior and/or emotions and the increase or maintenance of
more adaptive behaviors and/or emotions.

Assessment

Formal assessment is critical to most behavior therapists not only in identifying contin-
gencies and patterns to alter but also in clinical decision making. Thus, the early phase of
behavior therapy is typically marked by the conduct of a functional assessment in which
the therapist and patient collaboratively seek to identify the contingencies, classically
conditioned stimuli, and discriminative stimuli-controlling problem behaviors. Early in
the treatment of anxiety disorders, the behavior therapist typically inquires about the pres-
ence of avoidance behaviors and their consequences. When avoidance behaviors are
present and produce some immediate relief (as they almost always do), it is important to
help the patient understand both how the immediate relief reinforces avoidant tendencies
and prevents extinction of the anxiety response. As another example, early in the treat-
ment of sleep disorders, the behavior therapist typically inquires about sleep hygiene hab-
its. When many other activities other than sleep take place in bed (e.g., reading, watching
television, crossword puzzles), it is important to help the patient understand that doing so
turns the bed into a conditioned stimulus for wakefulness rather than drowsiness. Formal
assessment typically continues on an ongoing basis in the context of a single case design
to assist in clinical decision making, including which interventions are effective for a par-
ticular case and when to terminate treatment.

In behavior therapy, the special assessment phase typically involves a baseline assess-
ment phase and a functional analysis at the beginning of therapy, followed by ongo-
ing assessment throughout treatment, as mentioned earlier. The purpose of the baseline
assessment phase is so that the behavior therapist can subsequently draw stronger infer-
ences regarding whether treatment was effective for the patient (e.g., Barlow & Hersen,
1984; Kazdin, 1981). Baseline assessment typically consists of some form of monitor-
ing the frequency of problematic behaviors and feelings targeted for reduction as well
as desirable behaviors and feelings targeted for strengthening. In theory, the baseline
phase will continue until a stable baseline has been achieved. In practice, ethical con-
cerns regarding withholding of treatment often dictate that the intervention phase begin
before the baseline has stabilized (unless, the baseline shows an improving trend in which
case the intervention may not be necessary).
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In terms of the temporal foci of assessment, one of the hallmarks of behavior therapy
is the focus on current maintaining factors or contingencies. In many cases, there is little
to no assessment focused on the distant past. One exception to this, at least in our practice
of behavior therapy, occurs when a patient not only has little understanding of how his or
her problem behavior patterns developed but also is particularly self-critical for having
developed these patterns. In such cases, we find that it can often be very helpful for the
patient to review his or her learning history to appreciate how the currently problematic
behaviors were a natural and understandable, if not inevitable, consequence of the contin-
gencies and learning environment of the past.

Regarding the issue of the levels of self addressed explicitly in some of the other
schools of therapy covered in this book, the issue is largely irrelevant to most behav-
ior therapists or is conceptualized radically different in behavior therapy in comparison
with other schools such as psychodynamic therapy. Thus, the modern behavior therapist
accepts the notion of automaticity of some responses and for many this includes not only
the notion of uncontrollability but also of being outside of conscious awareness. However,
behavior therapy does not incorporate the notion of repression motivated by unconscious
psychosexual conflict.

In terms of the methods of interviewing and tests used, the method of assessment most
associated with behavior therapy is a functional assessment, which can consist of either
an interview component and/or monitoring of behavior. After noting the problem behav-
ior, the next steps in a functional assessment consist of identifying (a) the stimuli or situ-
ations that reliably predict the problem behavior and (b) the consequences of the behavior
that may be reinforcing it.

Contemporary behavior therapists also make frequent use of objective questionnaires—
typically self-report (e.g., the Beck Depression Inventory, though sometimes supple-
mented by collateral report) and patient self-monitoring completed repeatedly throughout
the course of therapy. The resulting data often forms the basis of the single case design
used to evaluate the effectiveness of intervention for an individual case. Early behavior-
ists tended to eschew diagnostic labels because such labels were said to imply that the
causes of problem behavior are to be found within the individual, whereas behaviorism
is predicated on the notion that the causes of behavior are to be found in environmental
contingencies. As a result, early behaviorists were less vulnerable to labeling bias than
psychodynamic therapists. Langer and Abelson (1974) found psychodynamic therapists
would be more likely to judge a given behavior as pathological if told that the behav-
ior was performed by a psychotherapy patient as compared with a job applicant, whereas
the judgments of behavior therapists were less influenced by information about who per-
formed the behavior. Many contemporary behaviorists, however, do make use of diag-
noses and those who do tend to base them on semi-structured diagnostic interviews such
as the Anxiety Disorders Interview Schedule (Brown, Di Nardo, & Barlow, 1994).

Process of Psychotherapy

As regards the role of the therapist in behavior therapy, the therapist is typically quite
active and directive. Typically, there is much active psychoeducation about the factors
maintaining the problematic behaviors, active instruction regarding the principles of inter-
vention and how to implement them, and negotiation of homework or self-help exercises
to be conducted between sessions. Two behavior therapists can be equally active and
directive but differ markedly in their style. Our training and experience leads us to pre-
fer adopting a Socratic style, as opposed to a lecturing style, whenever possible to help
minimize patient resistance and noncompliance. Similarly, we were careful to choose the
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word negotiation rather than assignment when discussing the previous self-help activities
because we find that adopting such a collaborative stance goes a long way toward mini-
mizing patient resistance and noncompliance.

Self-disclosure is certainly not prohibited in behavior therapy like it would be among
orthodox psychoanalysts who believe it is important for the therapist to remain a blank
screen as it were for the patient to project transferences onto. Certainly, we see therapist
self-disclosure as appropriate if done explicitly for the benefit of the patient. Thus, self-
disclosure may be appropriate in the service of normalization of a patient’s feelings. In
addition, the work of social learning theorists on the effectiveness of different types of
models also suggests that therapist self-disclosure can serve a useful function in therapy.
These social learning theorists studied the effects of mastery models versus coping mod-
els on the reduction of fears and avoidance. A mastery model displays approach behavior
in the absence of any distress from the outset. In contrast, a coping model initially com-
municates that he or she has some discomfort about engaging in approach behavior and
yet engages in the approach behavior anyway and gradually gains confidence. At least
three studies have demonstrated that observing a coping model leads to significantly
greater benefits among fearful individuals (e.g., Kornhaber & Schroeder, 1975; Schunk,
Hanson, & Cox, 1987; Vernon, 1974). Thus, a therapist who discloses some discomfort
about holding a snake, for example, when doing exposure therapy with a snake phobic
patient (or who discloses that he or she used to experience anxiety about being assertive
or public speaking but his or her anxiety diminished with repeated exposures) may be a
more effective model than a therapist who never self-discloses.

Behavior therapy is typically short term, often involving 12 to 16 sessions. If a patient
has shown signs of improvement and has mastered the skills, a behavior therapist often
initiates a discussion of termination rather than waiting for complete symptom remission.
Prior to termination, it is also common in behavior therapy to begin to “thin” the sessions
(i.e., reducing their frequency) to give the patient more practice at applying skills on his
or her own and to prepare him or her for termination.

Views regarding the role of the therapeutic alliance have changed over time in the
behavior therapy community. Early behavior therapy was often described as a technology
that could be automated (e.g., Lang, Melamed, & Hart, 1970). More contemporary views
have acknowledged the importance of the therapeutic alliance (e.g., Raue, Goldfried, &
Barkham, 1997; Williams & Chambless, 1990). The way we express this latter view to
our supervisees (using a bit more colorful language) is that a therapist could know
everything there is to know about the behavioral formulation of a particular problem and
how to apply behavioral principles toward its remediation, but if the therapist is rude
and uncaring, his or her patients are unlikely to pay any attention to him or her.

Strategies and Interventions

Extinction is the first major behavior therapy strategy we consider. Extinction-based tech-
niques include the presentation of a trigger for an emotional response in the absence of
a strong, affectively valenced consequence. They can also include the prevention of an
avoidance response that has previously been associated with the reinforcement of anxi-
ety reduction and that likely served to block extinction from occurring spontaneously.
Extinction-based techniques also involve the withholding of reinforcement for responses
that have been reinforced in the past. Certainly, exposure therapy in which the patient is
encouraged to come into contact with his or her anxiety triggers (conditioned stimuli) in
a manner that will either not result in a negative consequence or at least a consequence
that is not as negative as the patient fears can be construed as an application of extinction
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(Zinbarg, 1993; see Watts, 1979, for the view that exposure therapy does not represent an
application of extinction but rather of habituation). For anxiety disorders in which patients
engage in active avoidance responses or safety rituals, exposure needs to be combined
with response prevention. It is often not enough to expose someone with contamination
fears and cleaning rituals to dirt, but rather the therapist must also instruct the patient to
refrain from “undoing” the exposure by engaging in his or her washing ritual. An example
of extinction applied in a purely instrumental learning framework is a technique that is a
component of many parent training packages (e.g., Forehand & McMahon, 1981) involv-
ing instructing a parent to ignore low-level problem behaviors that may have been rein-
forced in the past in the form of attention (bad attention being better than no attention).
This latter strategy is most effective if the parent is giving the child attention at times
when he or she is behaving appropriately. A closely related application of extinction is a
time-out (or time-out from reward) in which the parent is instructed to respond to a more
serious inappropriate behavior (e.g., hitting or biting someone) not by yelling at or hit-
ting the child, but rather by removing the child for a brief period (one rule of thumb is
one minute for each year of age) from toys, television, and other children and ignoring
the child for the duration of the time-out period (an empty playpen or a chair in a corner
make good time-out locations).

Stimulus control is a second behavior therapy strategy. One example of the use of
stimulus control comes from insomnia treatment (e.g., Bootzin, 1972). An individual with
poor sleep hygiene habits is encouraged to do all the things he does in bed other than
sleep (e.g., read, watch television) somewhere other than in bed. He is encouraged to get
into bed only when he feels very drowsy. In this way, the bed can become a discriminative
stimulus for sleepiness. Another example of stimulus control is when an individual with
excessive worries is encouraged to designate a worry period at the same time and place
each day (Borkovec, Wilkinson, Folensbee, & Lerman, 1983). If she begins to worry at
other times, the notion is that she postpone this worrying until the worry period (perhaps
even writing down the worry topic so she will remember it during the worry period). In
this way, the time of day associated with the worry period can become a discriminative
stimulus for worry, whereas all the other times of day become discriminative stimuli for
nonworrisome cognition.

Third, contingency management is a behavior therapy strategy often used with children
or residents of inpatient facilities. A behavioral contract is a technique based on contin-
gency management. In a behavioral contract, parents clearly articulate which behaviors
will be rewarded and which ones will lead to time-out from reward or loss of rewards
and negotiate with the child regarding what the rewards for good behavior will be.
It is important that the negotiation over rewards be collaborative because if the conse-
quences designated as rewards are not reinforcing to the child, the technique will not
work. A token economy is another contingency management technique practiced in some
residential settings (and prisons). Similar to a behavioral contract, the staff clearly articu-
late which behaviors will be rewarded and by how many tokens or points, which ones will
lead to loss of privileges/tokens/points, and what the choice of rewards for various levels
of tokens or points earned will be.

Fourth, skill acquisition is a behavior therapy strategy applied in cases of skills def-
icits. Assertiveness training, social skills training, and parent training are examples of
skill-acquisition techniques. In each of these techniques, the therapist teaches the patient
a skill, encourages the patient to practice the skill often through role-plays in session,
and provides positive reinforcement for correct implementation and corrective feedback
when necessary. In assertiveness training, the therapist begins by teaching the patient the
difference between assertive and aggressive, rude responses. The therapist might next



26 Twenty-First Century Psychotherapies

model an assertive response and then engage in role-plays with the patient in which the
therapist plays the role of someone who the patient needs to be assertive with to give
the patient practice at being assertive, followed by positive reinforcement and cor-
rective feedback.

The final behavior therapy strategy, shaping involves rewarding successive approxi-
mations to the target behavior the person is ultimately working toward. Shaping is often
used in behavioral contracts in which the behavioral requirements for earning a partic-
ular reward might be increased over time. Some behavior therapists even implement a
reward-sampling phase at the outset of a behavioral contract in which the child receives
the rewards regardless of his or her behavior while the parent monitors the target behav-
iors. Such a reward-sampling phase serves two purposes: (1) It can allow for collection
of baseline data regarding the frequency of target behaviors, and (2) it also ensures the
child has enough experience with the rewards to be motivated by them once they start to
become contingent on compliance with the behavioral expectations of the contract.

In terms of typical sequences in intervention, a new behavior therapy technique tends
to be introduced in session with some psychoeducation and/or demonstrations to ensure
that the patient understands the underlying principles. Next, the therapist and patient
would apply the technique in session. At the end of a session, when the therapist and
patient negotiate self-help exercises for the patient to complete between sessions, they
typically agree on some degree of practice and application of the technique. Thus, when
introducing exposure therapy, we would typically begin with a Socratic discussion of the
underlying principles (“If you had a young relative who was afraid of dogs, what would
you do to help him or her overcome that fear?”). We would then conduct therapist-assisted
exposure in session and negotiate further exposure practices for the patient to complete
between sessions. Finally, we end every session by asking the patient to share anything
that troubled them about the session and to summarize anything from the session that
might be useful.

As noted earlier, the typical clinical decision process is data driven whenever possible
in behavior therapy. Many behavior therapists continue baseline assessment and wait to
commence the intervention until the baseline has stabilized. Assessment then continues
through the intervention phase to be able to ascertain whether improvement relative to
baseline has occurred. If no or minimal improvement is observed within a reasonable time
period (ranging from 2 or 3 weeks for interventions that are expected to produce some
immediate effects to 12 weeks for other interventions), the decision is typically made to
try a new intervention or refer to another treatment modality.

Homework is viewed as critical in behavior therapy. If we were to rate schools of ther-
apy on a continuum ranging from action oriented to insight oriented, behavior therapy
would most probably define the action-oriented pole of this dimension. A therapist can
talk until he or she is blue in the face about extinction or contingency management or any
other behavioral strategy, but if the patient does not apply the strategy in his or her life,
we believe it is extremely unlikely that progress will be made. There is evidence showing
that homework compliance correlates with treatment outcomes in behavior therapy trials
for the treatment of anxiety (e.g., Huppert, Roth Ledley, & Foa, 2006) and from cognitive-
behavior therapy trials for depression (e.g., Addis & Jacobson, 2000; Burns & Spangler,
2000), schizophrenia (Bailer, Takats, & Schmitt, 2002), and substance dependence
(e.g., Gonzalez, Schmitz, & DeLaune, 2006). In keeping with our earlier statements about
minimizing patient noncompliance, however, we find it preferable to speak of self-help
exercises rather than of homework given that many patients have negative conditioned
emotional responses to the term homework stemming back to their attitudes toward
schoolwork as children.
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Strategies are adapted to specific presenting problems a great deal; behavior therapy
is definitely not a one-size-fits-all approach. There is no one principle or strategy akin
to transference interpretation that is viewed as being critical for every case. Exposure
therapy is used to reduce excessive anxiety, behavioral activation is used to ameliorate
depression, behavioral contracts are used to treat externalizing problems in children,
and so forth. Moreover, depending on the results of the therapist’s functional analysis and
the behavioral case formulation, he or she might even take seemingly diametrically
opposed tactics for a superficially identical behavior in two different patients. We have
treated individuals with facial tics who have a great deal of social anxiety related to
urges to tic in public and the possibility that others will notice their tics and reject them.
We have also treated one young man who had obsessions about the essence of other
people somehow contaminating him, turning him into them and causing him to be
untrue to himself. He would also get urges to tic when interacting with people but he
welcomed these tics because he believed that they would close the opening in his soul
through which others might contaminate him. With the first group of individuals, we
conceptualized the tics as a conditioned stimulus that elicited anxiety and passive avoid-
ance (avoiding going out in public) and so encouraged these individuals to intentionally
tic in public for exposure. With the young man who welcomed the tics, we conceptual-
ized his tics as serving the role of a safety ritual and encouraged him to both increase
his interactions and to refrain from engaging in the tics while doing so for exposure plus
response prevention.

There is no single, monolithic view of medication in behavior therapy. Many contem-
porary behavior therapists view some medications as potentially useful (e.g., Ritalin for
hyperactivity, tricyclic antidepressants and serotonin reuptake inhibitors for depression
and anxiety, D-cycloserine to augment the effects of exposure therapy). However, some
medications are viewed as potentially blocking therapeutic gains (e.g., benzodiazepines
used on an as needed basis concurrently with exposure therapy for anxiety).

Curative Factors

As mentioned earlier when discussing the therapeutic alliance, early behavior therapists
minimized the role of the therapeutic relationship if not denying it any role whatsoever in
their conceptualizations. Contemporary behavior therapists seem to appreciate that ther-
apy is almost always delivered in the context of a human relationship and that the quali-
ties of this relationship can affect the therapy. In addition, whereas behavior therapists
would argue that there are some active ingredients that are specific to behavior therapy, it
seems to us that specific factors can coexist with common factors. Moreover, we are not
aware of any tenets of behavior therapy that would deny a role for common curative fac-
tors. Thus, many contemporary behavior therapists would probably agree that the thera-
peutic relationship is necessary (for ensuring compliance with behavioral assignments if
nothing else) but is not sufficient as a curative factor.

Insight is viewed as potentially helpful because understanding a behavior pattern and
its functions and origins helps the patient be more willing to make behavioral changes.
Traditionally, however, insight is viewed as being neither necessary nor sufficient in
behavior therapy.

In contrast to insight, behavioral assignments are viewed as both necessary and suf-
ficient by most behavior therapists. As noted earlier, behavior therapists believe that
there are some active ingredients that are specific to behavior therapy and these are pre-
cisely the ingredients that need to be applied in between sessions for the most progress
to be made.
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Special Issues

Homework or self-help exercise compliance is often critical as mentioned earlier and
can be problematic with many cases. Motivational interviewing techniques (e.g., Miller
& Rollnick, 1991) can be useful for working with resistance as can cognitive therapy
techniques (Newman, 1994). The basic principles of motivational interviewing are fairly
simple and center on reframing resistance as ambivalence. The therapist assumes some
motivation for therapeutic change that coexists with some motivation to maintain cur-
rent behavior patterns. Based on this assumption, the therapist uses techniques such as
using reflective listening techniques, siding with resistance, and offering choices to try
to strengthen the patient’s internal motivation for change and to encourage the patient to
articulate reasons for changing rather than engaging in a verbal tug-of-war with the
patient. Some basic behavioral principles are important for homework compliance as
well. Beginning a session by following up on homework negotiated in previous sessions,
giving praise for homework completion, and taking some time in session for completing
incomplete homework tasks (e.g., filling out a questionnaire) can be useful for minimiz-
ing noncompliance.

Culture and Gender

The major principles of extinction, stimulus control, and contingency management are
believed to be universal; however, there can be tremendous differences in how these
are applied depending on factors such as culture and gender. What is reinforcing to
one individual may not be to another because of cultural factors and gender. Thus,
whereas access to playing video games may be very reinforcing to an adolescent boy, this
may not be the case with an adolescent girl.

Adaptation to Specific Problem Areas

As noted earlier, behavior therapy is definitely not a one-size-fits-all approach, and there
is no one principle or strategy akin to transference interpretation that is viewed as being
critical for every case. However, different strategies tend to be seen as being more relevant
for different types of specific problem areas. Behavior therapy for anxiety disorders tends
to emphasize extinction strategies (i.e., exposure or exposure plus response prevention)
and skill acquisition (i.e., relaxation, assertiveness) although a bit of stimulus control has
been applied as well (e.g., Borkovec, Wilkinson, Folensbee, & Lerman, 1983). In con-
trast, behavior therapy for child-externalizing problems tends to emphasize contingency
management (e.g., token economies, behavioral contracts, time-out from reward), and
stimulus control strategies tend to be applied more in the treatment of insomnia than for
anxiety or child-externalizing problems.

Empirical Support

There is a great deal of empirical support for behavior therapy strategies for various
specific problems though much of this evidence comes from studies testing cognitive-
behavioral treatment packages that combine behavior therapy and cognitive therapy.
Behavior therapy and CBT have been subjected to empirical tests more often than any other
form of psychotherapy and are the most well-established forms of psychotherapy in terms
of their empirical support. In support of this assertion, we note that 20 of the 25 treatments
classified by the Clinical Psychology Division of the American Psychological Association
Task Force on Promotion and Dissemination of Psychological Procedures as being either
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well established or probably efficacious were behavioral or cognitive-behavioral
(Crits-Christoph, Frank, Chambless, Brody & Karp, 1995). Thus, the evidence supporting
behavior therapy and CBT is too voluminous to review in its entirety here, and several of
the relevant literatures have been reviewed elsewhere. However, we do offer some selec-
tive citations to give a flavor for the depth and breadth of the empirical support for these
approaches.

Exposure therapy has been shown to be efficacious for several anxiety disorders, and in
many cases the addition of cognitive restructuring has not led to significantly better out-
comes (e.g., Barlow, 2002; Feske & Chambless, 1995; Foa, Hembree, et al., 2005; Marks,
Lovell, Noshirvani, Livanou, & Thrasher, 1998). Applied relaxation (which involves not
only teaching the patient progressive muscle relaxation but also deliberately inducing
anxiety in session—either via imaginal or in vivo exposure—so that the patient can prac-
tice using relaxation to reduce his or her anxiety) has also been supported for general-
ized anxiety disorder (Ost & Breitholtz, 2000) and panic disorder (Ost & Westling, 1995).
Applied tension has been shown to be efficacious for blood-injury-illness phobia even
when delivered in a single session (e.g., Hellstrom, Fellenius, & Ost, 1996; Ost & Sterner,
1987). Behavioral activation therapy and social skills training have been shown to be effi-
cacious for major depression (e.g., Dimidjian et al., 2006; Zeiss, Lewinsohn, & Munoz,
1979). Crits-Christoph et al. (1995) also list behavior therapy for headache and for irritable
bowel syndrome, behavior therapy for female orgasmic dysfunction and male erectile
dysfunction, behavioral marital therapy, parent training programs for children with oppo-
sitional behavior, and token economy programs among their list of 18 well-established
treatments.

One issue that has been receiving increasing attention in the behavior therapy and
CBT literature in recent years is the distinction between statistical and clinical signifi-
cance (Jacobson & Truax, 1991). Although even the previous brief review demonstrates
that there can be no doubt that behavior therapy techniques, either on their own or in
combination with cognitive therapy, often produce statistically significant outcomes,
the evidence is at least somewhat more sobering with respect to clinical significance. To
illustrate this point, we consider the literature on CBT for generalized anxiety disorder.
Several meta-analyses in the past decade and a half have shown this approach to be
significantly more effective than wait-list and placebo control conditions (Borkovec &
Whisman, 1996; Chambless & Gillis, 1993; Gould, Otto, Pollack, & Yap, 1997). Based
on the evidence reviewed in these meta-analyses, Crits-Christoph et al. (1995) list CBT
for generalized anxiety disorder as a well-established intervention. The most widely used
strategy for assessing clinically significant change in this literature has been to classify
patients according to whether they have achieved high end state (HES) functioning.
Although slightly different definitions were used, the core of HES functioning remained
largely the same across all of these studies—the patient’s scores on the outcome meas-
ures are tending to be brought back within the nonclinical range of scores on those
measures. In one well-conducted study, Borkovec and Costello (1993) reported that, at
the posttreatment assessment, only 57.9% of their patients treated with CBT were
classified as having achieved HES functioning. In another well-conducted study, Butler,
Fennell, Robson, and Gelder (1991) reported that only 32% of their patients treated with
CBT were classified as achieving HES functioning at the posttreatment assessment. This
range of HES functioning (32% to 57.9%) fits Borkovec & Whisman’s (1996) average
HES functioning figure of 50% from their meta-analysis of CBT trials. Results such
as these illustrate that whereas many behavioral and cognitive behavioral therapies are
efficacious, there is still much work to be done to enhance their efficacy.
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Description of a Specific Approach to Treatment in Behavior Therapy

In our description of a specific approach to treatment in the behavioral school of ther-
apy, we focus on the behavioral techniques we are best known for—those for generalized
anxiety disorder. However, given that many of the other chapters in this book focus on
the treatment of depression and that generalized anxiety disorder is highly comorbid with
depression, for our Case Illustration we have chosen to describe a woman who had both
generalized anxiety disorder and depression. Thus, the case illustrates not only our some-
what unique application of behavioral strategies to generalized anxiety disorder but also
the application of some behavioral strategies for depression.

How Specific Approach Implements or Modifies the Broad Theory

The general behavioral model of anxiety disorders places heavy emphasis on the role of
behavioral avoidance in maintaining the anxiety. Accordingly, in vivo exposure plays a
prominent role in the general behavioral approach to anxiety disorders. However, one fea-
ture that differentiates generalized anxiety disorder from many of the other anxiety dis-
orders is that overt avoidance behaviors are not nearly so prevalent or prominent as they
are in other anxiety disorders. Thus, many cognitive-behavioral therapists do not incorpo-
rate exposure therapy in their treatment of generalized anxiety disorder. Borkovec and his
colleagues have developed a fascinating theory of generalized anxiety disorder, however,
that suggests that even though behavioral avoidance is not prominent in generalized anxi-
ety disorder another form of avoidance might be. Borkovec’s model of generalized anxiety
disorder ascribes an avoidance function to worry—a central diagnostic feature—by emo-
tionally distancing the individual from negatively valenced (i.e., catastrophic) images that
trigger worry (e.g., Borkovec, Alcaine, & Behar, 2004; Borkovec, Shadick, & Hopkins,
1991; Freeston, Dugas, & Ladouceur, 1996). Specifically, not only do those with gener-
alized anxiety disorder generate more negative scenarios for potential problems (Davey
& Levy, 1998; Hazlett-Stevens & Craske, 2003; Vasey & Borkovec, 1992), and possibly
experience more intense negative emotions (Mennin, Heimberg, Turk, & Fresco, 2005)
than controls, but worry in generalized anxiety disorder involves an exaggerated shift
from imagistic processing toward verbal/linguistic processing. Worry that accompanies
generalized anxiety disorder is more abstract than concrete (Stober, 1998), and Borkovec
et al. (2004) found that it tends to be more linguistic (i.e., self-statements) than imagis-
tic (i.e., visual, auditory, or kinesthetic images). Initial findings indicated that individuals
with generalized anxiety disorder report more “thoughts” than “images” when instructed
to relax, and even more so when instructed to worry, relative to controls (Borkovec &
Inz, 1990). These self-report findings were corroborated by laboratory measures in other
studies (e.g., Craske & Herrmann, 1993). Rapee (1993) established that, whereas second-
ary verbal tasks interfered with worry activity (presumably by competing with the same
processing resources), secondary visual and spatial tasks did not (presumably by involv-
ing different processing resources).

Verbal/linguistic processing of threat is associated with less autonomic reactivity
(Borkovec & Hu, 1990; Vrana, Cuthbert, & Lang, 1986) and weaker subjective reports of
negative affect (Holmes & Mathews, 2005) than imagistic processing of the same threat.
Furthermore, autonomic reactions to imagined scenarios of public speaking in public-
speaking-anxious individuals were lessened after an interval of worry in contrast to an inter-
val of imagery (e.g., Borkovec, Lyonfields, Wiser, & Diehl, 1993; Peasley-Miklus & Vrana,
2000), and prior worrying was associated with decreased negative affect in a subsequent
trauma recall task (Behar, Quellig, & Borkovec, 2005). Hence, it is hypothesized that
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worry is negatively reinforced by reductions of fear-based affect and autonomic arousal
in the short run. However, by virtue of this dampening effect on emotional respond-
ing, worry is presumed to maintain itself and generalized anxiety disorder in the long
run because largely unprocessed catastrophic images and associated autonomic arousal
continue to emerge periodically and motivate continued avoidance in the form of worry.
Partial support for this sequence was provided by Butler, Wells, and Dewick (1995)
who found that participants instructed to worry about the content of distressing films
had reduced anxiety immediately afterward but increased intrusive images over the next
3 days compared to those instructed to form images or to “settle down” (also see Wells
& Papageorgiou, 1995).

Thus, the general behavioral model for anxiety disorders that focuses on behavioral
avoidance of external cues or situations has been modified for generalized anxiety dis-
order because avoidance takes a more cognitive than behavioral form, and it is focused
not so much on avoiding actual aversive experiences as on avoiding aversive imagery and
emotional arousal. Given that avoidance is thought to play a role in maintaining general-
ized anxiety disorder, some form of exposure might also have a role to play in treating
it. However, the avoidance theory of worry calls for a different form of exposure than in
vivo exposure. Next, we describe the form of exposure developed based on the avoidance
theory of worry.

Specific Strategies and Interventions

Based on the avoidance theory of worry, the general approach of exposure for anxiety dis-
orders has been adapted to incorporate sustained exposure to negatively valenced imagery,
including those aspects of imagery that encode efferent commands to the autonomic sys-
tem (Craske & Barlow, 2006; Craske, Barlow, & O’Leary, 1992; Zinbarg, 1993; Zinbarg,
Craske, & Barlow, 2006; Zinbarg, Lee, & Yoon, 2007). Thus, imagery exposure for gen-
eralized anxiety disorder closely resembles imaginal exposure to intrusive images used
in CBT for obsessive-compulsive disorder and to traumatic memories used in general-
ized anxiety disorder for posttraumatic stress disorder. The patient is encouraged to form
detailed and sensory-rich images—incorporating imagery of the physiological manifesta-
tions of the emotional experience—representing the content of his or her worry. To ensure
that the patient is not distracting from the negative content of the worry theme, the thera-
pist periodically asks the patient not only to report SUDs ratings but also to verbalize
the content of the imagery. To keep verbal encoding to the minimum necessary to ensure
that the patient is not distracting from the negative content, the patient is encouraged to
focus silently on the imagery in-between the periodic requests for SUDs ratings and ver-
bal descriptions of the imagery. That is, the patient alternates back and forth between
silent periods of relatively pure imagery and periods of describing the imagery aloud. As
in imaginal exposure for posttraumatic stress disorder (e.g., Foa & Rothbaum, 1998) and
obsessive-compulsive disorder (e.g., Foa & Wilson, 1991), the patient is encouraged to
imagine that the events are taking place in the present moment and is then asked to elabo-
rate on the sensory aspects of the imagery including the kinesthetic cues if not spontane-
ously doing so.

Empirical Support

Though some CBT packages include self-control or coping desensitization that involves
first imagining anxiety-provoking situations and then imaginal rehearsal of somatic and
cognitive coping with anxiety in those situations and others have made use of imagery
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to aid in the identification of negative automatic thoughts (e.g., Borkovec & Costello,
1993; Borkovec & Mathews, 1988; Borkovec, Newman, Pincus, & Lytle, 2002), only two
packages include prolonged exposure to negatively valenced images: First, the Mastery
of Your Anxiety and Worry (MAW) treatment package includes imagery exposure and
relaxation as two of its major components with cognitive restructuring as its other major
component (Craske & Barlow, 2006; Craske et al., 1992; Zinbarg, 1993; Zinbarg et al.,
2007). Second, a package developed by Dugas and colleagues includes imagery exposure,
cognitive restructuring (focused on altering positive beliefs about worry and increasing
tolerance for uncertainty), and problem solving (Dugas, Gagnon, Ladouceur, & Freeston,
1998; Ladouceur et al., 2000).

Ladouceur et al. (2000) found CBT for generalized anxiety disorder incorporating
imagery exposure led to significantly greater improvement than a wait-list condition on
all 6 variables they used as outcome measures. These gains were maintained at 6- and
12-month follow-ups, and the percentage of treated patients reaching HES on at least 5
of the 6 measures was 62% at posttreatment and 58% at 12-month follow-up. Dugas et al.
(2003) adapted this package for administration in a group therapy format and found sig-
nificantly greater improvement than in a wait-list condition on all 7 variables they used as
outcome measures. Again, these gains were maintained over a 2-year follow-up interval.
Finally, 65% of the treated participants reached HES at posttreatment on at least 5 of the
7 measures as did 72% at the 2-year follow-up.

Wetherell, Gatz, and Craske (2003) adapted the MAW program for a late-life sample
(mean age 67 years) and compared it to a discussion group pertaining to worry provoking
topics, and to a wait-list control. The MAW condition was clearly more effective than the
wait-list control (i.e., 5 out of 10 study measures) and marginally more effective than
the discussion group (i.e., 1 out of 10 study measures). However, consistent with other
evidence for poorer generalized anxiety disorder treatment response in older age groups
(e.g., Stanley, Beck, et al., 2003), rates of HES on 3 of the 4 major outcome measures
were low, with only 28% of the MAW program condition achieving HES at follow-up.

Zinbarg et al. (2007) studied the major components of the MAW program—relaxation
training, cognitive restructuring, and imagery exposure—for generalized anxiety disorder.
Eighteen participants completed either a 12-session individual therapy (n = 8) or a wait-
list condition (n = 10). Results showed significantly more improvement in the treatment
group on 4 of 5 outcome measures. Fifty percent of the treated participants reached HES
at posttreatment on at least 4 of the 5 measures. Using a HES cutoff closer to that used
by Dugas et al. (2003) and identical to that used by Barlow, Rapee, and Brown (1992),
66.7% reached HES on at least 3 of the 5 measures.

Taken together, the results reported by Ladouceur et al. (2000), Dugas et al. (2003)
and Zinbarg et al. (2007) provide strong evidence for the efficacy of CBT packages that
include imagery exposure. Wetherell et al. (2003) obtained smaller effect sizes in a late-
life sample, although the marginally superior outcomes from CBT incorporating imagery
exposure compared to the discussion group are notable because prior research in elderly
samples has failed to find differences between standard CBT and discussion control
groups (e.g., Stanley, Beck, & Glasco, 1996).

The HES functioning results suggest that these packages might be more efficacious
than standard CBT packages for generalized anxiety disorder. Barlow et al. (1992) and
Butler et al. (1991) reported posttreatment HES rates of only 36% and 32%, respectively
compared to 62% to 66.7% in the three studies incorporating imagery exposure. However,
whereas imagery exposure may be accounting for these larger effect sizes, many other
differences among these studies could also account for the larger effect sizes and disman-
tling studies are needed to definitively answer this question.
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CASE ILLUSTRATION: GENERALIZED ANXIETY DISORDER
WITH CHRONIC DEPRESSION—“WORRY IS IN MY BLOOD”

When Rachel initially presented for therapy, she was 55 years old, had been married for
30 years with two grown children, and had been working as a nurse for 31 years. Her pre-
senting complaint was chronic depression that began about 12 years prior when she was
caught forging prescriptions for herself for painkillers and was fired from the hospital where
she had been employed for several years. Since that time, she had experienced depressed
mood, loss of interest in almost all of her pervious hobbies and activities, low energy, feelings
of worthlessness and guilt, and difficulties concentrating. The longest period of time in which
she felt her normal self during these 12 years was a week here or there when she and her
husband would get out of town for a vacation. Though she denied having ever experienced
any other episodes of major depression prior to this, she did describe herself as a lifelong
worrier. She reported uncontrollable and excessive worrying about a number of themes more
days than not at least since early adolescence and that this worry was accompanied by mus-
cle tension, irritability, restlessness, and difficulties falling asleep. Among her current wor-
ries, the one that troubled her the most was that she described being unable to stop herself
from worrying about her grown son who had only been able to find temporary, freelance work
during the previous couple of years without holding a more permanent job during that time.

Given that her presenting complaint and what she reported as bothering her most cur-
rently was her depression, this was our initial treatment target. Our primary intervention
was behavioral activation therapy (e.g., Martell et al., 2001). Behavioral activation began
with psychoeducation focused on the notion that although withdrawal from activities associ-
ated with mastery and pleasure might have begun as symptoms of her depression, they were
likely playing a role in maintaining her depression because they removed her from coming
into contact with positive reinforcers that might help to lift her mood. The psychoeducation
stressed the idea that one way to ameliorate depression is to schedule pleasurable and mas-
tery activities rather than waiting until the person is in the mood to do these things.

As it had been so long since Rachel had pursued any interests outside of work (after get-
ting fired from the hospital and being without work for several months, she eventually took
a job with a service that provided in-home nursing care), she professed to have little to no
idea about what activities she might enjoy or what would give her a feeling of accomplishment
and pride. Thus, we encouraged Rachel to create a list of activities that she might enjoy and
adopt an attitude of experimentation to see which ones she actually found to be rewarding.
e stressed that even if she discovered that she did not enjoy a particular activity, this could
be construed as a success in terms of having learned something important about which of
the candidate activities could be eliminated from the list of possible choices. Though Rachel
expressed some doubts about behavioral activation as it seemed too simplistic to her to solve
all her problems, she did eventually begin to sample some of the candidate activities that we
listed during sessions and that she worked on between sessions. These included such mun-
dane activities as taking a bubble bath or lighting a scented candle to more involved activi-
ties such as taking an art class or a meditation class.

As Rachel began to schedule and participate in some of the activities on her list, it quickly
became apparent that she had some perfectionistic tendencies that were preventing her from
experiencing the full benefits of behavioral activation. For example, in a pottery class Rachel
tended to focus on how much less skilled she seemed to be than the other students in the
class and articulated the belief that she had to be the best at something to enjoy it. Thus,
we introduced some basic cognitive restructuring exercises to challenge these perfectionistic
thoughts and beliefs. This helped her to focus more on the process than the outcome of the
activities such as focusing more on whether she seemed to be learning and making progress
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at pottery than on her absolute skill level. In time, she even came to be proud of herself for
having the courage to try something that she was not good at and she began to experience
more frequent feelings of pleasure and mastery (related to improvement and the courage to
be less than perfect).

After her depressed mood began to lift, we began to target her worry and symptoms of gen-
eralized anxiety. At first, she strongly resisted this work. Exploration of this resistance sug-
gested it was related to a core belief of hers that “worry is in my blood.” Because she was
a nurse, we took advantage of her knowledge of the fact that the average life span of a red
blood cell is 120 days and thus our blood is not something that is fixed but rather is con-
stantly in flux (we were aware that the blood supply is constantly recycling, but it was Rachel
who educated us, when we raised the general topic for discussion, about the exact value of
the average life span of a red blood cell). It helped her to see that if “worry truly is in her
blood” as she said, this might imply that something that she thought of as immutable might
in fact be changeable. Thus, we began to apply progressive relaxation and diaphragmatic
breathing to target her muscle tension and anxious arousal, and cognitive restructuring
and imagery exposure to target her worries, low self-esteem, and negative core beliefs (e.g.,
Craske & Barlow, 2006; Zinbarg et al., 2006).

Imagery exposure (e.g., Craske & Barlow, 2006; Zinbarg et al., 2006) focused mostly on
her worries about her adult son’s relationship difficulties and difficulties finding permanent
employment. Thus, we conducted exposure to two sets of images: The first involved images
of her son’s current relationship dissolving (largely because of his lack of a permanent job);
the second involved images of her son’s current temporary job terminating without his hav-
ing another job lined up. Each of these images represented the most catastrophic outcomes
she could imagine for these two worries. In both cases, we encouraged her to form sensory-
rich (including physiological sensations), vivid, and detailed imagery of these two scenarios
with encouragement to continue to let each scene advance further into the future (without
any suggestions from the therapist about how that future should be imagined or how to
use any coping skills as would be done in coping desensitization). With prolonged and
repeated exposure to these images, she spontaneously came to envision that although her
son would undoubtedly experience pain if either outcome came to pass, he would be likely to
survive and move on and that it was no longer her responsibility to find solutions to his prob-
lems like it might have been when he was a young child. Moreover, she eventually allowed
herself to imagine that he committed suicide in response to one of these stressors, and she
saw that, if she projected far enough into the future, she would experience tremendous grief
but she would survive and still have a meaningful life that included some sources of pleasure
and joy. After several sessions devoted to imagery exposure with self-guided practices at
home in between sessions, Rachel’s worry episodes became less frequent and less intense.
After18 sessions of behavioral activation, cognitive restructuring, and imagery exposure with
the first 12 sessions being on a weekly basis and the subsequent sessions being held biweekly,
Rachel reported that she felt sufficient improvement and internalization of the techniques to
terminate. We had two final sessions focused on relapse prevention and saying goodbye.
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Chapter 3

COGNITIVE THERAPY

Scott H. Kellogg and Jeffrey E. Young

Cognitive therapy, now often incorporated as a part of cognitive-behavioral therapy
(CBT), has emerged as one of the leading schools of psychotherapy over the past 40 years
(A. T. Beck, 2005). Its achievements include a theory of psychopathology, a valid and
useful way of conceptualizing the process of change, and specific techniques for reducing
suffering. (In this chapter, the terms cognitive therapy and cognitive-behavioral therapy
are used interchangeably.)

Frank (1985) wrote, “A basic assumption of all psychotherapies is that humans react to
their interpretation of events, which may not correspond to events as they are in reality”
(p. 52). Cognitive therapy is an approach that has a central focus on the way individuals
interpret events. States of emotional disturbance are seen as emerging from problematic,
maladaptive, and/or unrealistic interpretations or information-processing systems. The
core of cognitive therapy is the elucidation of these processes into consciousness that is
then followed by a jointly enacted project to modify or eliminate these belief systems or
schemas. As this therapy has developed, the full range of cognitive, interpersonal, behav-
ioral, and Gestalt or emotion-focused techniques have been increasingly brought into
play to facilitate this process. The successful adoption of these interventions has helped
strengthen the belief that the cognitive-behavioral approach is the ultimate integrative
therapy (Arnkoff & Glass, 1992).

HISTORY OF COGNITIVE THERAPY

In the following sections, we conceptualize the development of contemporary CBT by
looking at the role of four streams of thought and effort:

1. The development of the semantic therapies—specifically, the cognitive therapies of
Albert Ellis (2005) and Aaron Beck (Beck & Weishaar, 2005).

2. A movement among behavioral therapists and theorists to incorporate cognition
into their models and practice (Meichenbaum, 1992).

3. The introduction of constructivism (Berger & Luckmann, 1967) into cognitive
therapy.

4. The development of second-generation cognitive therapies (I. A. James, 2001),
of which schema therapy (Young, Klosko, & Weishaar, 2003) is an important
example.

43
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Cognitive Therapies of Ellis and Beck

The first developmental step toward CBT resulted from the work of Albert Ellis and
Aaron Beck. Ellis originally trained as a psychoanalyst but became concerned that many
of his patients were not getting better. He came to realize that his patients’ thoughts and
attitudes were rigid, problematic, and “irrational” and that these inflexible belief systems
were contributing to the maintenance of their problems. As a result, he began to explore
other means of understanding human thought and started working with his patients in a
way that directly attacked these thinking patterns (Ellis, 2005). His efforts resulted in the
publication of Reason and Emotion in Psychotherapy in 1962 and the birth of what would
eventually be known as rational-emotive behavior therapy (REBT).

Among the different sources that Ellis drew on were Alfred Korzybski’s theory of gen-
eral semantics, Alfred Adler’s individual psychology, and Karen Horney’s (1950) work
on the “tyranny of the shoulds.” The Stoics have also been a major inspiration for REBT
and cognitive therapy with their emphasis on the connection between interpretation and
emotional pain or distress. As Epictetus wrote, “People are not disturbed by things, but
by the view they take of them” (quoted in Ellis, 2005, p. 171). Marcus Aurelius affirmed,
“If thou are pained by any external thing, it is not this thing that disturbs thee, but thine
own judgment about it. And it is in thy power to wipe out this judgment now” (quoted in
Bedrosian & Beck, 1980, p. 127). These ancient words are still at the core of contempo-
rary cognitive therapy.

Early work by Ellis (Ellis & Harper, 1975) outlined commonly held beliefs that lead to
emotional distress and discomfort. When patients reported experiences of distress, it was
typically because they were maintaining one or more of these beliefs. Therapy became a
kind of reeducation in which patients were actively pushed to change their outlook on life
to one that was more in line with Ellis’s rational, humanistic philosophy. A core compo-
nent of this philosophy includes an emphasis on long-term hedonism (what would bring
the individual the greatest happiness over the long run).

Over time, Ellis changed his model from one that focused on the presence or absence
of specific beliefs to one that focused on their structure. In his view, problematic life
perspectives usually contain imperatives that take the form of shoulds or musts along
with a general pattern of “demandingness.” The result is that REBT is centered on try-
ing to redirect the individual’s way of thinking, and a common shift is to move from
demands to preferences. In a typical REBT example, the goal might be to help a jealous
patient shift from the negative belief of, “My wife must love me at all times, and if she
does not it will be dreadful and catastrophic” to [the] affirming belief of, “Although I
would like my wife to love me and stay with me for the rest of my life, | know that
I would survive her leaving me and that there would continue to be ways for me to
find pleasure and happiness in my life.” The essence here is not a denial of the serious-
ness of the situation, but rather a reinterpretation of it in a way that includes affirm-
ing the patient’s capabilities and the availability of other possibilities for pleasure and
happiness. Despite its popularity, REBT appears to have failed to gain the mainstream
acceptance that Beck’s approach has received in the cognitive arena (Prochaska &
Norcross, 2007).

Aaron T. Beck, who many consider to be the father of cognitive therapy, also came
to his approach from the psychoanalytic world. Paradoxically, it was his research on
psychodynamic principles that ultimately led him to make the decision to forge a new
way. He wanted to assess the content of depressed patients’ dreams to test Freud’s belief
that depression was a manifestation of anger turned inward. To his surprise, he found that
his patients’ dreams contained the same themes of low self-esteem that filled their talk
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during a session (Beck & Weishaar, 1989). These findings inspired Beck not only to
begin an intensive study of the cognitions involved in depression but also to develop an
effective therapy that built on these insights. This early work would lead to the publi-
cation of Cognitive Therapy of the Emotional Disorders in 1976 and Cognitive Therapy
of Depression in 1979. The first book laid out the cognitive therapy model of psychopa-
thology, whereas the second was one of the first detailed psychotherapy manuals pub-
lished for the treatment of a psychiatric disorder (Weishaar, 1993). As Beck developed
his model, he drew on the work of the Stoics, Alfred Adler, the ego psychologists, Karen
Horney, and George Kelly (1955).

Beck also integrated techniques from behavior therapy. He appreciated the scientific
foundations and focused investigations of the behaviorists, but he explained their success
differently; he felt that their true curative power was that the experiences they provided
led to changes in cognition (Bedrosian & Beck, 1980).

Beck was unaware of Ellis’s work when he first began developing his approach. Ellis
contacted him after his first publication, and they have corresponded over the years
(Weishaar, 1993). Although sharing an emphasis on the power of belief and interpretation
in the development and maintenance of psychopathology, there are a number of differ-
ences between Beck and Ellis.

The first is that Ellis’s approach is fundamentally a philosophical one; a person’s suf-
fering decreases as he or she develops a different life perspective. This philosophy led
him to a more educative treatment approach in which teaching his humanistic philosophy
was central. Beck, in turn, is connected to science (R. K. James & Gilliland, 2003), and
he uses the metaphor of the personal scientist in his model (A. T. Beck, Rush, Shaw, &
Emery, 1979; Mahoney, 1974). In a therapy setting, he would not directly challenge a
problematic belief, as Ellis might; instead, he would explore the full ramifications of the
thought and might work with the patient to develop experiments to gather evidence that
would support or refute the validity and the usefulness of the belief.

A second way the two differ is that Ellis believes that a core principle of demand-
ingness, in the form of shoulds and musts, underlies most or all psychopathology. Ellis
emphasized universal principles rather than making a direct connection between specific
thought profiles and specific disorders, as Beck did.

Cognition and Behavior Therapy

The second stream of activity that led to the development of CBT was the work of
such theorists as Michael Mahoney (1974), Donald Meichenbaum (1992), and Marvin
Goldfried (2003), among others. Behavior therapy, deriving from the work of John
Watson and later B. F. Skinner, eschewed an emphasis or interest in “mentalistic” or
internal phenomena. If psychology were to be a true science, there would need to be an
emphasis on observable and measurable behavior; thoughts, images, and dreams were not
felt to be appropriate for this kind of research (Wilson, 2005).

The classic behavioral tradition not only provided a strong scientific basis for psychol-
ogy and psychotherapy but also led to therapeutic interventions that were effective in the
treatment of a wide range of disorders (see Chapter 2). Nonetheless, by the early 1970s,
problems in the paradigm were beginning to emerge (Mahoney, 2000). The result was
a kind of revolt in the behavior therapy world because therapists and theorists began to
embrace cognition in their work (Arnkoff & Glass, 1992).

The cognitive revolution meant that a crucial element in the effectiveness of behavior
therapy was how it influenced the thinking of patients and how they interpreted stimuli,
chose their responses, and evaluated the consequences of their actions. This led to
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a re-envisioning of behavioral strategies and the inclusion of Beck’s work as a form of
cognitive restructuring (Wilson, 2005).

The behavioral tradition has also emphasized the importance of social skills and self-
efficacy, both of which are useful additions to the cognitive component. Patients may be
upset because their cognitions are skewed, but they may also be distressed because they
actually lack social skills or assertiveness (Wilson, 2005). Bandura’s (1977) work on self-
efficacy is relevant here as well. People may have varying levels of competence as they go
from situation to situation; for example, a carpenter may feel very assured in his ability to
build things, but he may find the task of addressing his coworkers in the morning meeting
to be quite daunting. Successful training in assertiveness not only gives him new skills but
also potentially changes his cognitions about himself and his work.

Constructivism

The constructivist revolution in the social sciences, which was connected to the larger
postmodernist zeitgeist informing many academic disciplines, also played a role in the
further development of CBT. Constructivism emphasized that much of social experi-
ence was created and that consent and authority played a major role in what was seen as
acceptable, good, and true (Berger & Luckmann, 1967).

For psychotherapists and patients, constructivism offered a new kind of freedom—the
freedom of self-definition (Neimeyer, 2002). The story of a person’s life could be told in
different ways: “What would it look like if I organized my life by my successes? By my
emotional experiences? By my dreams? By moments of profound spontaneity? By expe-
riences of grief and loss? By acts of assertiveness or courage?” Each of these can be an
organizing stimulus to help create a new narrative of the past while serving as a new struc-
ture for the future.

One of the great possibilities here is a sense of fluidity that the self and identity are
not solely defined by family and society. Therapy, in this regard, becomes a process of
cocreating a life text, of empowering patients to be the authors of their lives (see Chapter 6).

Recent Developments

In addition to schema therapy, which is discussed later, other more recent psychotherapy
developments include dialectical behavior therapy, acceptance and commitment therapy,
and the cognitive therapies that utilize mindfulness techniques. These are discussed in
Chapter 5. McCullough’s Cognitive-Behavioral Analysis System of Psychotherapy is
also emerging as an effective treatment for patients suffering from chronic depression
(McCullough, 2000, 2003).

THEORY OF PERSONALITY AND PSYCHOPATHOLOGY

Schemas

At the core of the cognitive perspective on personality and psychopathology is the schema
(A. T. Beck, Freeman, & Associates, 1990; Young, 1990). Schemas are psychological
information-processing and behavior-guiding structures that develop during childhood
and adolescence. They serve as a map or blueprint of life and the world, and they provide
the individual with both information and meaning. Individuals have numerous schemas
about all aspects of life including relationships (i.e., how to deal with authority figures)
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and interactions with objects (i.e., how to drive a car). According to Beck, there are five
kinds of schemas: (1) cognitive, (2) affective, (3) motivational, (4) instrumental, and (5)
control. The cognitive schemas are involved in such processes as abstraction, interpre-
tation, and recall; the affective schemas are connected to emotions and feelings; the
motivational schemas are involved with wishes and desires; the instrumental schemas
organize the system for action; and the control schemas are a regulatory force—they
monitor behavior and work to inhibit or redirect it (Beck et al., 1990, p. 33). In psychopa-
thology, there is a particular interest in schemas related to the self, others, the world, and
the future.

Beck (A. T. Beck et al., 1990) has outlined some of the characteristics of schemas:
Breadth refers to the amount of psychological or interpersonal terrain a given schema
covers. Some may apply to relatively discrete situations, whereas others may pertain to a
wide range of encounters. Of special relevance to psychotherapy is the degree of flexibil-
ity or rigidity of a schema. Piaget (1983) looked at this issue in his work on assimilation
and accommodation. As an individual goes through life, there is a constant flow of infor-
mation and feedback about the nature of him or herself, his or her actions, and the world.
Some of this information supports the schemas that are already in place and some conflict
with it. With assimilation, the individual interprets these events in ways that maintain the
integrity of the schema; with accommodation, the individual changes the schema to incor-
porate the new and conflicting information.

One crucial factor here is that, as maturation takes place, humans favor assimilation
over accommodation. They will work to keep their existing schemas intact. This means
that if a negative or dysfunctional schema begins to develop early in life, the child
continues to interpret his or her experiences in a distorted way that may help to strengthen
the schema (J. S. Beck, 1996). In more extreme life situations, distorted or maladaptive
schemas may have been accurate and even adaptive within the context of a particularly
problematic family environment; they are, however, no longer helpful once the individual
engages with the outside world (Young, Beck, & Weinberger, 1993). Psychotherapy for
schemas is fundamentally an endeavor that seeks to challenge, modify, and, in some cases,
replace existing schemas and the corresponding disturbances in information processing.
Given this, practitioners, in turn, will seek to favor accommodation over assimilation. In
general, the more serious the pathology, the more rigid the schemas in place are.

Schemas may have different levels of prominence in the schema structure—some are
only occasionally present, whereas others have the potential to play a role in most situa-
tions. The valence of a schema is its level of activation at any given time. During a state
of latency, the schema is not influencing actions or interpretations, but once activated, it
can be a contributing or even a ruling force. In the different psychiatric disorders, prob-
lematic, maladaptive, and inaccurate schemas are dominant, and it seems that they have
the ability to supplant and inhibit more adaptive interpretation systems. It is the power
of these schemas to preclude the more adaptive ones from regaining control that distin-
guishes the experience of “being moody” from having a disorder. With a mood, a prob-
lematic schema may be dominant for a brief period of time, but it is then supplanted by a
more adaptive one. In the Axis | disorders, such as depression or a specific phobia, these
schema shifts are often longer lasting, but ultimately temporary. In the case of depression,
they may be time-limited, and in the case of a phobia, they may be situation-specific. In
the Axis 1l or personality disorders, these problematic schemas can maintain their domi-
nance for a lifetime (J. S. Beck, 1996).

Beck emphasized the role of distinct cognitive profiles at the core of each disorder.
These interpretive systems were biased in specific ways. For example, depressed patients
demonstrated a consistently negative view of themselves, the world, and the future.
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In anxiety disorders, patients were experiencing a sense of threat on symbolic and/or physi-
cal levels. In panic disorder, the mental and physiological symptoms of anxiety and stress
were misinterpreted as indications of insanity or coronary arrest. With suicidal behavior,
patients frequently expressed hopelessness about the future while demonstrating a great
deal of difficulty generating life alternatives and productive problem solving (A. T. Beck &
Weishaar, 2005).

With the personality disorders, there are also deeply problematic core themes at work.
Dependent patients feel that they are helpless and seek ways to connect to others for pro-
tection and caregiving. Avoidant patients may be attuned to the possibility of being hurt
in interpersonal relationships and so stay away. Obsessive-compulsive individuals have
central concerns about mistakes and errors. They compensate by seeking perfection in
many or all areas of their lives. The histrionic patient may feel that his or her interper-
sonal needs will only be met if he or she can impress others. The result may be a dramatic
and attention-seeking style (A. T. Beck et al., 1990). In all of these disorders, the dysfunc-
tional schemas lead to problematic reactions to events because there is a systematic bias
in the way that they are interpreted.

As a result of the vicissitudes of individual experience, some patients may develop
schema structures that lead them to be more susceptible to certain stressors. These are
known as cognitive vulnerabilities (A. T. Beck & Weishaar, 2005). Some people may be
more prone to develop depression when faced with obstacles in the area of achievement,
whereas others may develop it in relation to interpersonal difficulties and loss (A. T. Beck &
Weishaar, 2005; Blatt, 1995).

Cognitive Distortions

In times of stress as well as in states of psychopathology, the cognitions become distorted
both in content and structure. Although these are overlapping processes, it is possible to
distinguish the two. One of the functions of these distortions is to bias the interpretation
of information and events in such a way that the underlying schemas remain unchallenged
(A. T. Beck, 1987; Bedrosian & Beck, 1980). These processes appear to favor polarized
thinking and/or the selective processing of some data to the exclusion of others.

Beck has outlined a number of processes that are frequently used by patients,
including:

* Arbitrary inference: Coming to a conclusion that is either not supported by existing
evidence or is actually in defiance of it.

« Selective abstraction: Conceptualizing a situation based on a detail; however, the
bigger picture is not taken into consideration so that the conclusion is out of context.

» Overgeneralization: Creating a rule that is based on a few specific (even one)
instances, which is then applied to many other situations, even those for which it is
not appropriate. Patients may also make global judgments about themselves based
on a few (or even one) incidents.

» Magnification or minimization: Seeing things as either more or less important than
they really are. This distortion is so extreme that it is detrimental to the individual.
 Personalization: Attributing the cause of outside events to yourself even when there
is no evidence that this is the case. The psychotic symptom of ideas of reference is

an extreme example of this (Bedrosian & Beck, 1980).

 Dichotomous (or polarized) thinking: Interpreting things in terms of extremes.

Events are classified as either totally good or totally bad; there is no middle ground.
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* Incorrect assessments regarding danger versus safety: Sensing risk as dispro-
portionately high. This distortion is commonly found in anxiety disorder patients,
and the result is that they live lives of fear and restriction. The opposite version of
this is found among those who have repeated accidents or who keep getting them-
selves in trouble because their sense of risk may be too low (A. T. Beck et al., 1979;
A. T. Beck & Weishaar, 2005; Bedrosian & Beck, 1980).

For example, a college professor gave a lecture and noticed that, although most peo-
ple seemed attentive, one student fell asleep. The man thought about this individual
and became distressed as he focused on the idea that he had given a terrible class—as
evidenced by the sleeping audience member. This is an example of selective abstrac-
tion, of misinterpreting events in a way that fits the problematic schema while ignor-
ing data that contradict it. In this case, the professor was prone to themes of failure
and rejection, so the sleeping student was particularly meaningful to him (Bedrosian &
Beck, 1980).

Definitions of Health

Although cognitive therapists do not appear to write directly about psychological health,
it is probably fair to say that mental and emotional well-being would build on an accurate
view of oneself and the world, adaptive core beliefs, and healthy behavior patterns. In any
event, the degree to which individuals are unable to move toward their goals freely, are
filled with inner pain and anguish, and are having repeated experiences of conflict with
others may be a clinical measure of their psychiatric health or disturbance.

Sources of Pathology

Such factors as genetics, disease processes leading to brain function damage, inadequate
parenting, and difficult familial and social situations can all contribute to problematic out-
comes (A. T. Beck & Weishaar, 1989). Whether psychopathology occurs and the form
that it takes involves interplay among these forces and the creative energies of the indi-
vidual (Hall & Lindzey, 1978). For the psychotherapist, the endpoint of this process is
manifested in the schemas.

Emotional distress often takes place in response to real or perceived threats to the
patient’s personal domain, which includes the things that are held to be important. This
domain not only includes material goods but also symbolic possessions such as a sense of
self, physical appearance, qualities of character, values, goals, family, and friends. Other
emotionally laden aspects of the domain include identifications with ethnic groups or
institutions that a person has been a member of. Last, values such as freedom or equality
can maintain this status as well (Bedrosian & Beck, 1980).

THEORY OF PSYCHOTHERAPY

Goals of Psychotherapy

Patients frequently enter therapy with a desire to eliminate the pain that they are expe-
riencing, with a hope that they can achieve desires that have been eluding them (e.g.,
finding a job) and/or in response to criticism and pressure from important people in their
lives. These are not discrete endeavors; instead, they often overlap and interact. However,
although the symptoms or problems are the starting point, the work proceeds with the
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understanding that it is the patient’s belief system that is the primary source of difficulty
and that the ultimate goal of therapy is to uncover and change it.

Assessment Procedures

Assessment is typically done in a multimodal framework. This may involve a clinical
interview focusing on the current situation, the use of empirically validated tests and
measures that look at both symptom levels and underlying constructs, and a review of
patient history to help get a sense of predisposing and precipitating factors.

Beck has developed a series of assessments to measure levels of pathology and patho-
genic beliefs. Perhaps the most famous of these is the Beck Depression Inventory (BDI;
A. T. Beck, Ward, Mendelson, Mock, & Erbaugh, 1961), and its more recent update, the
BDI 1l (A. T. Beck, Steer, & Brown, 1996), an instrument that is widely used in both clini-
cal and research settings. Other commonly used instruments include the Beck Hopelessness
Scale (A. T. Beck, Weissman, Lester, & Trexler, 1974) and the Beck Anxiety Inventory
(A. T. Beck & Steer, 1990). Moving beyond formal assessment measures, the first phase of
treatment is geared in part toward identifying the symptoms and problems, as well as the
cognitions that maintain them, and an array of techniques are used to accomplish this.

Process of Therapy

Therapist Role

As noted earlier, cognitive therapy is a collaborative endeavor in which both participants
work together to solve the patient’s problem. Beck (Young et al., 1993) has noted that
successful cognitive therapists usually have a discrete set of qualities. The first of these
are the nonspecific ones that are shared by many therapists such as “warmth, genuineness,
sincerity, and openness” (p. 242). In many respects, these overlap with the ideal charac-
teristics proposed by Carl Rogers (1986).

Beyond this, therapists should be able to understand correctly, through the use of
empathic listening, how patients experience their world. Therapists should be adept at
logical thinking and at strategic planning and be willing and able to take an active stance,
leading and structuring the work.

This also means that the therapist should adopt the role of an investigator, not an
authority (Bedrosian & Beck, 1980). The great temptation in cognitive therapy is to tell
patients how they should be thinking rather than working with them in a manner that
allows them to transform their perceptions (A. T. Beck & Weishaar, 2005).

Therapeutic Alliance

The therapeutic relationship or alliance is the foundation for success in all psycho-
therapy (Teyber & McClure, 2000; Waddington, 2002), and cognitive therapists place a
strong emphasis on maintaining a good relationship with their patients. Self-disclosure is
allowed if it serves the goals of the therapy, and this includes revealing information that
helps build the alliance and/or provides evidence in opposition to the beliefs contained in
the dysfunctional schemas.

The use of feedback helps to keep the channels of communication clear and open.
By clarifying the patients’ understanding of and their feelings about in-session activities
and homework, possible problems or misunderstandings can be caught early. In addition,
disruptions and misunderstandings in the alliance give both parties an additional oppor-
tunity to understand and change the automatic thoughts and schemas that are involved
(Waddington, 2002).
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Collaborative Empiricism

Collaborative empiricism is the centerpiece of the therapist-patient connection, and it is
the process by which the patient and the therapist form an investigative team (Young
et al., 1993) that identifies the problems and goals, determines the priorities, and sets the
specific agenda for each session.

Working with automatic thoughts, assumptions, and schemas are the essence of the
therapy. Continuing with the scientist metaphor, collaborative empiricism means that each
of these cognitions can be approached as if it were a hypothesis to be tested, and that the
patient and therapist can work together to decide how to do this.

Length and Phases of Treatment

In the traditional treatment of Axis | disorders, cognitive therapy usually consists of 12 to
16 weeks of once- or twice-per-week sessions with some follow-up or booster sessions in
later months (A. T. Beck & Weishaar, 2005). The treatment of Axis 11 or personality dis-
orders can take a much longer period of time (Young et al., 2003).

Cognitive therapy can be seen as occurring over two phases. In the first phase of treat-
ment, there is an emphasis on building a relationship with the patient, socializing him or
her into the cognitive model, targeting symptoms and problems, organizing the priorities,
and taking steps to identify the automatic thoughts or the first level of cognitions sup-
porting the disturbance (Young et al., 1993). In short, the patient and therapist work to
formulate a cognitive understanding of the problem and then develop a treatment plan
to address the specific symptoms or difficulties (A. T. Beck, 1987). With some depressed
patients, it may be important and necessary to start with behavioral interventions to
increase their activity level. This could include methods such as (a) activity scheduling
to help them become more organized, (b) mastery and pleasure monitoring to challenge
their beliefs that they cannot do anything and that nothing is enjoyable, and (c) graded
task assignments to help them take small steps toward completing tasks rather than trying
to do everything at once (Bedrosian & Beck, 1980). After they have made some progress
in these spheres, patients may be more amenable to cognitive work.

The second phase of treatment includes efforts to clarify and change the underlying
schemas. This kind of work is covered in the later discussion on schema therapy.

Socratic Dialogues and Guided Discovery

The use of questions is a central activity in cognitive therapy, and this approach is known
as the Socratic dialogue. The intention of the questions is to:

* Clarify or define problems.
o Assist in the identification of thoughts, images, and assumptions.
» Examine the meanings of events for the patient.

» Assess the consequences of maintaining maladaptive thoughts and behaviors
(A. T. Beck & Weishaar, 2005, p. 253).

In the beginning, the goal is to reach a state of clarification and enable the therapist to
have an empathic understanding of the patient’s world; later, it is to create alternatives.
Again, this involves delineating the negative consequences of the patients’ perspective
(A.T. Beck & Weishaar, 2005).

Guided discovery is another way to understand and change these thoughts and assump-
tions. The first part is a historical review to see how the disorder and the underlying sche-
mas developed and what the contributing and mitigating experiences were. As Beck put it,
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“the therapist and patient collaboratively weave a tapestry that tells the story of the
patient’s disorder” (A. T. Beck & Weishaar, 2005, p. 240). The next step is for the thera-
pist to work with the patient to create experiments, both inside and outside the consulting
room, to test the validity of the schemas (A. T. Beck & Weishaar, 2005).

Automatic Thoughts and the Daily Thought Record

A central focus of exploration is automatic thoughts that provide an entryway into the
problematic inner world of the patient. The automatic thoughts are the interpretive force
that follow the external or internal stimulus and help determine emotional and behavioral
consequences (A. T. Beck & Weishaar, 1989). These thoughts reside on the periphery of
consciousness, and the patient may have to make some effort to access them (A. T. Beck,
1987). They are, however, not that difficult to identify, and a patient’s ability to do this
can be improved with practice.

Automatic thoughts can be seen as occupying the top of a pillar in which the underly-
ing assumptions (or “if-then” propositions) are in the middle and the schemas constitute
the foundation. However, these are not always thoughts and may take the form of images
(A. T. Beck, 1987).

As a vehicle of interpretation, patients” automatic thoughts filter the incoming infor-
mation and determine the emotional and behavioral response. In psychopathology, the
filtering is biased and the patient’s automatic thoughts frequently utilize the cognitive dis-
tortions that were discussed earlier.

To change this situation, there must be a way to get a clear picture of them. One way
to do this is through the use of the daily thought record (DTR). This instrument is a vehi-
cle for enabling patients to get access to their cognitions during times of duress. As can
be seen in Table 3.1, the form contains five columns. The first is the identification of the
patient’s problematic event, either an external one (e.g., an interpersonal conflict) or an
internal one (e.g., a disturbing memory, image, or thought). The second column identi-
fies the emotion and rates, on a scale from 1 to 100, the corresponding level of distress;
the third column is the place where the automatic thoughts are identified and the degree
to which it is believed is also rated on a percentage scale from 0 to 100. Later, the patient
uses the fourth column to write down a counter-interpretation that leads to lower levels
of distress. In the last column, they then rate how much they actually now believe the
original automatic thought.

When starting to use this instrument, identifying any automatic thoughts is the primary
goal. The patient can then undergo the kind of examination that is discussed later in the
chapter.

The creation and effective use of rational responses is a process. As the DTR is used
and the automatic thoughts are identified and elucidated, the patient and therapist can
work together to formulate a more rational or adaptive response. An entire session can be
devoted to this project. These responses can take the form of a script and role-playing can
be done to help the patient rehearse them in an emotionally aroused manner. The home-
work for the week can include applying them in trigger situations. The ultimate goal is for
the patient to be able to spontaneously create effective responses when problematic think-
ing and emotions arise (Bedrosian & Beck, 1980).

Strategies and Interventions

Leahy and Holland (2000) have provided an excellent guide to working with the vari-
ous cognitive intervention techniques that has served as a primary source for this section.
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These techniques can be organized according to their target, be it automatic thoughts,
underlying assumptions, or the core schemas.

Addressing Automatic Thoughts

Defining the Terms  This is particularly useful when patients describe themselves in neg-
ative ways. For example, they may be asked to define what they mean when they say they
are a “failure” and, in turn, what they mean by “success.” Working with these two terms
can be particularly enlightening as: (1) patients may be making global assumptions about
themselves based on their behavior in a few instances; and (2) their standards of success
may be disproportionately high.

Examining the Evidence A core technique is working to marshal all of the evidence that
both supports and refutes a belief. This can be laid out clearly and the relative weight of
each argument can be assessed.

Testing the Thoughts Just because an individual holds a belief strongly does not mean
that it is true. Ideally, there should be a way to test the validity of the belief in the real
world. Using a guided discovery process, the patient and therapist can work together to
design an experiment to resolve the question.

Generating Alternatives Taking a slightly different approach, patients can be asked to
generate alternative explanations or hypotheses (“My boss cancelled our meeting because
she is getting ready to fire me,” versus “My boss cancelled our meeting because some-
thing came up that she needed to attend to.”).

Maladaptive versus Inaccurate Beliefs Examining beliefs may be helpful in situations in
which patients are resistant to changing their belief in the “correctness” of their thoughts.
Instead of focusing on the possibility that the thought is distorted, the emphasis can shift
to whether the belief is helping them to achieve their goals (Schuyler, 2003). Some beliefs
may be extremely costly in the energy and the effort needed to carry them out. Patients
who believe that “everyone must like them” may find social situations to be enormously
stressful because they must continuously monitor their own and other people’s behavior.

Cost-Benefit Analysis A cost-benefit analysis often is combined with an examination
of maladaptive beliefs. Here, patients assess what they gain and lose from maintaining a
belief. Asking them to rate the relative impact of its costs and benefits can help them see
the problematic side of their dysfunctional thoughts.

Positive Reframing A further variant is to try to see if a positive meaning can be made
out of a negative situation (e.g., “The embarrassing situation that | got into when | was
drinking really showed me the danger that alcohol use poses in my life.”). The issue of
meaning can also lead the therapy into areas of existential exploration (see Chapter 8, this
book; Yalom, 1985).

Examining the Logic of Thoughts Thoughts can be evaluated for their logic and com-
pleteness. Is the patient making a global self-judgment based on a specific incident
(“Because | had a bad date the other night, 1 will be lonely for the rest of my life”)? Are
they jumping to conclusions based on incomplete information?
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Pie Technique With patients who are concerned about their level of responsibility for
events, a pie chart can be drawn up to assess all of the factors involved. In a situation in
which a child is not doing well in school, a parent’s self-blaming behavior may not be
appropriate. Other factors could be the presence of learning disabilities or attention-deficit
hyperactivity disorder, the quality of the teachers, the student’s motivation, the fit between
the child and the school, the impact of youth culture, the possibility of depression or anxi-
ety in the child, and so on. If it turns out that the quality of parenting has not been suf-
ficient, the therapist and patient could do problem solving to find ways to improve this,
perhaps by reading a book or taking a course.

This connects to the larger issue of looking at mitigating factors and the attribution of
responsibility for success and failure. Depressed patients often attribute failure to them-
selves and success to external factors (i.e., luck or the kindness of others). For those who
attribute high levels of responsibility to themselves, an exploration of potentially relevant
factors such as “provocation, duress, lack of knowledge or preparation, lack of intention,
failure on others’ parts, task difficulty, [and] lack of clear guidelines” could be helpful.
(Leahy & Holland, 2000, p. 308).

Downward Arrow or \ertical Descent The downward or vertical arrow technique is a
way to move from automatic thoughts to deeper assumptions or schemas. In this tech-
nique, the patient is asked to imagine that their automatic thoughts were true; the ques-
tion then arises as to what would be so terrible if this were the case. This process is then
continued with that thought and the other thoughts that emerge until there is a sense that a
core belief has been reached.

Double Standard Patients are frequently inconsistent in the way they apply their judg-
ments across persons. In some cases, they are much harsher with themselves than with
others. The question, “What would you say to another person in the same situation?” can
often elicit a double standard—a series of rules that apply to themselves and a different,
more lenient set that apply to others.

Sometimes people with anger problems invert this process. They have a higher standard
for others than they do for themselves. One patient who was in recovery spoke dispar-
agingly of a friend who had violated one of the guidelines of Alcoholics Anonymous by
beginning to date someone during the first 12 months of her recovery. When asked when
she had started dating her own husband, she replied that it was 8 months after she began
attending the self-help group.

Keeping a Daily Log In their daily activities and experiences, patients can go into the
world and keep a log in which they gather evidence that both supports and refutes their
belief. This is the data-gathering aspect of the personal scientist model (Mahoney, 1974).
They can also speak to trusted friends and family members about how they would see a
specific situation. In this way, they can also work on collecting alternative perspectives.

Distinguishing Possibility from Probability ~With the anxiety disorders, patients are often
worried about negative events. For some, the Internet has become a way to have rapid
access to even more information about the possibility of unpleasant or even dire conse-
quences. Although in some cases patients may be worried about things that are not true,
more commonly, they are worried about things that have a low possibility of occurring.
For those suffering from anxiety, it is as if everything were equally likely to happen—a
plane crash has the same probability of occurring as a car crash. This may be the way that
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they feel, and reality testing helps reorient the individual toward a more balanced view of
life that not only helps him or her be less fearful, but also demonstrates that feeling some-
thing does not mean that it actually is true.

Examining the “Feared Fantasy” Examining fears involves not only looking at the
things that patients are most frightened of, but also creating plans for coping with
the situation if it occurs. This serves to reduce anxiety and to increase the sense of
self-efficacy.

All of these techniques are ways of changing thoughts. The next level of intervention
is to challenge the maladaptive assumptions. The content of these typically involve the
patients’ rules for living, their shoulds, musts, and if-then assumptions (Leahy & Holland,
2000).

Maladaptive Assumptions

Evaluating Patient’s Standards The issue is where patients draw the line for themselves.
A patient who, with no formal training had made cooking a hobby, felt that he was a
terrible cook. He ranked the master chefs at 100, the average person at 50, and himself at
70. For him to be a good cook, he would have to be in the 90s.

Examining the Patient’s Value System Some people are trying to be successful at every-
thing. By looking at their values and making a priority for what is important to them, they
can focus their energies more judiciously.

Distinguishing Progress from Perfection This is a good example of moving away
from the dichotomous thinking so often found in psychopathology. Because perfection
is an unattainable goal, the therapist and patient can have a dialogue about the advan-
tages of focusing on progress. Alcoholics Anonymous actually recognizes the poten-
tially negative consequences of this and their members use the slogan, “Progress not
perfection.”

Borrowing Someone Else’s Perspective In this case, the patient would identify an indi-
vidual that he or she believes functions well. They would then try to imagine how that
person would approach a given situation or problem.

Core Schemas

When trying to change the core schemas, an intermixing of Gestalt or emotion-focused
and cognitive techniques is usually best. As seen later, this combination is used in schema
therapy (Young et al., 2003), typically including the techniques reviewed in the following
sections.

Historical Identification of the Schema Sources Identifying the source of a schema
involves a historical review of the people and situations that encouraged or supported the
development of a schema as well as those who opposed it.

Imagery and Emotions Using imagery or emotion is another way to assess for sche-
mas. When patients are upset about situations in their current life, they can be asked to
close their eyes, to become aware of what they are feeling, and to allow a memory from
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the past that evokes the same emotion to rise to the surface. This memory is less likely to be
influenced by the specifics of the current situation and more likely to be an accurate
reflection of the theme that is underlying the disturbance.

Imagery Restructuring Maladaptive schemas may be connected to particularly traumatic
events and/or to living in sustained relationships filled with disturbed messages and/or
behavior. Using imagery, the patient can confront those who were involved in the crea-
tion of the schema. In situations in which there was an actual trauma, the traumatic scene
can be replayed so that the child can be defended and the perpetrator defeated (Arntz &
Weertman, 1999; Smucker, Dancu, Foa, & Niederee, 1995; Young et al., 2003). In situa-
tions of emotional abuse, the imagery work may be one in which the persons responsible
are confronted, the poisonous messages are identified, and the patient makes a clear deci-
sion to reject this and to live his or her life on a different basis (Elliott, 1995; Goulding &
Goulding, 1997).

Letter Writing Patients can also write letters to people who have hurt them. In them,
they outline how they were hurt and how they are now planning to go forward in their
lives. These letters are read in session but are not actually sent. The purpose is to express
feelings that were not and could not have been expressed in the past and to challenge the
hold that the resulting schemas have had on their life.

Schema Dialogues With this approach, the core beliefs that are contained in the schema
are delineated. A new, healthier schema is created by writing down statements that coun-
ter the dysfunctional ones. The patient would then do chair dialogues in which [he or she]
would go back and forth, first making the case for the dysfunctional schema and then
making the case for the new, adaptive one. Typically, this needs to be done repeatedly
before the patient begins to make an emotional connection that is more than just words to
the new schema.

Therapeutic Sequences

Cognitive therapy is generally a short-term therapy, and the clearer and more discrete
the symptoms and the higher the level of motivation, the more rapidly the patient can be
treated. Patients with multiple problems and difficulties can present a more difficult and
longer course. However, a focused, systematic approach (Persons, 1989) can go a long
way toward making psychotherapy an effective and efficient process.

The therapy begins with problem clarification. The patient and therapist do a thorough
exploration of the patient’s current problems and difficulties and work to organize them
into a hierarchy of importance and psychotherapeutic viability.

In the next step, which is part of a broader effort to socialize the patient into the cogni-
tive model, the therapist strives to help the patient see the connection between cognitions
and emotions. This can be done using examples from the patient’s life as well as from
mood shifts that they are experiencing in the session (Young et al., 1993). In a video,
Beck asks a patient about his thoughts and feelings on his way to the session as a way
to make this connection (A. T. Beck, 1986). Another way to socialize a patient into the
cognitive model is through bibliotherapy or the use of suggested readings. Burns’s (1980)
Feeling Good: The New Mood Therapy and Greenberger and Padesky’s (1995) Mind over
Mood are both commonly recommended.



58 Twenty-First Century Psychotherapies

Therapists also strive to maintain a problem-focused stance. This includes emphasiz-
ing the scientific process and the importance of the patient codesigning and completing
homework. (Homework is discussed later.)

Structuring a Session

In terms of the structure of an individual session, the patient and therapist set an agenda
for the hour after briefly touching on the events of the preceding week. Because there
may be more problems than can be addressed in one session, they make a priority list and
choose one or two to work on.

Through the use of questions, the problem is explored and dissected to see if there are
“early maladaptive schemas, misinterpretations, or unrealistic expectations” (Young et al.,
1993, p. 248) at its core. This information is then conceptualized in a cognitive-behavioral
manner and the “significant thoughts, schemas, images, or behaviors” become the focus
of treatment. These are addressed using cognitive and behavioral techniques and through
the use of a jointly created homework assignment.

As the session winds down, the therapist provides a synopsis of what has been
explored and accomplished, and the patient is asked to write down a summary statement
that they keep. The patient is also asked for feedback about the session and any concerns
are clarified (Young et al., 1993).

Homework

Homework has long been a key feature of cognitive therapy, and it serves several func-
tions. It not only is a way to collect information, assess the accuracy of the hypotheses,
and modify the underlying schemas, but also it provides a way to apply what was learned
in the session to the real world, thus enabling the patient to have an experiential, rather
than a simply intellectual understanding of the issue (Garland & Scott, 2002; Young et al.,
1993).

In a typical cognitive therapy session, homework is a central issue. This means that the
projects that were assigned in the previous session, whether done or not done, need to be
adequately explored. Sufficient time needs to be set aside in each session to design jointly
the homework for the week. This discussion should include a clarification of the ration-
ale, clear guidelines on what should be attempted, and problem solving around possible
internal or external factors that could interfere with its successful completion (Garland &
Scott, 2002).

The kind of homework projects assigned are likely to vary with the phase of treatment.
As noted earlier, the initial stage of treatment is one centered on the assessment and clari-
fication of the belief structure. Homework using the DTR is often an important activity at
this time.

The next phase might involve two different kinds of work: (1) to go into the world to
test a belief or a schema and (2) develop new ways of behaving in real-life settings.

Nothing is wasted in cognitive therapy because each encounter with the patient, espe-
cially those that are problematic, provides the therapist with the opportunity to under-
stand better the patient’s beliefs and schemas (Bedrosian & Beck, 1980). This also means
that homework is presented and viewed in a “no-lose” manner, and if the patient does
not complete the homework assignment, a great deal can be learned from that as well
(Garland & Scott, 2002). Last, research shows that patients who complete their home-
work assignments are more likely to get better—which should give added impetus to the
goal of the therapist and patient collaborating to design successful homework projects
(Garland & Scott, 2002).
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Strategies and Specific Disorders

As was presented earlier, there is a wide range of interventions available to the cognitive-
behavioral therapist, and he or she can design an intervention plan that is appropriate for
the case. The techniques chosen are suited to the diagnostic categorization, the symptoms
of the disorder, and the specific needs of the patient. For example, in the anxiety dis-
orders, cognitive techniques are used to address perceptions of danger, whereas with
depression, they address concerns about badness.

Cognitions and Pathology

Although not a fixed dichotomy, in some cases, cognitive therapy is focused on chang-
ing the beliefs that are at the core of the disorder; whereas in others, the intention is to
change the attitude that the patient has toward an existing situation. Moorey (1996) has
written about the cognitive therapy of real-life difficulties such as cancer. He maintains
that these kinds of crises and challenges, although universally seen as difficult, also have
personal meanings for the patients that are experiencing them. By adopting the same prin-
ciples that are used with psychiatric disorders, patients can be helped to have improved
moods and coping abilities. He challenges the “everyone would be depressed” argument,
and in doing so expands the possibilities of cognitive therapy.

Medication

At the present time, there does not seem to be an overarching philosophy toward the use of
medication among cognitive therapists (L. McGinn, personal communication, February 9,
2007). In some research protocols, medications are used first and for those who do not
respond, cognitive therapy is then added on. In other studies, the psychotherapy is begun
first and then medication is provided for those who need it (A. T. Beck, 2005). In studies
using CBT with patients suffering from schizophrenia, they were typically also receiving
medication (Rector & Beck, 2001). A. T. Beck (1985), in the past, made the argument
that both psychotherapy and medicine were making changes in the structure of the brain
so there was no need for there to be a conflict, per se.

However, there does not appear to be any significant research support for the idea that
medications improve the quality of response in patients receiving cognitive therapy for
depression, except in severe cases. In addition, patients may prefer to not take medica-
tions (A. T. Beck, 2005; Young, Rygh, Beck, & Weinberger, in press), and medications
may be problematic in two ways related to relapse and confrontation.

The first problem would be the issue of relapse. According to the cognitive model, last-
ing change best occurs in the context of the alteration of core beliefs. To the degree that
the person gets better and the core beliefs are not changed, the patient is at risk for a
relapse. This does not mean that medication does not facilitate therapeutic change nor that
an increased ability to function due to the freedom and relief provided by the medication
does not lead to schema change in and of itself, but the long-term prognosis may be better
if these deeper changes are made.

The second issue is that for some of the anxiety disorders, particularly social anxiety
and panic disorder, the patient needs to confront the feared situation and experience some
anxiety. If the patients are unable to go through this exposure process, they are less likely
to profit from therapy. For those who are extremely anxious, it may be possible to titrate
the medication to reduce but not eliminate their fear. In this way, they are not so over-
whelmed that they cannot do the exposure work, but they are not so calm that they do not
reap its benefits.
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Although it may be common practice to combine medication and cognitive therapy,
this may be based more on pragmatism or professional allegiances than on research find-
ings (Young et al., in press). More work needs to be done to study the impact of CBT
and psychotropic medication, alone and in combination. We hope that the larger treatment
field will fully endorse the fact that, in many cases, cognitive therapy is the only treatment
that is needed.

Curative Factors

At this stage of psychotherapy development, most theorists and researchers will empha-
size the crucial importance of the therapeutic relationship or alliance in making change
possible. Moving beyond this, A. T. Beck has stressed the factors that he believes are at
the root of effective change.

The first is that there must be a comprehensive framework or rationale of treatment
that makes sense to the patient, an overview that explains both the nature of the prob-
lem and a way to change it. The second is that during the treatment process, the patient
engages with the problem (either in reality or fantasy) in a manner that includes
significant levels of emotional arousal. Last, there must be some kind of reality test-
ing or process in which problematic beliefs are tested in appropriate situations. Cog-
nitive therapy, A. T. Beck feels, meets each of these requirements (A. T. Beck, 1987;
A. T. Beck & Weishaar, 1989).

Gender Issues

Issues of gender and sexism have not been adequately addressed by any of the major psy-
chotherapy movements (Daniels, 2007), and this may have occurred because the develop-
ers were unaware of some of the cultural assumptions that were underlying their work. In
this regard, cognitive therapy in its traditional form has been seen by some as lacking a
sense of cultural context (lvey, D’Andrea, Ivey, & Simek-Morgan, 2007).

Although CBT needs to develop further to more fully capture the experiences of
women that may underlie their suffering, aspects of CBT have been utilized success-
fully in a feminist framework. Going back to the 1970s and still continuing in various
guises today is an emphasis on consciousness-raising (Prochaska & Norcross, 2007).
Whether done in a group or individual format, this process involves working with
women to help them first to become aware of the assumptions that rule their lives and
then to understand that many of these stem from a culture that has traditionally held
them to an inferior status. Their problems and difficulties are reframed as being the
result of social inequalities, rather than due to personal weaknesses. The result is that
they begin to develop new ways of seeing their world and themselves in that world.
Assertiveness training can be used to help women clarify and gain their voice and act
more successfully to get their needs met. Relaxation therapy and other forms of stress
reduction can be used to help them cope with the givens of sexism and the additional
stress that may occur when they make efforts to gain power. Last, psychotherapy can
help them challenge socially conditioned problematic beliefs that may constitute a form
of internal oppression (Hill & Ballou, 2005 in Ivey et al., 2007). The historical review
that often takes place around the origin of schemas could now be undertaken with an
eye to the experiences of being female in the larger patriarchal culture as well as to
those based in family or peer relationships.
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Multicultural Issues

Like gender, the issue of working psychotherapeutically with individuals, couples,
families, and groups who are members of cultural traditions that differ from the White,
American mainstream is going to become increasingly central to all psychotherapists in
the years ahead (Iwamasa, 1996). Although this reality is currently being acknowledged,
there is a great deal of work to be done to find out how to do it effectively and implement
it broadly. An interesting moment, in this regard, occurred at the 1999 Conference of the
American Counseling Association. There was a debate about REBT, irrational beliefs, and
cultural background. Albert Ellis responded to these criticisms by proposing that he add a
C (contextual/cultural) component to his therapy, making it REBCT (lvey et al., 2007).

With a multicultural approach, the values of the individual and the experiences of
oppression and disenfranchisement that sometimes accompany them are put at the center
of the therapy, and the therapeutic relationship and techniques are adjusted to it. For
example, an extremely talented African American female lawyer spoke in therapy about
the limits that she faced in her corporate law firm. She simply did not believe that she
would ever make partner—regardless of what she did. Because of this, she was making
a decision to focus more on her life outside of the firm. Her perception of limitation was
supported by a recent article in the New York Times pointing out that although increas-
ing numbers of African American lawyers were being hired by the top law firms, few
of them were actually being chosen to be partners (Liptak, November 29, 2006). In this
case, an exploration of her decision not to seek a partnership needed to be informed with
an acknowledgment that, while not impossible, her goal would be very difficult to attain.

Hays (1995) argued that there were several strengths in the cognitive therapy model
that would fit well in this context. Cognitive therapy has traditionally been interested in
the unique experience of the individual; taking a multicultural perspective would be one
more way to better understand the patient so that the appropriate interventions could be
designed and implemented.

Cognitive therapy also emphasizes learning and empowerment. In this regard, there is
a belief in and a respect for the capacities of the individual, and this can help create a col-
laborative process. In addition, a focus on empowerment can be helpful with those who
are dispossessed. Last, the centrality of conscious cognition and specific behaviors may
be especially effective when English is not the primary language of the patient or when a
translator is involved.

Adaptation to Specific Problem Areas

Cognitive-behavioral therapy has been adapted to treat a wide range of disorders, and
specific manualized protocols have been developed for each of them. These include depres-
sion (A. T. Beck et al., 1979; Greenberg, 1997), panic disorder and agoraphobia (Clark,
1996; Craske & Barlow, 1993), generalized anxiety disorder (Costello & Borkovec, 1992),
social phobia (Hope & Heimberg, 1993), specific phobia (Leahy & Holland, 2000), post-
traumatic stress disorder (PTSD; Calhoun & Resick, 1993; Leahy & Holland, 2000),
obsessive-compulsive disorder (Salkovskis, 1996), schizophrenia (Rector, 2004), drug and
alcohol addiction (Marlatt & Donovan, 2005; Marlatt & Gordon, 1985), marital difficulties
(Baucomb, Epstein, & LaTaillade, 2002), bulimia nervosa (Fairbairn, 1985), and anorexia
nervosa (Garner & Bemis, 1985). As noted earlier, there have been a number of efforts to
treat personality disorders using cognitive-behavioral therapy, and we now turn the focus
to schema therapy (Young et al., 2003).
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Schema Therapy

The work to develop schema therapy began in the early 1980s. At that time, Jeffrey Young*
was working with Aaron Beck. He was particularly interested in those patients who did
not respond fully to cognitive therapy or who would make gains only to relapse. He also
found that when he treated patients in his private practice, he was not achieving the same
results that had been found in research settings with a more carefully selected group of
patients (Collard, 2004). Not uncommonly, these were cases in which the patient did not
follow through on homework assignments, had difficulty identifying what was problematic,
was not responsive to treatment, and/or kept relapsing (Young & Klosko, 1993).

The characteristics that began to emerge were that these were individuals whose
schema structures were very rigid, and, consequently, the standard cognitive restructuring
techniques were not having an impact on their worldviews. Many of these patients also
reported histories of emotional, physical, and sexual abuse, and they had a much higher
frequency of personality disorders (Collard, 2004).

Young began to look at the themes that kept appearing in the work that he and others
were doing with these patients. What emerged were a series of constructs about the self,
others, and the future that were particularly detrimental to healthy functioning. Clinical
practice and research eventually determined that there are 18 major early maladaptive
schemas (Young et al., 2003; see Table 3.2). The belief is that these problematic world-
and self-views develop when the core needs of the child are not met. These include the
needs for security, autonomy, competence, identity, freedom of expression, spontaneity,
play, realistic limits, and self-control (Young et al., 2003). These schemas may reflect the
experiences that the patients had as children or adolescents, and they may also reflect
the survival mechanisms that the children used to adapt to difficult situations. They are
emotionally valent and are treated as accurate, regardless of how distorted or problematic
they may be at the present time.

One issue that Young observed was that these patients were often using problematic
behavioral or coping styles to address or avoid the issues contained in their schemas.
Coping styles that were based on overcompensation or avoidance meant that it might be
necessary to try to elucidate the schema structures indirectly. In this regard, Young had
found a way to reintegrate defensive processes—which is of note because defenses were
one of the concepts that A. T. Beck had eliminated in his initial formulation of cognitive
therapy (Bedrosian & Beck, 1980).

A second area of innovation was the idea of multiplicity or multiple aspects of the self.
Dividing the individual into parts or modes would at first prove to be an invaluable way of
understanding and working with patients with more severe personality disorders; it would
eventually prove to be an effective way to work with a wide array of difficulties.

The third area of innovation was his expansive use of the therapeutic relationship as
a healing vehicle. Not only was the relationship a cornerstone of treatment, the thera-
pist was now guided to adjust his supportive and connective behaviors in response to the
schema profile of the patient. This is called limited reparenting and it is discussed later.

Coping Modes

Originally called coping styles (Young & Klosko, 1993), coping modes represent three
attempted solutions for adapting to the painful schemas in the patient. In traditional cog-
nitive therapy, there is a logical progression from the automatic thoughts through the
underlying assumptions to the schemas. This becomes more complicated with personality

*While Jeffrey Young is one of the authors of this chapter, we felt that this historical section would read more
smoothly if it were written in the third person.
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Table 3.2 Early Maladaptive Schemas

Disconnection and Rejection

Abandonment: The expectation that you will soon lose anyone with whom you form an emotional
attachment.

Mistrust/Abuse: The expectation that others will intentionally take advantage of you in some way.
People with this schema expect others to hurt them, cheat them, or put them down.

Emotional deprivation: The belief that your primary emotional needs will never be met by others.

Defectiveness/Shame: The belief that you are internally flawed, and that if others get close, they
will realize this and withdraw from the relationship.

Social isolation/Alienation: The belief that you are isolated from the world, different from other
people, and/or not part of any community.
Impaired Autonomy and Performance

Dependence/Incompetence: The belief that you are not capable of handling day-to-day responsibili-
ties competently and independently.

Vulnerability to harm and illness: The belief that you are always on the verge of experiencing a
major catastrophe (e.g., financial, natural, medical, criminal).

Enmeshment/Undeveloped self: A pattern in which you experience too much emotional involvement
with others—usually parents or romantic partners. It may also include the feeling that you have too
little individual identity or inner direction.

Failure: The belief that you are incapable of performing as well as your peers in areas such as
career, school, or sports.
Impaired Limits

Entitlement/Grandiosity: The belief that you should be able to do, say, or have whatever you want
immediately, regardless or whether that hurts others or seems reasonable to them.

Insufficient self-control/Self-discipline: The inability to tolerate any frustration in reaching your
goals, as well as an inability to restrain the expression of your impulses or feelings.

Other Directedness
Subjugation: The belief that you must submit to the control of others to avoid negative consequences.
Self-sacrifice: The excessive sacrifice of your own needs to help others.

Approval seeking/Recognition seeking: The placing of too much emphasis on gaining the approval
and recognition of others at the expense of your own genuine needs and sense of self.
Overvigilance and Inhibition

Negativity/Pessimism: A pervasive pattern of focusing on the negative aspects of life while minimiz-
ing the positive aspects.

Emotional inhibition: The belief that you must suppress spontaneous emotions and impulses, espe-
cially anger.

Unrelenting standards/Hypercriticalness: The belief that whatever you do is not good enough, that
you must always strive harder.

Punitiveness: The belief that people deserve to be harshly punished for making mistakes. People
with this schema are critical and unforgiving of both themselves and others.

Source: Adapted from Bricker and Young, 2004.
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disorders. Essentially, the individual has three ways of coping with the schema: (1) sur-
render, (2) avoidance, and (3) overcompensation. Surrender is the most straightforward.
Here the patients live their lives as if the schema were true—they frequently seem to be
drawn to experiences that confirm it. A man with an emotional deprivation schema mar-
ries a woman who is cold and unloving. A woman with a combination of defectiveness
and failure schemas leads a life of underachievement.

With an avoidant coping mode, a patient seeks to avoid situations that trigger the
schema. With a defectiveness schema, a patient may take a more guarded approach to
social interaction. The patient may avoid revealing his or her real opinions or feelings
about things. Those with a vulnerability schema may avoid going to places in which there
is any hint of danger.

With overcompensation, the patient goes to the polarity of the schema, and, by defini-
tion, goes too far. For those with a subjugation schema or a history of being oppressed
by parental figures, the solution may be to rebel against all authority, which may dam-
age their ability to function in educational and work settings. In turn, those who have
schemas of emotional deprivation may become extremely demanding of attention and
affection from others, while those who have mistrust/abuse schemas may become aggres-
sive or abusive toward others in the hopes that this may serve as a kind of preemptive
strike against being mistreated by them (Young et al., 2003). As is probably clear from
these descriptions, all three coping styles have the potential to lead to problematic life and
interpersonal consequences.

Schema therapy recognizes that, at their core, these patients have needs that are to be
respected and that the goal of therapy is to help them find effective ways to get them met
in the real world. However, because of the complexity of the patients that were encoun-
tered, it was necessary to develop two approaches to treatment: (1) the original schema
model and (2) the schema mode model.

Original Schema Approach

The original schema-focused approach is most commonly utilized with less severe char-
acterological issues. It emphasizes the importance of education, assessment, and schema
change. An initial goal is to make a connection between the presenting problem and the
individual’s core beliefs. To this end, it is necessary to approach the assessment process
using a variety of methods. Perhaps the first place to start is to do a historical review of
the presenting problem or symptoms to get a sense of whether schemas are involved, what
they might be, and what might activate them.

Second, moving beyond a clinical evaluation, there are a number of questionnaires that
are used to more formally evaluate these dynamics. The Young Schema Questionnaire (YSQ;
Young, 2001) is typically given. This is an extensive questionnaire that has items covering all
18 schemas. After it is scored, the patient and therapist engage in a further exploration of the
meaning and history behind the schemas that were highly endorsed. This is the most straight-
forward method of assessment, and this measure has been validated across cultures.

Because schemas often develop out of problematic childhood experiences, patients are
given the Young Parenting Inventory (Young, 1994). This asks about parental behaviors
that are thought to contribute to the development of maladaptive beliefs, and results from
this assessment can be integrated with those from the YSQ.

Third, experiential techniques are also used to help with this kind of diagnosis. As
described earlier, patients can be asked to close their ideas and bring in images of prob-
lematic memories from childhood. Typically, the patient is requested to visualize trou-
bling memories concerning parents, siblings, and peers. The therapist and the patient
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work together to clarify the needs that were not being met in those situations and to assess
for the presence of abuse and trauma.

Last, the clinician can also look to the therapeutic relationship and the experience
that he or she is having with the patient. This is another valuable source of information
about the schemas that may be operating in any given patient. After the assessment phase
comes the change phase. Although the presenting problems are significant, they are seen
as a manifestation of the underlying schemas. The dysfunctional schemas are challenged
and changed by (a) using the therapeutic relationship, (b) incorporating cognitive tech-
niques, (c) integrating experiential approaches, and (d) working with patients to change
their self-defeating behavior patterns.

Limited Reparenting

This is a relational approach that takes the therapist a step beyond the crucial goal of build-
ing a therapeutic alliance. The schema model is based on the belief that the maladaptive
schemas developed because core needs were not met. In limited reparenting, schema
therapists attempt to create a therapeutic relationship that is able to provide a “correc-
tive emotional experience” (Alexander & French, 1946); that is, they work to meet the
unmet emotional needs of the patient.

For example, patients with an emotional deprivation schema have often not received
enough engagement, connection, or guidance from their parents. When a patient with this
schema asks for advice, the therapist usually provides it because this kind of nurturing
is exactly what the patient needed but did not get. Patients with a mistrust/abuse schema
have often had a history of painful or traumatic relationships. To help correct for this,
the therapist takes a stance of transparency, of being “completely trustworthy, honest, and
genuine with the patient” (Young et al., 2003, p. 203). The therapist asks the patient about
his or her feelings of trust throughout the therapy process, looks for watchfulness and
guardedness, ask about negative feelings, and does any trauma work slowly so that the
patient feels safe and connected.

The second way that the relationship foments change is through empathic confronta-
tion (YYoung et al., 2003). Schemas fight to maintain their existence. In empathic confron-
tation, the therapist maintains his or her connection with the patient, acknowledges the
difficulty of change, but nonetheless pushes the patient to challenge the schema and to do
the things he or she finds difficult or anxiety producing.

Using Cognitive Approaches in Schema Therapy

The goal here is to test and challenge the veracity of the schema. The content of the
schema is clarified and evidence is gathered from the past and the present that both sup-
ports and refutes the schema. The negative consequences of the schema are pointed
out, evidence that supports the schema is reframed in different ways, and solutions are
generated to help the patient cope more effectively in the present. This is similar to testing
the validity of automatic thoughts, except that with schemas, the patient has a lifetime of
evidence to be tested for each schema.

One of the essential goals of schema therapy is the development of the Healthy Adult
mode or a flexible, positive, centered, and creative aspect of self. In a mix of cognitive and
experiential techniques, a two-chair dialogue (Kellogg, 2004; Young et al., 2003) can be
created between the part of the person that embodies the schema and the healthy part that
refutes its dysfunctional beliefs. Because this healthy voice may be unfamiliar to the patient,
a script can be jointly created. At first, the patient affirms the schema side while the thera-
pist affirms the healthy one, and then this is reversed. Eventually, the patient is encouraged
to engage in a two-chair dialogue in which they go back and forth affirming the schema in
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one chair and refuting it in the other. This needs to be done repeatedly so that the patient
can go from knowing it intellectually to fully integrating it into his or her worldview.

Patients can also develop schema flashcards that they can read several times a day to
help continue this kind of integration. They can also keep a schema diary in which they
identify the triggers that activated the schema; clarify how the schema manifested itself
in terms of their thoughts, feelings, and behavior; understand the degree to which the
schema was an inaccurate interpretation of events; and list the healthy behaviors that they
did or could have engaged in.

Because many schemas involve interpersonal relationships, they can be tested in the
therapeutic setting. Good opportunities for this can take place when the patient misin-
terprets something the therapist said or shows emotional distress; nonverbal cues can be
another source of important information. The therapist and patient can work to clarify the
cognitions and emotions involved and connect them to the specific schemas. Reality test-
ing can take place as well in that there may be some justification for the patient’s feeling
beyond their distortions and overreactions.

Experiential Techniques in Schema Therapy

Imagery is the central experiential technique, and it is used in four ways. First, at the
beginning of therapy, imagery can be used to help get a schema diagnosis. Patients can be
asked to bring up disturbing memories from their childhood, and the themes that emerge can
be used to clarify the core schemas.

Second, during the change process, patients can be asked to call up these same or other
problematic memories or images. They can then have dialogues with the hurtful figures
and have an opportunity to say, often angrily, what could not have been said in the past.

The third way of using imagery is as a form of reparenting. Here, the patient calls up
an image of him- or herself as a child and the therapist and the adult patient, respectively,
have an empathic and affirming dialogue with the child.

In cases where there has been abuse, the traumatic memory can be brought up and the
scenario replayed. The patient and therapist can enter the scene and stop the abuse and/or
the inner child figure can be given a wall or barrier to protect him or herself. In this way,
the patient learns to self-parent.

Behavioral Pattern-Breaking

This is where the insights and work of the therapy session are applied to the outside
world. This includes identifying behaviors that are problematic, finding and rehearsing
alternatives, and implementing them effectively. This should be done one at a time and in a
graduated fashion. Reinforcement systems, such as contingency management, can be used
to help keep the patient motivated to do things that are difficult (i.e., they can earn the
right to buy something at a bookstore if they go to a party and stay there for one hour).

As noted earlier, the schema-focused model developed with patients whose inner struc-
ture was marked by rigidity, whereas the schema mode approach developed out of work
with patients whose processes were more fluid. These included those suffering from the
more severe difficulties, such as borderline, antisocial, and narcissistic personality disor-
ders. As the therapy has progressed, the mode approach is increasingly being used with a
wider range of patients.

Schema Mode Therapy

Modes are seen as states, and they are the manifestation or the embodiment of the sche-
mas that are being enacted at a given point. At present, there are 4 mode groups—(1)
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Child, (2) Parental, (3) Coping, and (4) Healthy Adult, and within them there are 10 active
modes (Young & First, 2005).

There are four child modes: (1) Vulnerable Child, (2) Angry Child, (3) Impulsive/
Undisciplined Child, and (4) Contented Child. The Vulnerable Child contains all of the
pain, anguish, loneliness, and helplessness of the patient. In a sense, this is the center of
the core suffering, and the therapist’s empathic encounter with this part of the patient leads
to the deepest healing. The Angry Child embodies the rage that the child felt and feels
about their mistreatment and the fact that their core needs were not met. The Impulsive/
Undisciplined Child embodies an immature aspect of the patient, a part that seeks imme-
diate gratification and that may behave in a spoiled manner. The Contented Child feels
embraced and cared for. This is the embodiment of the happy experiences of the patient.
Through imagery work and reparenting, this part of the patient strengthens and grows.

The four previous coping modes correspond to the strategies of surrender, avoidance,
and overcompensation. The Compliant Surrender behaves in a passive and subservient
manner. The patient has a profound inability to express his or her needs and desires. The
Detached Protector is a form of avoidance. Patients in this mode block off their feelings
and desires. They detach themselves, become “spacey,” and engage in self-soothing activ-
ities such as surfing on the Internet for hours or zoning out with television or DVDs. They
also take stances that tend to keep others at bay. An Overcompensator, in contrast, seeks
to control the behavior of others. They may be grandiose and demanding. The sense is
that they are trying to force others to give them what they want and need.

The two Maladaptive Parent modes are often internally directed. The first, the
Punitive Parent mode, is involved in internal criticism and forms of self-punishment,
such as cutting. This mode is abusive and continually blames and insults the patient. The
Demanding/Critical Parent mode is a rigid, perfectionistic voice. It maintains extremely
high standards and places a strong emphasis on self-abnegation and inhibition.

The Healthy Adult mode is what most patients are missing. It is one of the goals of
schema therapy to help patients develop this aspect of themselves. In many respects, this
is the kind of behavior that the therapist is expected to embody. The Healthy Adult nurtures
the Vulnerable Child while reining in the Angry and Impulsive/Undisciplined Child modes.
The Healthy Adult works with the Maladaptive Coping modes to help them find more
assertive and effective ways of interacting with others and getting the patient’s needs met.
It replaces the Maladaptive Parent modes with one that is nurturing and affirming. In
addition, “This mode also performs appropriate adult functions such as working, parent-
ing, taking responsibility, [and making commitments. It also] pursues pleasurable adult
activities such as sex; intellectual, esthetic, and cultural interests; health maintenance; and
athletic activities” (Young & First, 2005, p. 1; Young et al., 2003).

These modes are all different aspects of the self. Patients may move through them
briefly or may spend extended periods of time in a given mode, and these switches may
be triggered by external or internal events. As can be seen, most of these modes are either
filled with pain and/or are problematic. The goal of therapy is to strengthen the Healthy
Adult mode so that the patient has greater freedom and happiness.

Patients with borderline personality disorder have been the focus of the schema mode
approach. Borderline personality disorder, in general, seems to stem from a combina-
tion of growing up in an abusive (sexually, physically, and/or emotionally) and oppres-
sive environment and having a biological predisposition toward high levels of emotional
responsivity. (Some patients, however, appear to develop this disorder without histories of
abuse and violence. Each patient must be approached uniquely and without prior assump-
tions, despite the high prevalence of pathological childhoods among many of those who
have these problems.)
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The manifestations of the disorder include concerns about abandonment, turbulent
relationships, confusion about identity, impulsive behavior, repeated suicidal or self-
mutilative behaviors, emational lability, feelings of inner emptiness, highly problematic
anger, and, at times, paranoia or dissociation (Young, 2002). Much of this behavior is
seen as being driven by the forces at work within the patient—although not infrequently
they [are] triggered by relationships and external events.

The core modes for these patients with borderline personality disorder are the
Abandoned and Abused Child (a version of the Vulnerable Child), the Angry and
Impulsive Child, the Punitive Parent, and the Detached Protector; what is typically under-
developed or lacking is the Healthy Adult. The Abandoned Child is at the core of the
personality-disordered patient. This is the part that holds all of the pain, fear, and loneli-
ness that comes from living with neglectful, critical, or abusive parental figures. Because of
these experiences, these patients are emotionally still children—usually around the age
of 3 or 4—and they are trying to navigate through a world that they find to be over-
whelming. Their solution is often a desperate search for safety and connection, which is
why abandonment can be so difficult for them. (It is useful for psychotherapists to try to
see these patients as children because it helps maintain a connection when the therapy
process gets difficult.)

The Punitive Parent mode embodies the experiences that were connected to being crit-
icized and mistreated. The Detached Protector mode helps patients survive by shutting
down their emotions, leaving them with feelings of numbness and detachment. Patients in
this mode are often very compliant. Although patients with borderline personality disor-
der are often known for their aggressive behavior, they actually spend much of their time
in a Detached Protector state.

The Angry Child represents the part of the patient that is very angry, often justifiably,
over the way that they have been treated and the kind of experiences that they have been
subjected to. The tragedy here is that they are acting as children, not as adults. Their
impulsive, angry, and self-destructive behavior drives people away, leaving them more
alone and less likely to get their legitimate needs met.

Again, the Healthy Adult is the part that is lacking. This is the mode that can work
effectively with the outside world while being self-nurturing and affirming. The therapist
is the embodiment of this way of being and, through a nurturing, empathic, and affirm-
ing relationship, the patient begins to internalize this experience and replace the Punitive
Parent with the therapist’s Healthy Adult mode.

The therapy process has three stages. The first is called bonding and emotional reg-
ulation. There are several tasks involved in this phase, but the crucial issue is making
an empathic connection to the pain of the Abandoned Child, and this, not infrequently,
involves bypassing the Detached Protector, which often tries to block the therapist’s
efforts. The strategies in this phase involve labeling the modes, having dialogues between
the Detached Protector and the Healthy Adult, doing imagery work with the Abandoned
Child, and persuading the patient to fight the Detached Protector.

The second phase of treatment is called schema mode change. Here the therapist,
often using imagery and dialogue, attacks the Punitive Parent and seeks to overthrow its
control of the patient’s inner world—ultimately replacing it with the Healthy Adult. The
therapist also works to rein in the Angry Child by identifying typical trigger situations
and by teaching the patient how to behave in appropriate and flexible ways to get his or
her needs met.

The third phase is that of autonomy. Here the focus is on moving the patient toward
healthier relationships and helping them to develop a stronger identity and a clearer sense
of values, interests, beliefs, and desires. Eventually, they will move toward the termination
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of therapy. This whole process typically takes at least 2 years, and there is usually occa-
sional patient-therapist contact after termination (Kellogg & Young, 2006; Young, 2002;
Young et al., 2003).

EMPIRICAL SUPPORT

Cognitive-behavioral therapy has been rooted in the scientific tradition since its inception.
Given that, researchers have not only been open to assessing the effectiveness of their
therapy, but also were eager to do so. This is due to the efforts by cognitive therapists to
expand its application to an ever-widening range of psychiatric disorders.

Butler and colleagues (Butler, Chapman, Forman, & Beck, 2006) recently published a
review of meta-analyses of cognitive-behavioral treatment. This has helped to provide a
comprehensive and up-to-date view of its empirical basis. Using only high-quality stud-
ies, their final sample included 16 meta-analyses and represented 9,995 subjects who had
participated in a total of 332 studies. Their findings were as follows:

» Cognitive therapy is very effective in treating “adult unipolar depression, . .. gener-
alized anxiety disorder, panic disorder with or without agoraphobia, social phobia,
PTSD, and childhood depressive and anxiety disorders” (p. 28).

 Cognitive therapy can have a major positive impact on bulimia nervosa.

 Cognitive-behavioral treatment led to a meaningful decrease in the symptoms of
patients suffering from schizophrenia.

» This approach was moderately effective in treating “marital distress, anger, child-
hood somatic disorders, and several chronic pain variables” (p. 28).

* It was as effective as behavior therapy in the treatment of adult depression and
obsessive-compulsive disorder.

» Trauma-focused cognitive therapy and eye movement desensitization and reprocess-
ing were equally effective in treating PTSD.

» Although cognitive therapy was not very effective in treating sexual offending,
the results rivaled those achieved by medication. Despite its shortcomings, it was
the most effective treatment available, and the patients preferred it to hormonal
medication.

» The evidence also supports the belief that cognitive therapy has a long-term positive
impact on patients and successful treatment is likely to protect them from relapse.

Empirical support has also been found for the effectiveness of schema therapy
in the treatment of borderline personality disorder. A Dutch study (Giesen-Bloo et al.,
2006) compared schema therapy with transference-focused therapy, a psychodynami-
cally informed therapy that is based on the work of Otto Kernberg (Levy et al., 2006).
Although both therapies in this 3-year study led to reductions in symptomatology related
to borderline personality disorder, schema therapy was more effective at doing this.
Using an empirical measure of recovery that was based on the DSM-IV criteria for bor-
derline personality disorder, 45.5% of the schema therapy patients recovered fully versus
23.8% of the transference-focused therapy patients. Schema therapy patients also showed
significantly greater reductions on other measures of personality dysfunction, and they
were less likely to drop out of treatment than those receiving transference-focused
therapy.
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CASE ILLUSTRATION: TREATING A DEPRESSED PATIENT

This clinical account of the cognitive-behavioral treatment of depression is drawn from
a case presented in Greenberg (1997).*Ruth Greenberg is a cognitive therapist who has
worked and written with A. T. Beck. In her case presentation, John, the patient, presents with
what is known as double depression—he is suffering from dysthymia as a baseline state that
periodically worsens and becomes a case of major depression.

His presenting complaints were insomnia, loss of appetite, and anxiety and stress at work. He
felt unable to take constructive action and collapsed in front of the television at home.
He avoided contact with his friends, despite their many attempts to reach out to him, and
reported that he felt very disconnected from them. John also had many negative cognitions
about himself—that he was unable to work properly, could not learn very well, and could
not remember anything. He reported a general paralysis of will that meant that during the
evening, he did not take remedial steps to improve his job performance; having failed to do
s0, he would then subject himself to criticism.

John had a generally negative outlook on all aspects of life and reported, “I have a blatant
dislike of everything” (p. 92). He presented himself as a lonely man who was cynical and
despairing and as an individual who lived in a world in which there was little or no good-
ness available to him.

John also reported that his depression had been long-standing, and it was complicated by his
contradictory feelings about his social life. Although he had social skills that were sufficient
to enable him to interact with other people and make superficial connections, he did not feel
that he really bonded with them and actually sought to avoid close relationships. His roman-
tic encounters were typically undermined through his simultaneously wanting women to be
around him, only to criticize them when they were there.

His childhood was marked by themes of loss and disconnection. His father died when he was
8 years old; his mother remarried and was then killed in a car accident when he was 12, and
he was ultimately left to be raised by his “gruff and domineering” stepfather (p. 92). Because
his stepfather worked a great deal, John was frequently left to his own devices.

After a somewhat aimless high school experience, he impulsively decided to apply for admis-
sion to a local college. He was accepted and eventually graduated summa cum laude. The
path to this accomplishment was not without difficulty, however, as John experienced severe
bouts of anxiety when it came to taking exams and writing papers. Greenberg felt that all of
this pointed to an underlying schema of defectiveness.

She views the treatment of depression as one in which both short-term and long-term goals
are addressed. She began by asking the patient what he wanted to work on first. He chose
“his sense of paralysis and his difficulties at work™ (p. 93). While he spoke about his desire
to study computer programming in the evening to help him better prepare for his job, he
tended to watch television instead. As she explored this with him, she was able to elicit some
of his automatic thoughts, “I can’t do it—I can’t learn enough to make a difference” (p. 94).
She was able to use this to show him how the cognitive model worked. When she asked about
his expectations for what he hoped to accomplish in the evening, he said that he wanted to
work for two or three hours.

Her first intervention was to negotiate for a much shorter period of time. The agreement was
that he would study the computer programs for 30 minutes each evening. If he did not do

*We would like to thank Ruth Greenberg for her permission to use her case study.
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this, he would write down the automatic thoughts that were interfering with his success. As
noted earlier, this was an example of a no-lose assignment. The result was that he was more
relaxed, less depressed, and felt more in control; he also reported that he been able to spend
two hours learning the programs.

They then began to apply this model to his work difficulties. Using the DTR, he was able to
become aware of a number of thought patterns. When given a project, his initial response
was that he was unable to do it; he would then try to find people to help him, and if they
refused, he would think, “They don’t care about me” (p. 95). When working on the assign-
ment by himself, he would have thoughts that would denigrate his abilities, such as: “Others
would know how to do this™; “What I’m doing can’t be right”’; “I should have learned how
to do this before™; or “There’s something wrong with me” (p. 95). In a comment that high-
lights the complex interaction among perception, behavior, skills, and reality, Greenberg
observed that his colleagues actually were refusing to help him because he had made too
many requests for assistance.

Greenberg took the cognition, “I am incompetent™ and examined the evidence that supported
and refuted that belief. Although he noted that he had made many errors on his last job (pro),
he also acknowledged that these mistakes had not had any significant impact on the work
(con). Further exploration showed that he had made some important contributions. She cre-
ated a flashcard with him that both listed his understanding that *“I am capable of doing this
job” and the recent and past events that lent support to this conclusion (p. 96).

She then focused on the issue of his requesting assistance from colleagues. He would take a
notebook, write down each assignment, rate how difficult he thought it would be (0 to 100),
and then rate how confident he was that he could actually accomplish it (0 to 100). If it were
particularly challenging, he would break it down into small steps and rate how problematic
each of the steps were. After completing each step, he would then rate how difficult it actu-
ally had been. The goal was to use the results to help build the case against the belief that he
was incompetent.

In an interesting example of reframing, she pointed out that he was trying something new and
that his anxiety was actually a sign of growth. They also worked on the idea that his ability
to tolerate anxiety was increasing. Looking at the outcome of this work, John realized that he
had very perfectionistic standards, but that his actual performance was better than he had
predicted. The result of this exercise was more evidence that challenged his belief that he was
incompetent.

At this point, the therapy began to stall. The issue of John suffering from alexithymia, or dif-
ficulty in identifying emotions, began to take center stage. He reported that he had never felt
comfortable talking about his feelings—although he was unsure why. He went on to describe
his sense of being an outsider, probably a manifestation of the social isolation and defec-
tiveness schemas. His style with others was to be sarcastic and humorous in a cutting way.
Others found this to be amusing, and it seemed to be a way for him to function in social situ-
ations; it also reflected his fear that if he were just himself, they would not be interested in
him. In fact, he was surprisingly unsympathetic and hostile to his friends when he expressed
what he was really thinking. Acknowledging this fact was a complex experience because he
felt that he should be more empathic.

Despite this, the patient found that he was attracted to a girl in the workplace, and she
appeared to be reciprocating his interest. His fear was that he would behave the way that
he usually did when he was with a woman: “When I’m with a girl, | act rude to her, or I act
goofy, or I’'m mad at her” (pp. 97-98). The typical result was that he would destroy the rela-
tionship. He realized that he actually wanted to be with someone and that the problems he
was currently having were, in part, connected to his great difficulty in acting alone.
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Greenberg, in an attempt to overcome his alexithymia and to continue to ground the therapy,
offered this conceptualization of his inner cognitive structure:

I am incompetent and cannot function on my own. ... | am socially unacceptable,
different. | need others to depend on, but they will not like me if they really know
me. Thus | rarely express my intimate thoughts, feelings, or preferences—in fact,

I cover them up with sarcasm and insults, and by clowning around. But inside | feel
distant from others, and sometimes resentful that they do not know or understand
me better. (p. 99)

The focus now switched to observing his automatic thoughts when he was feeling uncomfort-
able with his friends, and he was also encouraged to consider asking the girl out on a date.
His ongoing project of working independently continued—a project that had contributed to a
significant improvement in mood.

An important breakthrough took place shortly thereafter. A friend had invited John to see a
movie. John had planned to go, but then got sick. The friend said that he would go anyway,
and John responded sarcastically to this. Although in the past this had been typical behav-
ior, he now caught himself and was able to note his feelings and thoughts. In therapy, they
used the downward arrow technique to get to the underlying meaning of this event for him.
His initial thought had been, “He’s going and I’m not;” and, with further exploration, they
uncovered the idea that “I’m not too important to him?” This then led to the core belief or
schema that “I’'m socially unacceptable™ (p. 100).

They then looked at the evidence concerning his significance to his friend. After exploring
this, John agreed that the data certainly supported the case for his importance, nonetheless
he still felt like he was not valued by his friend. Greenberg explained that this was an exam-
ple of a cognitive distortion called emotional reasoning, which meant that strong emotion
was not, in and of itself, evidence of veracity. Working with the idea that there might be a
grain of truth in John’s feelings, she noted that John had exhibited some rejecting behavior
toward this friend during his depression, and that if he continued to do so, he might well
alienate him.

The other interpersonal situation that became a focus of investigation was his interaction with the
girl in the office. He had gone to dinner with her and had begun to feel depressed during the meal.
His thoughts were, “Why should she like me? I’m ugly and boring™ (p. 101). Using the DTR, they
were again able to identify the core beliefs and begin working on rational responses.

The focus of the therapy changed again as it moved from John’s perceptions to his behavior.
Although his mood was improving, some of his actions with his girlfriend appeared to have
the potential to impact negatively on their relationship. These included treating her poorly to
“test”” her feelings for him and refusing to express any preferences for what they did or how
they spent their time. This latter behavior led him to feel resentful about the loss of control
over his life.

Greenberg saw his long-term happiness as directly tied to progress in both the romantic
and career arenas. They discussed his behavior with his girlfriend as well as his desire to
get a new job, and they come up with the following plan: in terms of employment, he would
take a series of steps to find a better job; in terms of his relationship, he would practice
expressing his feelings and preferences. The goal of the first project was to increase his
sense of autonomy and challenge his fear of failure, and the goal of the second was to
increase the level of intimacy and connectedness with his girlfriend through being more
open and honest.
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Despite these good intentions, John was still making no progress. Efforts at reducing anxiety
through relaxation training were unsuccessful and exploration of the childhood origins of
the schemas revealed little. The solution eventually came from Greenberg’s analysis of her
own behavior in the therapy. She realized that she had been working harder than usual to
make progress with this patient. In addition, John had a pattern, typified in his relationship
with his girlfriend, of refusing to state a preference, desire, or need, and of allowing others
to determine the course of action; when they responded by taking charge, he would become
secretly angry at them and would feel disconnected from the project at hand.

The problem was an existential one in that John refused to take responsibility for his deci-
sions and actions. Greenberg laid out this dilemma to him and waited for him to come up
with a solution. Although tempted to try and “fix” it for him, she waited 30 minutes until he
acknowledged, “I guess | wasn’t taking responsibility for the problem. | really need to stop
talking about it and start looking for a job” (p. 103).

This was another pivotal moment in the therapy. He began to be much more energetic in
pursuit of his goals. He was also more open to the imagery work that tapped into some of the
childhood origins of his schemas. John was able to see himself as an isolated and ignored
child and feel some compassion for himself. He was also able to use imagery work to have
the inner child challenge the belief that the problem was with him, rather than with the
adults.

Progress continued and there was a further remission of the depression and an improvement
in his interpersonal relationships. The therapy sessions became less frequent and were even-
tually terminated. Greenberg noted that she used techniques that were typically associated
with the cognitive therapy of depression and with the cognitive therapy of personality disor-
ders (A. T. Beck et al., 1990; Young et al., 2003).

This case is valuable because it provides a full view of what a cognitive-behavioral
treatment can provide. Greenberg successfully used a number of cognitive techniques
such as the DTR, the downward arrow, weighing the evidence, predicting and assess-
ing difficulty, and identifying cognitive distortions; other techniques included flashcards,
relaxation training, imagery, and existential responsibility. It is also important to note that
her use of them was not random; it was in the service of the very clear goals that she was
pursuing.

SUMMARY

It has been the intent of this chapter to provide a comprehensive overview of cogni-
tive therapy, the most rapidly growing psychotherapy in the world today (Prochaska &
Norcross, 2007). Since its inception in the early 1960s, cognitive therapy has provided a
comprehensive model of psychopathology, a framework for change, and numerous tech-
niques for helping patients recover from a wide array of disorders. Starting with depres-
sion, CBT has made a meaningful contribution to the treatment of most of the major Axis
I disorders and, with such newer developments as schema therapy, it appears to be mak-
ing progress in the treatment of Axis Il disorders as well.

In 2006, Aaron Beck won the Lasker Prize for his work developing cognitive therapy.
Referred to by some as “America’s Nobel Prize,” this award was the highest acknowledg-
ment of his work and the status that cognitive therapy has achieved in psychiatry (Altman,
2006). This honor is not only an acknowledgment of a great accomplishment in the past,
but also a predictor of a vibrant future.
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students. It is also written in an engaging and accessible style.

WEB AND TRAINING RESOURCES

For those seeking to learn more about cognitive therapy, there are a number of sources
that can be turned to for education and training. The Beck Institute in Bala Cynwyd,
Pennsylvania, is a major training center for cognitive therapy as is the Center for
Cognitive Therapy at the University of Pennsylvania Medical School—the long-time
home for cognitive therapy research, training, and development.

Exposure to research and training in cognitive therapy can also be found at the annual
convention of the Association of Behavioral and Cognitive Therapy. To help ensure the
quality of therapists, the Academy of Cognitive Therapy was created in 1999 to certify
clinicians in the practice of cognitive therapy. In terms of related approaches, the Albert
Ellis Institute in New York City is the world center of training in REBT. Schema therapy,
in turn, has been growing in popularity throughout the United States and Europe, as well
as in other parts of the globe, and the Schema Therapy Institute, also in New York City,
provides training in this approach.
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Web Resources
Some of the key resources for training are:

Rational-Emotive-Behavior Therapy

www.rebt.org
Albert Ellis Institute

Cognitive Therapy

www.academyofct.org
Academy of Cognitive Therapy

www.aabt.org
Association for Behavioral and Cognitive Therapies

www.beckinstitute.org
Beck Institute for Cognitive Therapy and Research

www.eabct.com
European Association for Behavioral and Cognitive Therapies

www.cognitivetherapyassociation.org
International Association for Cognitive Psychotherapy

Schema Therapy

www.schematherapy.com
Schema Therapy Institute/International Society for Schema Therapy

In addition, articles on the practice of cognitive therapy and on the cognitive ther-
apy model appear frequently in many clinically oriented journals, and a number of
them are specifically dedicated to the further development of the cognitive-behavioral
therapies. Some of the major journals are Behavior Therapy, Behavioral and Cognitive
Psychotherapy, Cognitive and Behavioral Practice, Cognitive Therapy and Research,
Journal of Cognitive Psychotherapy, and Journal of Rational-Emotive and Cognitive-
Behavioral Therapy.



Chapter 4

EXPERIENTIAL THERAPY
Alberta E. Pos, Leslie S. Greenberg, and Robert Elliott

Two ways of knowing are possible. We can know conceptually (knowledge by descrip-
tion) and we can know by experience (knowledge by acquaintance). The distinction
between these two ways of knowing, first made by St. Augustine and later emphasized
in the writings of William James and Bertrand Russell, is essential for understanding the
fundamental orientation of experiential therapy. Experiential therapies are approaches to
therapy that emphasize the importance of promoting and using knowing by experience
when facilitating client change.

To experience means “to live through,” to have firsthand knowledge of states, situations,
emotions, or sensations. Experience is the domain of a whole and embodied person. In oppo-
sition to a Platonic/Descartian view that proposes that ideas can be perfect, objective, and
exist independent of the body, experiential approaches to psychotherapy are informed by
humanists (e.g., Blake, Rousseau, and Kierkegaard; Howard, 2000) and by European phe-
nomenologists (e.g., Husserl, Heidigger, and Merleau-Ponty; Rennie, 2000). This diverse
group of philosophers proposed that experience (including conceptual knowledge) is inex-
tricably based on the embodied process of living (Lakoff & Johnson, 1999). Experiential
therapies and existential psychotherapy (see Chapter 8) are grounded in humanistic, phenom-
enological, and existential principles that emphasize that clients are aware organisms, self-
reflective creative agents with subjective phenomenal experiences, beings who are actively
and dynamically involved in the construction of their own realities. This dynamically chang-
ing, in-the-moment phenomenal experience is viewed as fundamental data, as valid, and as
an important source of information about the self and the world in which that self is situated.

From this perspective, the self is most knowable from direct experience, rather than
from ideas or beliefs about the self, or self-concept. Several current literatures (infancy,
neuroscience, philosophy) are contributing substantial support to the importance of
embodied experience to the formation of self (Damasio, 1999; Stern, 2005). Our earliest
sense of a coherent self has been shown to require neither conceptual cognitive capacities
(Neisser, 1993) nor even memory. Rather, it requires only the here and now of natural
innate processes such as movement, perception, and emotional experiences. This is the
foundation upon which all other aspects of self—self-knowledge, self-consciousness, and
self-experience—are constructed.

Experiential therapies, therefore, are those approaches that, in the context of an acilita-
tive human relationship, emphasize focusing on clients’ experiential process to promote
change. This includes helping clients to be better aware of in-the-moment experience
(sensations, perceptions, emotions and feelings, and implicit meaning), to find symbols to
represent experience in consciousness, to reflect on and make sense of experience, to use
newly accessed experience as information to create new meaning, and to live more genu-
inely, agentically, and adaptively.
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Three other concepts are important to a general understanding of an experiential
approach to psychotherapy: (1) awareness, (2) process, and (3) dialogue. Awareness is a
process by which experience enters consciousness. The idea of process is central to expe-
riential psychotherapy. Experiential psychotherapy is centrally concerned not only with
what experience someone is aware of (content), but more important with the process of
awareness and experience. How one is aware or not aware, where awareness habitually
goes or doesn’t go, how awareness is limited, how experiences are generated, linked, or
beget other experiences, how meaning is constructed —are all processes with which the
experiential therapist is essentially involved. The therapist helps the client gain awareness
of these processes through here-and-now experience to promote change.

From the experiential perspective a particular form of facilitative therapeutic relation-
ship is also fundamental and necessary to promoting clients’ experiential process. The
experiential therapist provides a supportive, safe, and respectful relationship. A defining
feature of an experiential therapy relationship is that, while first attending to and promot-
ing interpersonal safety, the therapist also offers a relationship that is real. In experiential
therapy, client and therapist are in genuine contact and optimally in a collaborative dia-
logue. In this relationship, the therapist and client can meet each other as two valid people
(Buber, 1965, 1970). The therapist does offer certain expertise, but if he or she appears in
the relationship as an expert, it is to offer expertise on how to facilitate experiential processes,
not as an expert on what the client experiences or needs. Therapists may guide and
suggest ways of working with experience and share their personal experiences, including
those they have of the client, but they always give primacy to the client’s expertise on his
or her own experience. Also, when possible, the therapist will defer to the client’s need to
steer the therapeutic process.

HISTORY OF THE EXPERIENTIAL APPROACH AND ITS VARIATIONS

Beginnings of the Approach

The experiential approach to psychotherapy emerged from what was called the “third
force” that swept North America in the 1950s and 1960s. Experiential therapies were
spawned from the humanistic movement as an alternative to objectivist behaviorism and
drive-based Freudianism. They offered a counterpoint to the deterministic views of human
nature implicit in the behaviorist and dynamic psychotherapies that saw human nature as
determined solely by reinforcement, drives, and past influences. The experiential perspec-
tive proposed a more positive orientation toward human nature: that people are deter-
mined by more than biologically reinforced contingencies, innate drives or the past; that
instead, each person has the potential for creativity and agency and is capable of awareness
and choice.

Experiential psychotherapy approaches promised to optimize human creativity and
agency and revolutionize human well-being. Some of these therapies and practitioners
unfortunately became associated with many of the excesses of the counterculture of the
period, including groups in California (Esalen Institute in Big Sur), encounter groups,
confrontation sessions, cathartic techniques, anti-intellectualism, and “telling it like it is”
(Wheeler, 1991; Yontef, 1998). Although the influence of these approaches waned dur-
ing the 1970s and 1980s, when cognitive-behavioral therapy (CBT) and dynamic therapy
approaches dominated the mainstream practice of psychotherapy, experiential approaches
have continued to be practiced. They are presently garnering renewed interest and recent
revival.
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This recent revival is for good reason. Several current lines of research (particularly
related to emotion, cognitive science, and development) suggest the importance of paying
renewed attention to the contribution that an experiential perspective to psychotherapy
can bring to the practice of psychotherapy and to human change. Despite their relative
neglect in North American mainstream psychology, experientially oriented therapies have
continued to develop in small pockets of North America and more extensively in Europe.
As a result, several current and sophisticated experiential approaches have emerged, and
some have been empirically researched and validated (Elliott, Greenberg, & Lietaer,
2004). These new experiential approaches have generated new theoretical perspectives on
human functioning and have drawn on advances in emotion and cognitive science. They
have developed into more focused, process-oriented treatments, including brief treat-
ment approaches for different client populations. These include emotion-focused/process
experiential therapy for depression, emotional trauma, borderline processes, and recently
eating disorders (Elliott, Watson, Goldman, & Greenberg, 2004; Greenberg, Rice, &
Elliot, 1993; Greenberg & Watson, 2006); emotion-focused couples therapy for marital
distress and trauma survivors (Greenberg & Johnson, 1988; Johnson, 2002, 2004); dialog-
ical Gestalt therapy (Yontef, 1998, 2002; Yontef & Reinhard, 2005); experiential therapy
for anxiety (Wolfe & Sigl, 1998); Mahrer’s (1996/2004) experiential therapy to promote
extra-therapeutic personality change; interpersonal approaches to experiential therapy
(van Kessel & Lietaer, 1998); focusing-oriented psychotherapy (Gendlin, 1996; Leijssen,
1998; Weiser Cornell, 1996); and experiential therapies of psychosomatic and personality
disorders (Sachse, 1998).

A grounded understanding of experiential therapy begins with an understanding of its
roots. We begin with a discussion of the main historical influences that have shaped expe-
riential therapy as it is practiced today. These are the contributions of person-centered,
Gestalt, and existential therapies.

Person-Centered/Client-Centered Therapy

Person-centered therapy (originally referred to as client-centered psychotherapy) has fun-
damentally shaped the current practice of therapy in general and of experiential therapy
in particular. Carl Rogers’s (1957, 1959) writings on the essential elements of a therapeu-
tically facilitative relationship, and the power of such a relationship to promote clients’
experiential process and their capacity for growth, form the ground of this therapy
approach.

Rogers’s view of the therapeutic relationship evolved over time. In the early phase of
his work, he emphasized the importance of therapists being nondirective. Rogers believed
that clients’ capacity for agency and growth was undermined by giving advice or mak-
ing interpretations. He proposed instead to consistently follow the client while accepting
and mirroring the clients’ feelings. Rogers described specific techniques (e.g., reflections)
that would communicate therapists’ understanding of their clients’ present feelings. After
receiving a therapist’s reflection, he encouraged clients to check internally the felt “good-
ness of fit” of the reflection. This implicitly teaches clients that they are the final arbiters
of their own experience, and that they are the only ones who can evaluate the accuracy of
the therapist’s attempt to capture and symbolize it with them. Rogers felt this would com-
municate the therapist’s trust in the clients’ expertise on their own experience and in its
validity and value. Clients would then also come to value and trust their experience and to
use it to increase self-knowledge, to grow, and to live genuinely.

Rogers later increasingly emphasized dimensions of the therapeutic relationship
that he believed were necessary and sufficient conditions for promoting client change
(Rogers, 1957). He referred to these relationship conditions as empathy, unconditional
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positive regard, and congruence. Empathy means communicated understanding of the cli-
ent’s subjective internal world; unconditional positive regard means holding an attitude
of nonjudgmental acceptance of the client; and to be congruent as a therapist means to be
genuine in the relationship as a person who does not present a false front and who might
even be open or transparent as a person. Rogers emphasized sensitive empathic immer-
sion into the client’s world, prizing of the client, and being in the therapeutic relationship
as a genuine person who might reveal their own experience when deemed helpful. He
proposed that these conditions together contributed to promoting relationship safety and
supporting clients” experiential process. Although his focus initially was on empathy
and prizing the client, in the later stage of his views Rogers described growing recogni-
tion of the therapist as a person in the relationship, to be trusted by the client just as the
client is trusted. The relationship conditions that Rogers articulated continue to be rec-
ognized as fundamental ingredients of most experiential therapy approaches as they are
practiced today.

In the 1960s, a more experiential approach that focused on deepening experience (van
Kessel & Lietaer, 1998) split off from traditional person-centered therapy. In addition
to Rogers’s influence, this experiential stream was strongly influenced by several expe-
riential practitioners and theorists. In particular, Eugene Gendlin further developed the
concept of experiencing, and Laura Rice, David Wexler, and Fred Zimring explicated an
information-processing and meaning-construction perspective in experiential therapy.

Gendlin’s theory of experiencing (1962) continues to be an important influence in
experiential theory and practice. Although working in the person-centered tradition,
Gendlin’s interest was in phenomenology and the process of the creation of meaning
(Gendlin, 1964). Consistent with Damasio’s (1999) recent proposition that consciousness
at its base is the perception of the body as it dynamically changes in response to internal
and external events, Gendlin theorized that in any lived event embodied experience is a
consistent source of preverbal or tacit knowing (cf. Merleau-Ponty, 1962). He believed
that the body provides complex and integrated perceptions of events that are implicitly
felt but not explicitly known because they are preverbal experiences. Because our body
states reflect several overlapping processes (e.g., physiological, sensory-motor, relational),
Gendlin proposed that implicit body-based meaning is full of potential implications and
“may have countless organized aspects” (Gendlin, 1964, p. 140). When we become aware
of this preconceptual, body-based meaning, it becomes an object of consciousness and
is accessible for reflection. Gendlin asserted, however, that to grasp and reflect on the
implicit meaning in embodied experience, it must somehow be symbolized in awareness
(be given words or images). Symbolizing the felt and implicit meaning completes or car-
ries forward the bodily felt sense into consciousness, making an explicit meaning from
what was implicitly felt.

Gendlin proposed that bodily experienced meaning is not “sitting there” as complete
meaning just waiting to be labeled with words. Within a bodily felt sense, many potential
implications or meanings are possible. Gendlin argued that meaning-making is produced
in the interaction of a felt meaning and the symbols that we use to contain it. This was an
early explication of what has recently been termed the dialectical constructive perspective
on the relationship between experience and conscious meaning (Greenberg et al., 1993).
This proposes that the process of meaning-making feeds back into and therefore changes
experience, and that meaning-making from experience creates subsequent experiences
that in turn seek symbolization in consciousness in a dynamic and iterative process.

Other important person-centered theorists contributed information-processing and
meaning-construction perspectives (Rice, 1974; Toukmanian, 1990; Wexler, 1974) to expe-
riential therapy. These theorists noted that vast amounts of information are available
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to an organism from both internal and external sources. The meaning constructed from
this information is constrained by both selective attention and schemes that have been
organized over time to make sense of the world. They suggest that by necessity we can-
not attend to the whole of what is available to our awareness. In our attempts to represent
reality, aspects of the stimulus field are always left out, often in ways that maintain the
problematic and habitual schemes we use to organize our experience. Current representa-
tions of reality, regardless of their incompleteness or inaccuracy, will endure unless new
information challenges their incompleteness or inaccuracy. These theorists saw increasing
client experiencing as helping the client elaborate and attend to more information in the
stimulus field. They began to see the therapist playing an evocative role in helping clients
increase their access to experience. Rice in particular explicated how the therapist through
evocative reflection can be a surrogate symbolizer of experience who brings clients’ expe-
rience forward by symbolizing it in more vivid forms than the client might themselves be
capable of (Rice, 1974). This brought a heightened focus on the therapeutic use of lan-
guage in experiential therapy.

Gestalt Therapy

Gestalt therapy is one of the earliest experiential therapies. Although it has undergone
considerable change in the past decades (Resnick, 1995; Wheeler, 1991; Yontef, 1998),
its original form made essential contributions to experiential therapy. Its earliest form was
described by Fritz Perls and his collaborators, including his wife Laura Perls (who stud-
ied with Gestalt psychologists and Martin Buber), Paul Goodman, and Ralph Hefferline
(Perls, Hefferline, & Goodman, 1951). Beginning as a revision of psychoanalysis, Gestalt
therapy quickly became an independent and theoretically informed alternative to psycho-
analysis and behaviorism. As a therapy, it was also informed by the Gestalt psychologists
Wertheimer, Kofka, and Kohler, whose work focused on human perception and our ten-
dencies to perceive wholeness, completeness, movement, intention, and so on.

Gestalt theory integrated key ideas from several intellectual influences of the time,
including existential and phenomenological philosophy, liberal theology, and modern
psychoanalysis. These influences continue to inform Gestalt and other experiential
therapies today. These ideas include the concepts of holism, the self-regulating organ-
ism, Gestalt principles of perception, field theory, phenomenology, and the nature of
dialogue. Gestalt’s early form and public profile was also very much influenced (both
positively and problematically) by the person of Perls himself (Yontef, 1998; Wheeler,
1991). His larger-than-life personality became figural and sometimes relegated to the
background important and sophisticated theoretical contributions of other Gestalt thinkers
such as Lewin (1938) and Goldstein (1939).

Perls, however, did contribute importantly. One of his earliest and most important
contributions introduced in his first important publication Ego, Hunger, and Aggression
(1947) was to reframe the concept of aggression from a destructive instinct into a life-
affirming instinct. Perls related aggression to “biting off, chewing, swallowing, and spit-
ting out”—functions essential to eating. Perls used these functions of eating as a metaphor
for the inherent aggression required in healthy contact between an organism and its envi-
ronment. Aggression was considered to be a natural and essential feature of contacting
the environment because a person must meet the environment (and its societal norms)
and take from it (bite off) what it needs and finds necessary for its survival. Perls argued
that a mature person does not “swallow things whole,” but instead chews on things thor-
oughly before swallowing, and if necessary spits out or rejects what can not be taken in or
assimilated by the individual as it naturally regulates his or her own well-being. He saw
development as infected by the “swallowing” of societal norms and parental shoulds.
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He was later also influenced by Karen Horney’s (1964) view on the negative role of
shoulds in the personality. A certain preference for self-reliance and the independent
authority of an individual became implicit in this view and was a central feature of Perls’s
personal practice of Gestalt (Wheeler, 1991; Yontef, 1998).

Other important concepts such as field theory also informed Gestalt therapy (Perls
et al., 1951). Field theory assumes that reality is context dependent and that there is no
such thing as an isolated phenomenon that can be understood independent of the elements
with which it is mutually relating. All phenomena are contextualized—they exist in a
field. In field theory, everything is in relation to a system of continuous and dynamic inter-
relationships. In any one moment, what appears in the field as an isolated phenomenon is
what, by a process of our attention, has become figural—a figure. The figure is opposed
to what is not attended to and therefore left in the background—the ground. In the Gestalt
view, what is conscious is what we are aware of as figure, and what is unconscious is that
which is outside of awareness but that which can become conscious if it is made figural in
awareness. Lewin (1938) hypothesized that present needs organize the perception of cur-
rent figures of attention. This became a central tenet of the Gestalt theory of functioning.

In a field theoretical view, elements in the field are differentiated from each other by
boundaries. Gestalt therapy formulated that an organism both connects to, and is dif-
ferentiated from, its environment at the contact boundary. An important Gestalt idea
is that experience is created at this contact boundary and that the quality of experience
depends on how that contact is made. A number of possible problematic disturbances at
the boundary that interfere with optimum experience and adaptive adjustment were expli-
cated and can be read about in several texts (Perls et al., 1951; Wheeler, 1991).

The following boundary disturbance terms can be and often are used by experiential
therapists: Introjection was the term taken from psychoanalysis to describe unexamined
acceptance and taking in of ideas, beliefs or identity without awareness. This was thought
to result from a weak or inadequate boundary between self and environment, over-
identification with the environment, or confluence. It also arises from a lack of decon-
structing experience that is required in order that a person can choose what to take in or
reject for proper assimilation. Attributing phenomena to another person due to inadequate
contact or awareness of yourself, or not being able to own an experience is termed projec-
tion. An impulse directed toward the environment that is turned against the self is called
retroflection, whereas an impulse or desire for something from the environment that is
turned from a two-person event to a one-person event (e.g., stroking yourself when you
want another person to do so) is called proflection. Both retroflection and proflection were
assumed to result when a person cannot make adequate contact with the environment.

Gestalt theory also introduced the concept of organismic self-regulation; that is, people
have needs and desires that are organized hierarchically and that are self-regulated by the
organism as it interacts with the environment (Goldstein, 1939). Needs were seen as being
met by either contacting or withdrawing from the environment. Organisms were seen as
motivated to creatively adjust themselves to the environment or to adjust the environment
to them to solve their problems and meet their needs. Creative adjustment became the
criterion of health. A healthy organism is aware of shifting needs and allows the most
pressing need to become figural in awareness. This figural need (e.g., hunger) organizes
perception of the field of attention so that what can satisfy the need becomes figural (e.g.,
hot dog stand). This process organizes action toward the figure leading to satisfaction of
the need (e.g., buying the hot dog), and then to the opportunity for a new need to become
figural. Homeostatic balance is maintained as the experience cycle of awareness of emerg-
ing needs, action toward figures that are potentially available in the environmental field,
and finally need satisfaction and withdrawal repeatedly unfolds.
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Gestalt therapy also introduced an increased focus on the body in therapy. Perls stud-
ied and was very much influenced by Reich’s (1949) idea that the body’s muscular pat-
terns and habitual ways of moving reflected character and habitual ways of organizing and
preventing experience. If attended to, these could become more accessible to awareness
and explored. Most experiential therapies use in-the-moment, body-based experiences
at times to anchor the client in the present moment of lived experience. Some modern
experiential therapies focus very strongly on body-based experiences (Gendlin, 1996;
Leijssen, 2006). As well, most current body-oriented therapies are strongly experiential
in approach. Bioenergetic psychotherapists (Lowen, 1958) focus on individuals’ mus-
cular patterns and introduce the client to physical expressions or exercises to help him
or her experience, explore, and undo muscular blocks for the purpose of increasing the
client’s experience of repressed feelings. Dance therapy is also based on some of the same
experiential mind-body relationship principles.

Awareness is a central and important idea in Gestalt therapy. A basic tenet of Gestalt
therapy is that allying with the part of the person that thinks they should change can make
them worse and that people come to therapy already exhausted and discouraged by their
efforts to change themselves. Paradoxically, change is seen as being facilitated by helping
the person accept their experience rather than trying to change or get rid of it. Awareness in
Gestalt therapy draws from Zen mediation and is akin to what many see as mindfulness or
paying attention to what is salient in the present moment (Geller, 2003). Awareness was
offered as a current Western perspective on an ancient Asian tradition and was the essence
of Gestalt therapy.

Finally, an important contribution of Gestalt to experiential therapy is the concept of
the therapeutic experiment. Gestalt therapy introduced the idea of using in-session proce-
dures or techniques for both generating and exploring experience in the moment. Many
experiments of awareness were introduced (Perls et al., 1951). When using such experi-
ments, therapists direct clients to “try this and see what you experience.” The purpose is
to produce, not just talk about, experiences and to process these experiences as they occur
in real time. Some Gestalt techniques (e.g., enactments, guided imagery, body awareness,
and chair work for clarifying parts of the self or working on unfinished business with
others) are still used in present-day Gestalt and other experiential therapies.

Existential Psychotherapy

A third main influence on present experiential therapies comes from existential psycho-
therapy. Existential psychotherapy is centrally concerned with people’s uniqueness and the
meaningful development of individual potential. Existential therapy emphasizes that
therapy works best when focusing on the immediate and whole person. Therefore, this
approach does not decompose the person into drives, conditioning, or archetypes. A more
complete description of existential therapy is given in Chapter 8.

Existential therapy, while focusing on each person as unique, has also contributed a
focus on shared human experiences. As human beings, we all suffer from the normal anx-
iety that comes from having to grapple with universally given existential issues or ulti-
mate concerns (Schneider & May, 1995; Yalom, 1980). Some of the concerns highlighted
in this approach are meaninglessness versus finding meaning in life; limits and the inevi-
tability of death; freedom, choice, and responsibility; and the primary isolation of being.
Existential therapy sees patients’ suffering as deriving from the whole context of what it
means to be human. Existential therapy privileges choice as the major process of change
and is an orientation that can be integrated to other approaches to psychotherapy.

The existential view that unique human beings nevertheless share certain processes
and experiences is an important one for experiential therapies. Unique and universal
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experience are not antithetical. When working with anger in psychotherapy;, it is important
to address the uniqueness of a particular client’s anger in his or her individual situation
while also recognizing that anger is a universal species-specific response to a class of
human experiences relating to a violation of freedom or person.

The Neohumanistic Revival: New Developments in Experiential Therapy

Several second-generation experiential approaches have emerged over the past 20 years,
including emotion-focused therapy (Greenberg et al., 1993), focusing-oriented psycho-
therapy (Gendlin, 1996; Leijssen, 1998), dialogical Gestalt therapy (Yontef, 1998), and
Mahrer’s experiential therapy (1996/2004).

Emotion-Focused Therapy

Emotion-focused therapy also known as process experiential therapy (PE; Elliott, Watson,
et al., 2004; Greenberg, 2002; Greenberg & Johnson, 1988; Greenberg et al., 1993;
Greenberg & Watson, 2006; Johnson, 2004) has developed as a result of the growing
attention being paid to emotion in psychotherapy. The term emotion-focused is increas-
ingly being used as a descriptor of other therapy approaches (i.e., emotion-focused cogni-
tive therapy, emotion-focused dynamic therapy). When we use the term emotion-focused
therapy in this chapter, we are referring to emotion-focused process experiential therapy.
In the remainder of this chapter for simplicity, we employ the broader term emotion-
focused therapy (EFT). Emotion-focused therapy is an integration of person-centered,
Gestalt, and experiential therapies in a theoretical frame that also includes contemporary
constructivist and dynamic views on human functioning. Emotion-focused therapy for
couples in addition includes systemic influences. Added to these influences, is a specific
theory of emotional functioning that has been informed by both clinical and neuropsycho-
logical research on emotion.

Emotion-focused therapy is an empirically supported humanistic treatment that views
emotions as centrally important in the experience of self, in both adaptive and maladap-
tive functioning, and in therapeutic change. It involves a style that combines both follow-
ing and guiding the client’s experiential process and emphasizes the importance of both
relationship and intervention skills. It takes emotion as the fundamental datum of human
experience, while recognizing the importance of meaning-making. Ultimately it views
emotion and cognition as inextricably intertwined.

Emotion-focused therapy proposes that emotions themselves have an innately adap-
tive potential that, once activated, can help clients change problematic emotional states
or unwanted self-experiences. This view of emotion is based on the belief, now gaining
ample empirical support (Damasio, 1994), that emotion, at its core, is an innate adap-
tive system that has evolved to help us survive and thrive. Emotions are connected to our
most essential needs. They rapidly alert us to situations important to our well-being. They
also prepare and guide us in important situations to take action toward meeting our needs.
Clients undergoing EFT are helped to better identify, experience, explore, make sense of,
transform, and flexibly manage their emotions. As a result, clients become more skilful in
accessing the important information and meanings about themselves and their world that
emotions contain, as well as become more skilful in using that information to live vitally
and adaptively.

In EFT, emotion schemes are seen as the main source of experience, rapidly and
implicitly functioning to automatically produce felt experience. Emotion schemes them-
selves are not readily available to awareness. However, they can be understood through
the experiences they produce. These are available to awareness and can be attended to,
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explored, and made sense of by a process of reflection. Our higher order sense of our
selves in the world emerges from emotion schemes as they are dynamically synthesized
in the moment from their automatically integrated components (perception, sensation,
memory, implicit meaning, or conceptual thought). Activated emotion schemes produce
changing self-organization or self-sense. Experience of this is available to consciousness
and is constructed by attending to emotion scheme components in the present moment,
by symbolizing this experience in awareness, reflecting on it, and forming narratives that
explain it (Greenberg & Watson, 2006).

Emotion-focused therapy employs a differentiated view of emotion and suggests
that emotion schemes can be organized into four distinct classes of emotional response
(Greenberg & Safran, 1987). Of these four, only one is considered truly adaptive. The
other three are considered problematic to adaptive functioning. The first class, primary
adaptive emotion responses, is an immediate emotional response to a situation that helps
an individual take appropriate action. For example, anger at violation helps a person to
assertively set boundaries that may prevent future violation. Primary maladaptive emo-
tion responses, a second class, are also immediate, but involve overlearned responses from
previous, often traumatic, experiences. Once useful in coping with a maladaptive situation
in the past, they are no longer a source of adaptive coping in the present. Adaptive fear
of affection from an abuser in the past may result in problematic fear of affection from
a partner in the present. Third, secondary emotional responses are emotional reactions
to primary emotional experiences. A man may feel initially afraid in a dangerous situa-
tion (primary adaptive) and then feel ashamed for being afraid (secondary) because he
believes it is unmanly. Finally, instrumental emotion responses are emotional responses
that are used to influence and control others. These may be habitual learned responses and
may or may not be deliberate or conscious. Using anger displays to intimidate or sad-
ness displays to elicit help are two common examples. These distinctions in emotional
responding are important in EFT because each emotion category is worked with differ-
ently in therapy (Greenberg & Paivio, 1997).

From the EFT perspective, change occurs by means of awareness, regulation, reflec-
tion, and transformation of emotion taking place in an empathically attuned relation-
ship. A basic working principle of this approach is that people must first arrive at a place
before they can leave it. Therefore, in EFT, an important objective is to arrive at the
live experience of maladaptive emotion. This is not to access its good information
and motivation but to make the maladaptive emotion accessible to transformation. The
transformation comes from the client accessing a new primary adaptive emotional state
in the session. The therapist facilitates this by attending to subdominant emotions that
are currently being expressed on the periphery of a client’s awareness, helping the client
attend to and experience the more adaptive primary emotions and needs that provide
inner resilience. Once accessed, new emotional resources can undo the automaticity of
the maladaptive emotion scheme that determines the person’s mode of processing. This
enables the person to challenge the validity of appraisals of self or other connected to the
maladaptive emotion, ultimately weakening its hold on them.

Another defining feature of EFT is that intervention is marker-guided. As themes
of treatment emerge, therapists are continuously attuned to particular markers of client
process that point to the underlying determinants of their difficulties. EFT therapists are
trained to identify common markers of problematic emotional-processing problems (e.g.,
puzzling over a problematic reaction, feeling torn between alternatives, criticizing the
self, or having unresolved bad feelings toward a significant other). They utilize markers
to identify optimal moments for introducing the specific intervention or task that can best
serve the client in resolving that particular emotional processing difficulty.
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Emotion-focused therapy employs several task intervention methods to activate,
regulate, and work with underlying emotions, as well as to access new emotion. All EFT
interventions are used in the context of a highly attuned empathic relationship intended
to provide interpersonal safety. Empathic exploration is a fundamental intervention in
this approach. By sensitively attending moment-by-moment to what is most poignant
in the client’s narrative, a therapist’s empathic exploration can capture the client’s
experience more richly than can the client’s own descriptions (Rice, 1974). This helps the
client symbolize implicit experience consciously in awareness. When a therapist’s
response ends with a leading focus on what seems most implicitly alive in a client’s state-
ment, the client’s attention is encouraged toward focusing on and differentiating the edges
of their experience.

Emotion-focused therapy interventions are also guided by phases of treatment
that can be broken into three major phases (Greenberg & Watson, 2006): The first is
the bonding and awareness phase. The therapist deeply holds a therapeutic attitude
of empathy and positive regard and creates a safe environment for the client to turn
inwards and explore his or her inner experience; the therapist also provides a rationale
for working with emotion and helps the client approach, value, and regulate his or her
emotional experience. Therapists and clients collaboratively develop an understanding
of the person’s core pain and work toward agreement on the underlying determinants of
presenting symptoms.

Second, comes the evocation and exploration phase. Evoked emaotion is explored to
arrive at successively deeper levels of emotion; for example, moving from secondary
anger that quickly may occur after primary feelings of fear to the experience of primary
fear itself. Many techniques are used to do this, such as empathic evocation, focusing,
and Gestalt chair dialogues. However, before activating emotion, therapists assess the cli-
ent’s readiness for evoked emotional experiences and ensure that the client has the inter-
nal resources to make therapeutic use of them. Once assured of this, EFT therapists help
people experience and explore what they feel at their core. Interruption and avoidance of
emotional experience is also worked through in this phase. Therapists focus on the inter-
ruptive process itself and help clients become aware of and experience the ways they may
be stopping and avoiding feelings.

Finally, therapy concludes with a phase of transformation and generation of alterna-
tives. Having arrived at a core emotion, the emphasis shifts to the construction of alter-
native ways of responding emotionally, cognitively, and behaviorally. By accessing new
internal resources in the form of adaptive emotional responses (e.g., primary anger), cli-
ents have new transforming emotional experiences from which they start to create new
meanings and self-narratives that reflect a more resilient and integrated sense of self (e.g.,
“I’m not a witch for being angry; | have the right to protect myself from violation I don’t
deserve”). The therapist acknowledges, validates, and helps clients use newly found self-
validation as a base for action in the world, collaborating on the kinds of actions that
could consolidate the change.

During EFT, therapists provide a relationship of safety and guide the process while
pursuing in-session tasks. Optimal active collaboration between client and therapist allows
each to feel they are working together harmoniously in a combined enterprise. Although
disjunctions or disagreement can occur, the relationship always takes precedence over
the pursuit of a task and the therapist always defers to the client’s expertise on their own
experience. Closely attending to potential disjunctions expressed in clients’ verbal state-
ments and subtle nonverbal behavior, the EFT therapist constantly monitors the state of
the therapeutic alliance during therapeutic tasks to balance responsive attunement and
active stimulation.
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As well as individual EFT, there is also EFT for couples developed by Greenberg and
Johnson (1988) and further refined by Susan Johnson for treating couples suffering from
trauma (Johnson, 2002). In this empirically validated therapy, couples are coached in
understanding the primary pain underlying the secondary critical and attacking emotional
behaviors that often underlie dysfunctional patterns of communication within couples.
Johnson (2004) has developed an attachment-oriented form of EFT in which the main
unexpressed feelings are thought to relate to attachment insecurities and injuries.

Focusing-Oriented Psychotherapy

Focusing (Gendlin, 1964, 1996; Leijssen, 1998; Weiser Cornell, 1996) is a psychotherapy,
an intervention, and a client process that was developed by Gendlin (1962).

Two things distinguish focusing from other forms of therapy or intervention. First,
focusing-oriented psychotherapy encourages clients to bring a particular object of attention
into awareness called a felt sense—the apprehension in attention of an unarticulated bodily
based experience. This felt sense is often experienced as a vague and complex set of sen-
sations inside the client’s body that contains an unclear emotional tone or a gut feeling in
relation to a present situation. Gendlin writes that every implicit bodily based experience
has the possibility to be moved forward; to do this, the patient must find the unclear edge
of that experience and focus there (1996). Second, the client is encouraged and supported
in taking an interested and welcoming stance toward an unclear edge of experience and in
being willing to experience it as it is. This is referred to as taking the focusing attitude.

An assumption in focusing-oriented psychotherapy is that a presently operating felt
sense in the client’s body is an ever-present, complex source of information relating to
present issues and problems in his or her life. When considering a particular problem or
event, the felt sense can be carefully attended to in order to get in touch with this informa-
tion. To access unarticulated embodied information, requires that the person consciously
interact with the felt sense using symbols—usually words, articulated metaphors, or
images—in an attempt to get a handle on it or capture its meaning. These symbols are
thought sometimes to emerge by themselves. Alternatively, the person tries symbols on.
Each time a symbol is found the client checks back in with the bodily felt sense to experi-
ence the impact of the symbol that they have chosen to contain the felt sense. When it is
adequately symbolized, there is usually a marked shift in the experienced felt sense. The
shift has been described as the body resonating with the good fit of the symbol or sym-
bols used, and it may be accompanied by a feeling of relief, a sense of clearly perceiving
the problem, or a feeling of increased orientation and strength. Felt shifts that result from
adequate symbolization of a felt sense are thought to be evidence of the problem moving
forward. New felt senses occur that in turn can be focused on and symbolized. The result
may be a series of small continuous shifts or even be a big shift or an “aha” experience.

Focusing-oriented psychotherapy usually follows a particular series of steps that
may include (a) clearing a space (preparing to focus by setting aside emotional clutter),
(b) finding the felt sense to be worked on, (c) getting a handle on the felt sense (finding ade-
quate symbols for it), (d) experiencing embodied resonance with the symbolic handle, and
(e) asking questions that move the felt sense forward toward fuller resolution. Leijssen
(1998) has articulated several microprocesses that are useful in each step, and she pro-
vides useful clinical examples of them (e.g., the importance of finding an optimal distance
from experience to support the focusing process).

Focusing-oriented psychotherapy is a stand-alone psychotherapy, as well as a highly
useful intervention that can be assimilated into other therapies. Focusing is an interven-
tion that is within the repertoire of therapists practicing emotion-focused therapy and is
applied there when clients communicate that they are unclear about what they are feeling
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(Elliot, Watson, et al., 2004; Greenberg et al., 1993; Greenberg & Watson, 2006). It has
also been used with several populations, ranging from those suffering from trauma to
incarcerated domestic violence abusers.

Dialogical Gestalt Therapy

Yontef (1998) makes a distinction between Gestalt practices and attitudes and Gestalt
theoretical principles. He believes that at times Gestalt therapists (including Perls) have
been guilty of practicing Gestalt therapy in a manner that is inconsistent with its theo-
retical ground. He points to two main misconceptions that have hindered practice and
development of Gestalt therapy. One issue is an unnecessarily rigid application of the here-
and-now phenomenological focus that has failed to consider important implications of
field theory. Another issue relates to the manner in which confrontation in the therapeutic
relationship was used as a method for breaking down defenses against experience that did
not adequately consider the important issue of client safety. Both issues have informed
Yontef’s recent revision of Gestalt therapy that he calls dialogic Gestalt therapy (Yontef,
1998) and that is guided by the three cornerstones of gestalt theory: (1) field theory,
(2) phenomenology, and (3) dialogue.

As a phenomenological approach, dialogic Gestalt therapy focuses on the here and
now—that which is immediately experienceable and observable. Gestalt theory and prac-
tice techniques traditionally focused on the dynamic experience of what was occurring in
the room and in the moment, as opposed to what was static, be it history and/or personal-
ity structure. Following from this, the clinician, relating only to what was alive now, was
prohibited from considering diagnosis, history, personality, or culture. In-session discus-
sion of the past or planning for the future might also be discouraged. Yontef argues that
these practices arise from a shallow understanding of the field theory concept of ground.
In field theory, ground is an inclusive, flexible, and clinically rich concept. A client’s
past physical abuse is the ground, for example, out of which their present fearful contact
with reality and experience emerges. In dialogical Gestalt therapy, therefore, field theory
and phenomenology are no longer described in a naive and simplistic fashion. Rather,
in-the-moment awareness (e.g., of fear) is presently described as potentially supporting
awareness of many aspects of time and space (e.g., past abuse or inability to imagine an
extended future). Although awareness is anchored in present phenomenological experi-
ence, it can be used to explore what may be here and now in the room (e.g., distrust of
the therapist), memories of past experiences, or images of the future. Dialogical Gestalt
therapy also addresses the issue of personality by promoting insightful awareness of rep-
etitions and invariants in psychological process (what other approaches would define as
character) that contribute to habits in the way awareness functions in the present moment.

Yontef (2002) also describes dialogical Gestalt therapy theory as relational at its core.
In particular, classical Gestalt therapy often interpreted the requirement for a genuine
contactful relationship as an invitation to engage in interpersonal confrontation. Yontef
argues that by employing confrontation many practicing Gestalt therapists inadequately
addressed the importance of interpersonal safety in promoting experience. Confrontations
resulted that were often counterproductive, triggering shame in both clients and trainee
therapists. Experience has naturally led to a refinement of the Gestalt working relation-
ship. It is now accepted that there is a need for a balance between clinical frustration and
support, because support is now considered more important that it was once believed to
be. This has led therefore to an increased emphasis in Gestalt therapy on the importance
of the therapist’s understanding of and respect for what the client experiences and for
contact that is more intimate. This is a more accepting relationship stance than the con-
frontational style that was often espoused in encounter groups in the past.
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In Gestalt therapy theory, the therapist does not make change happen, but rather he or
she is an agent in creating an environment that maximizes conditions for growth (Yontef &
Reinhard, 2005). The therapist also creates conditions that allow attention to focus on
what is needed for healing and growth. Rather than trying to change the client, the dia-
logical Gestalt therapist believes in meeting patients as they are. The object is to use
increased awareness of the present, including awareness of figures that start to emerge
(e.g., thoughts, feelings, impulses) to organize new behavior such as new awareness of
how the client interrupts his or her behavior or exploring new ways to make contact with
him- or herself and the environment. To do this, therapists are invited to be creative in
experimentation and to use chair work, attention training, and other creative interventions.
Gestalt therapy gives both client and therapist permission to be creative (Zinker, 1977).

Mahrer’s Experiential Psychotherapy

Mabhrer uses the general term experiential psychotherapy to identify his particular experi-
ential psychotherapeutic approach (Mahrer, 1996/2004). To avoid confusion, we call his
approach Mahrer’s experiential psychotherapy. His theory of personality employs clas-
sical experiential concepts, such as self-actualization, experiencing, and constructed per-
sonal worlds. Mahrer (2005) takes a rare perspective on psychotherapy theory. He openly
identifies his theory as one “of usefulness” rather than “of truth” (p. 439), therefore taking
the instrumental versus realist approach to scientific theory and research (Furedy, 1991).
In so doing, he asserts that his system of personality and psychotherapy is a “conven-
ient fiction” whose usefulness is tested by achieving the desired results of its applica-
tion. According to Mabhrer, the result is successfully arriving at two psychotherapeutic
goals: (1) at the end of every session, the client undergoes a radical, wholesale change to
become a radically new, transformed person; and (2) the qualitatively new person leaves
the session free of the painful feelings that were identified as the problem focus of the
session. These ends are to be achieved in each session.

Mahrer’s (1996/2004) theory proposes that personality is comprised of a system of
related potentials for experiencing. Some potentials for experiencing are designated oper-
ating potentials, whereas others are designated deeper potentials. When relationships
between operating potentials and deeper potentials are unfriendly or antagonistic, this
results in the experience of painful feelings. If relationships between operating and deeper
potential for experiencing can be made more affiliative, the individual has the potential
for accessing deeper potentials for experiencing and subsequently achieving profound and
fundamental change.

In this approach, each session is viewed as a mini therapy that adheres to a set session
structure composed of four stages: First, the client focuses on and reexperiences a strong
feeling. At the peak of this reexperiencing, an emergent deeper potential for experience
is accessed. Second, the client explores, experiences, and expresses aspects of the new
deeper potential, both positive and negative, welcoming it and being it. Third, the cli-
ent uses imagination to reenter past scenes, to experientially re-live them as if from the
perspective of the new experiential potential. The client then also imaginatively projects
him- or herself into possible future scenes and experientially test-drives new potential
selves, using experiential feedback to select realistic ones, and experientially rehearses
them. Finally, clients commit to being a qualitatively new person who creates the new
postsession world.

Mahrer (2005) describes two client variables that may limit being able to make pro-
ductive use of this approach. Clients who seek a therapist on whom they can be safely
dependent are not well suited. As well, clients must be willing and have sufficient readi-
ness to explore and playfully enter various states to activate and facilitate new experiential
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processes. Therapists in the initial stage may encourage clients to yelp, wriggle, or otherwise
express themselves in a manner not habitually engaged in. The therapy furthermore appears
to put less emphasis on the therapist as providing relationship conditions and more on the
therapist as a coach and surrogate-experiencer whose attention is on the client’s experience.
In this process, the common face-to-face arrangement between therapist and client in
psychotherapy is changed. Client and therapist sit next to one another, elbow to elbow.

What is unique to this approach and potentially useful to other therapies is the crea-
tive manner in which presently accessed and newly experienced potentials are used to
imaginatively generate further experiences. Clients are coached to playfully and imagi-
nally reenter past scenes in memory as their presently transformed self and to experience
these past scenes in a new way. They are also coached to consider and experience future
possible scenes in which they can be this newly transformed self. In this way, Mahrer’s
interventions offer a potentially powerful technique for solidifying, strengthening, or gen-
eralizing in-session change because clients are explicitly coached on how they can exer-
cise being a newly transformed self.

THEORY OF PERSONALITY AND PSYCHOPATHOLOGY

A general theory of human functioning and pathology in the experience-centered therapy
field has tended to lag behind its more developed theories of practice. This is currently
changing. Advances in emotion theory (Damasio, 1994, 1999; Greenberg & Safran, 1987;
Lazarus, 1991; Scherer, 1993); research in human development, particularly of the devel-
opment of self and human affectivity (Rochat, 2001; Stern, 2005; Trevarthen, 2001);
as well as influences from recent developments in the cognitive sciences, particularly
dialectical constructivism (Greenberg & Pascual-Leone, 1997; Neimeyer & Mahoney,
1995), have all provided substantial contributions to the development of a more integra-
tive, complete, and current experiential theory.

The following principles are fundamental humanistic principals that inform experien-
tial approaches:

 Experiencing is the basis of thought, feeling, and action. The gerund, verb-as-noun
form, experiencing, is intentionally used here because it best communicates the
constant, dynamic, and active integration of perception, memory, emotion, sensa-
tion, meaning, behavior, and conceptual thought that constructs our experience of
a particular moment and then dynamically changes to create the next moment
of experiencing. Experiential therapies view experiencing as the door to an individual’s
lived reality and posit that it should be respected and valued as an inherent subjec-
tive authority on reality.

* People have the potential for agency, choice, and self-determination because they are
fundamentally free to choose what to do and how to construct their worlds. Although
genetics, biology, and environment constrain human freedom, they do not eliminate
it (Elliott, Watson, et al., 2004). Clients are treated as active participants in establish-
ing the direction of their change process. Experiential therapists offer expertise in
ways that encourage and access experience, but do not view themselves as authori-
ties on the content of the experience that a client is having.

 People are pluralities that function best as integrated wholes. People are made up of
many parts, or self-organizations, each of which may be associated with quite dis-
tinctive thoughts, feelings, and self-experiences. Although constituted by many parts,
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experiential therapies hold that people function best when they have an integrated
understanding of and a relationship to all their parts. People are most adaptive when
they act as well-integrated and coherent wholes.

 People function best when within relationships characterized by authenticity and
psychological presence with an accepting and noncontrolling other with whom they
can have a genuine contactful human relationship. An experiential assumption is that
people at all stages of life need such relationships to develop fully.

» Growth and development are potentially and optimally lifelong processes. When in
supportive environments, people spontaneously not only maintain their coherence
but also continue to develop more sophisticated and flexible capacity to deal with
what faces them as they pursue important life goals.

Key Theoretical Concepts on Human Functioning and Pathology

Actualizing Tendency

Experiential theorists posit a core human tendency toward actualization. Rogers defined
this as the “inherent tendency of the organism to develop all its capacities in ways which
serve to maintain or enhance the organism” (Rogers, 1959, p. 196). This view asserted
that the person was not solely guided by regulating internal deficiencies, but also was a
proactive and self-creative being organized to grow.

Neither Rogers nor Perls saw actualization as the unfolding of a genetic blueprint.
Rather, they were committed to the concept of an inherent organismic tendency toward
increased levels of organization and evolution of ability. In doing so, they drew on
Goldstein’s (1939) conceptualization that humans adaptively strive to organize increasing
capacities for optimal coping. Maslow refined Goldstein’s ideas (1954) by locating the need
for what he called self-actualization in a hierarchy of needs, from the lower biological-
survival to the higher “being” needs.

Organismic Valuation

In addition to the actualizing tendency, Rogers explicitly, and Perls implicitly, also pro-
posed an organismic valuing process, believing that experience provided an embodied felt
access to this valuing capacity (e.g. when a gut feeling communicates that a job doesn’t
suit you without being able to say why). Organismic valuation is thought to measure how
present events are consistent with, respect, and serve important organismic needs. This
proposed organismic evaluation does not provide a logical valuation of truth or falseness,
but rather a global apprehension of the meaning of events in relation to lived well-being.

Experiencing

Rogers (1959) defined experience as all that is “going on” in the organism that at any
moment is potentially available to awareness. Awareness of in-the-moment embodied
“goings-on” is thought to be essential to being able to access the information implicit in
organismic valuation.

Self-Organization

Experiential theorists are self theorists who, while differing in their views of the nature
of the self, see the self as central in explaining human functioning. All have adopted the
idea of an active integrating self, a guiding or self-organizing agent. Rogers developed
the most systematic self-theory and equated the self with the self-concept. He viewed the
self as an organized conceptual system consisting of the individual’s perceptions of self



Experiential Therapy 95

and of self in relation to others, as well as the perceived values attached to these percep-
tions. Needs were seen as important determiners of behavior, but a need was thought to
be satisfied only through the selection and use of behavior that was consistent with the
self-concept.

A structural theory of self was also offered by Perls et al. (1951) and is instructive
for its parallels to Rogers’s self-theory. Three necessary aspects were thought to explain
functioning of the totality of self: (1) personality, (2) the id, and (3) the ego. Personality
was seen as a habituated self-concept or a social role that was the source of an inauthen-
tic, false self. The id was seen as the spontaneous, organismic, preverbal level of experi-
encing. Finally, the ego was viewed as an agent that variedly identified with, or alienated
itself from, aspects of id functioning.

Implied in both person-centered and Gestalt theory is a tension in an organism
between actualization or growth, on the one hand, and the need for positive regard (or
what Maslow identified as the need for belonging), on the other hand. Rogers implied
that the need for positive regard was a persistent, universally present need in all people.
Experiential theory assumes that there is an inherent challenge in self-organization for all
individuals. This arises from the difficulty of coherently reconciling the strong need for
actualization or growth (autonomy) and the need to maintain positive regard from others
(affiliation). An implied assumption in person-centered and Gestalt theory is that normal
social development constrains construction of the self-concept to only those self-aspects
that procure needed positive regard from others. Moreover, it is assumed that a person
will only organize or be aware of self-experience that is consistent with their self-concept.
Organismic needs continue to function but can be satisfied only by behavior that is con-
sistent with the self-concept, with positive self-regard, and with positive regard from
others. If this is achieved, the internal harmony of the individual both as an organism and
as an individual participating in social bonds is maintained. Perls also saw needs as cen-
tral to human functioning, but he provided a more dynamic and homeostatic model of the
self. The organism was seen as self-organizing while contacting the environment to take
action to satisfy his or her needs. As opposed to Maslow’s hierarchy of basic needs, Perls
held that there were thousands of psychological needs. In the Gestalt field theory of moti-
vation, needs were seen as something that emerged out of an organism-environment inter-
action. For example, needs for romantic companionship may become figural when alone
in a room full of couples, or the need to eat may become figural when in front of a butter
tart. This theory allowed for self-organization and motivation to change depending on the
interaction between the current state of the individual and the environmental field. Health
involves being able to act on the environment as needed to meet an emergent need.

Classical Incongruence Model of Health and Pathology

A central experiential assumption has been that an individual must maintain the expe-
rience of consistency among an acceptable self-concept, experience, and behavior. To
avoid anxiety an individual also limits awareness of current feelings and needs that may
motivate behavior that is inconsistent with his or her sense of self. This defense against
experience of feelings and needs is viewed in the long run as (a) leading to maladjust-
ment, (b) thwarting actualization, and (c) restricting life by a limited and “other”-defined
self-concept.

In general, therefore, experiential approaches view pathology as resulting from the ina-
bility to integrate certain experiences into the person’s existing self-organization. From
the experiential perspective, what is unacceptable to the self is dealt with, not by expel-
ling it from consciousness (repression), but by failing to experience it as belonging to
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yourself. What is disowned is not by definition pathogenic. Therefore, healthy needs may
be as equally likely to be disowned as unhealthy impulses or trauma. Experiential theory
has therefore tended to focus on the dysfunction that occurs from both the disowning of
healthy growth-oriented resources and needs and from the avoidance of painful emotions.
The key aim in experiential change process is thus not the making conscious of repressed
contents, but the re-owning of authentic, growth-oriented experience and the reprocessing
of painful material to assimilate it into existing meaning structures to create increas-
ing self-coherence and harmonious integration of a whole person.

In addition, all experiential theorists view the person as a complex self-organizing sys-
tem. The greater the awareness of experience of the self and the field or environment in
which it is operating, the greater the integration, and more adaptive the engagement
with the environment. In this view, it is the integration in awareness of all facets and
levels of experience (Greenberg & Safran, 1987; Perls, 1969; Rogers, 1961; Schneider &
May, 1995) that has been seen as important in healthy functioning. To describe a fully func-
tioning person of this kind, Rogers formulated an experiencing continuum. A fully function-
ing person (Rogers, 1961) experiences optimally and can focus on and express freely
feelings, attitudes, and meanings relating to his or her behavior and experiences. This per-
son can access well-differentiated aspects of self as an immediate felt referent and use
it as an online, in-the-moment source of information to inform present and subsequent
behavior. A person with limited experiencing does not attend to ongoing fluid internal
events and avoids feelings and conflicts. This person relates to his or her environment
by using an idea of self (self-concept) to guide behavior, rather than using the presently
unfolding experience of the self in presently occurring processes of perception and feel-
ing. The individual relates to the present as it triggers sets of past expectancies so that the
newness, richness, and detail of the present moment are lost. This level of functioning
is ruled by the past, imposing the past on the present (Gendlin & Zimring, 1955/1994),
thus becoming maladaptive or contributive to pathology (Kiesler, 1973; Klein, Mathieu-
Coughlan, & Kiesler, 1986).

In classical Gestalt theory, limits to experience were conceptualized as interruptive
processes that were seen as producing poor awareness and disturbances of contact. A core
set of interruptive mechanisms were posited that prevented the ego from unwanted iden-
tification with emerging id experience as well as prevented contact between emerging id
experience and the environment.

Gestalt theory also views the person as being constituted by natural polarities and
parts (Yontef & Reinhard, 2005). Interruptions to experience are thought to create dis-
integration among the parts that rob the organism of vitality. Phenomena such as conflict
between polarities, unfinished business, avoidance, and catastrophizing are seen as arising
from this internal disintegration or splitting. Rogers also saw that selectively perceived,
distorted, or denied self-awareness resulted in self-estrangement so that the person
no longer lived as a whole, integrated person. Therefore, experience-based therapies tend
to hold implicit modular theories of self and postulate that all aspects of the self need to
be integrated or reconciled to promote health.

Limitations of the Incongruence Model

Classic experiential theory essentially suggests that the more the self operates as a rigid
self-concept, the more it must deny or disclaim vivid experience, and the more this leads
to pathology. This formulation is problematic on several counts. First, it assumes that a
self-structure or concept functions independently from experience and acts as a gatekeeper
of which aspects of experience and behavior are allowed into awareness. Second, this
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position also assumes that experience is generated independently from the self-concept,
existing fully formed outside awareness. As such, the incongruence model cannot ade-
quately explain the occurrence of spontaneous, automatic experience and behavior.

Third, another problem is the degree to which the self-concept and ultimately pathol-
ogy are seen as originating predominantly from internalized views of the person adopted
from others. This fails to capture the inherent complexities of self-organization. As indi-
viduals, we are not merely reflections of our ideal selves formed by introjecting only
those self-aspects others find acceptable. Rather, we develop and actually experience
ourselves coming into existence in relation with others as we interact with them (Buber,
1965; Trevarthen, 2001). Their affirmation and mirroring helps form who we are. Contact
with others may at times constrain self-organization, but it is also essential in the creation
and strengthening of the self.

A fourth problem is positing one universal motivation, the actualizing tendency, as
the sole mechanism to explain all psychological distress. All dysfunction fell under one
common principle. Incongruence between the governing self-concept and organismic
experience results in denial—disowning or lack of awareness of experience. Although
the incongruence captures one form of dysfunction, many problems stemming from such
diverse phenomena as lack of self-esteem, attachment disorders, childhood maltreatment,
and disorders as diverse as depression, panic, addiction, and personality disorders cannot
all be explained by this one dynamic of dysfunction.

Incongruence theory also fails to address fully the issue of a stable personality.
Experiential theory contains an implicit assumption that the self-concept is a consistent
structure that when rigid promotes dysfunction, whereas the organismic self is a dynamic
experiencer in the constant process of attuning to the present moment and, as such, is
fluid and healthy. Health is viewed as fluidity. Yet no one can approach the ideal of the
pure spontaneous experiencer unique in each moment of experience. We experience our-
selves as having both a structural core and sense of continuity. We feel that we are, in
many ways, the same person we always were, and a constancy of the self rings true, phe-
nomenologically. A consistency construct of some sort must explain our sense of healthy
continuity (cf. Varela, Thompson, & Rosch, 1991). The self as subjective process (l), as
well as self as objective structure (me), and the experience of consistent identity or same-
ness over time all must figure in an adequate self-theory.

Current Dialectical Constructivist Experiential Theory

Current experiential theory now proposes a more comprehensive dialectical constructivist
theory of human functioning (Greenberg & Pascaul-Leone, 1997; Greenberg, & Pedersen,
2001; Greenberg et al., 1993; Greenberg & Watson, 2006; Guidano, 1995; Neimeyer &
Mahoney, 1995). In this view, people are seen as biological dynamic systems who are
also social beings. We are hardwired with innate affective responses, yet we also build on
and develop this innate affective repertoire in cultural contexts and through our lived his-
tories. As a result, we respond emotionally with adaptive innate responses, but also with
complex socially constructed emotion that is personally and historically tinged. From
the experiential perspective, this complex human emotionality is a fundamental building
block of self-organization and self-experience.

We suggest that it is the biologically adaptive emotion system that provides the scien-
tific basis for an organismic valuing process. In current experiential theory, however, emo-
tion is not viewed as an organismic valuation process that can always be counted on to
support adaptive behavior. Rather, a more sophisticated, complex, and clinically relevant
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view of emotion has emerged. Emotion is now viewed as potentially adaptive, but with
the potential also to be problematic or maladaptive. Still, emotion is seen as central to
providing essential and important information concerning an implicitly operating present
internal reality.

Emotion is a complex dialectical process. In any one moment, it reflects the integration
of multiple processes at multiple levels of functioning. The initial prereflective reaction
entails the perception of a stimulus, with preconscious cognitive and affective process-
ing and the accompanying physiological changes. Over time, this level is influenced by
cultural practices (e.g., child-rearing practices or emotion display rules) and by learning
and experience, to become organized into schemes based on emotion experienced in situ-
ations. These emotion schemes become the primary generators of experience; and tacit
organization of these emotion schemes is accompanied by “the feeling of what happens”
(Damasio, 1999); that is, a bodily felt sense of who one is at any given moment.

At any one time, a person may be organized by a tacit synthesis of one or more of
these emotion schemes. A person might be self-organized simply as vulnerable or mel-
low or, more complicatedly, as simultaneously being self-organized with more than one
voice (e.g., when a child is both afraid of, and disgusted by, a father’s abusive behav-
ior). Emotion schemes may even be evoked in battalions of related schemes (e.g., when
experiencing simultaneous hurt, anger, and shame). In this current dialectical constructiv-
ist view, the actualizing tendency is seen as the tendency to synthesize dynamically the
most coordinated, coherent self-organization possible in the present moment. The term
self most realistically refers not to an entity but to this dynamic organization of experi-
ence into a coherent whole. Complex internal emotional experience is produced via this
dynamic synthesis of self-coherence or self-organization.

Self-Narrative and ldentity

Our conscious experience of self-organization results when the implicit embodied feel-
ing of a present self-organization is attended to and symbolized explicitly in awareness.
This requires participation of reflective processes. Within each person, there is always
a constant dialectic between ongoing implicit internal experiences (sensory, perceptual,
neurophysiological, memory, and implicit meaning) and explicit reflective processes that
interpret, order, explain, and construct conscious meaning out of elementary experiential
processes. This is the functional domain of the self-concept of classic experiential theory.
However, in a dialectical constructive view of experiential theory, the notion of a self-
concept is replaced by the notion of the narrative construction of an identity—the story
we tell to understand and explain our lives and to maintain a sense of coherence. In this
ongoing process, people make articulated sense out of experience and coherently explain
their actions. This involves a conscious conceptual process of identity formation, influ-
enced by learning, values, and a variety of different cognitive and evaluative processes
involved in the creation of meaning. Rather than possessing a thing-like self-concept,
people actively evaluate and reflect on their experience and create stories or views of who
they and others are, and how and why things happened (Greenberg & Angus, 2004).

Personality

Although self-organization is a constantly changing dynamic process, in each moment
there is also stability in who we feel we are. The individual’s sense of this stability comes
from two sources: (1) the repetitive structure and function of the building blocks (i.e.,
our emotion schemes) and (2) the continuous construction of consistent narrative identi-
ties. Emotion schemes carry our learned connections between situations, experiences, and
responses and account for some of the regularity in behavior. In a dialectical-constructivist
process view of functioning, stability is seen as arising from repeated constructions of
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the same state. People are viewed as stabilizing around characteristic self-organizations
that each time are constructed afresh from multiple constituent elements. These char-
acteristic organizations act like attractor states in a dynamic system and impart recog-
nizable and apparently stable character to the person. This tendency to self-organize
repeatedly in similar ways is responsible for the more enduring aspects of personality.

Our conscious explanations of experience and events also account for some of the reg-
ularity. The recurrence of familiar idiosyncratic emotional experiences in our autobiog-
raphies gives us a sense of continuity. We repeatedly construct the same stories, thereby
giving us a stable identity.

Experience and Meaning-Making

From the experiential perspective, experience and the meaning-making that emerges from
it mutually influence each other in a never-ending circular process. Conscious control
can influence experience and the synthesis of meaning, but conscious awareness itself is
always being influenced by processes out of awareness. Thus, in the face of public insult,
a person can symbolize the event and the bodily experience of an adrenaline rush in dif-
ferent ways: “I’m angry about this” or “This is embarrassing.” Both symbolizations focus
experience in particular ways that can change the bodily experience that follows, as well
as change subsequent awareness and behavior (expressing outrage versus slumping).
Following this, new experience will again be generated that may or may not be symbol-
ized in awareness.

An important point is that symbolization of experience is not a process of represen-
tation (Seager, 1999) but rather a process of construction (Maturana & Varela, 1988).
Constructions, however, can never be complete because they cannot include all available
tacit information. Collections of coactivated emotion schemes function together to pro-
duce a complex internal field (Greenberg & Pascual-Leone, 1997), all of which is poten-
tially available for experience. This complex internal field contains much more than any
one explicit symbolic rendition could possibly capture. Thus, many authentic meanings
may be generated, and an experience thus can mean both “this” and “this” (e.g., both
anger and shame). Conscious meaning occurs by the symbolization of whatever aspects
of this internal complexity are attended to, selected, and symbolized. Attention is a key
means for accessing, broadening, completing, and integrating multiple facets of experi-
ence into consciousness to effect meaning construction and new experience. Most impor-
tant, attention to new aspects of experience allows us to explore for what more there is
and to reconfigure and see it in a new way. From the experiential perspective, therefore,
there is not a “true self,” but multiple potential “true self experiences” (Fosha, 2004)
expressing “multiple potential selves” (Hermans, 2006).

Growth and Development

Growth is inherently dialectically synthesizing new experience with existing structure
while maintaining an identity and being continually in the process of living creatively and
spontaneously. The person grows toward greater and greater complexity and coherence by
constantly assimilating his or her own experience, integrating incongruities and polarities.
We reject any notion of a vitalistic tendency in which a genetic blueprint is actualized for
the person to become who he or she truly is. Rather, we envisage an interpersonally facili-
tated growth tendency that is oriented toward increased complexity and coherence and
adaptive flexibility.

Self-Development in a Social Context

Recent infant research in the development of the self makes it clear that shortly after
birth the embodied infant begins to develop a sense of self and of other in a nonverbal
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interpersonal context. Interaction with others is fundamental in the development of affect
regulation and, following from that, self-organization and experience (Rochat, 2001;
Stern, 2005; Trevarthen, 2001). As individuals, we are unable to regulate our affect as
infants. Infants therefore rely on close others to be sensitive to their aroused states and
to engage and disengage with them in ways that help them regulate arousal in optimal
ranges that support their being able to maintain experiential contact with reality. Failures
in this process result in painfully over- or underaroused states, over- or underregulation of
affect, and difficulties in either accessing or being overwhelmed by experience. Primary
maladaptive emotion schemes and secondary emotion schemes are formed by these fail-
ures in regulation.

In this view, psychological difficulties are sequelae of these fundamental emotional
regulation problems. Again, these do not exist as rigid structures; they are tendencies to
repeatedly organize. Thus, the inability to regulate or the tendency to overregulate emo-
tion is a dynamic constructive process in an interpersonal context. However, the current
interpersonal relationship has within it the power to provide new experiences. These are
new opportunities for affect regulation with a helpful other, new self-experience through
mirroring and being in contact with another. This allows the activation of alternate adap-
tive emotion schemes that can potentiate emergence of new self-organizations. These
new self-organizations generate new experiences that can be symbolized to generate new
meaning and new self-narrative.

It is for this reason that the relationship is assumed to play a pivotal role in experi-
ential therapies. The assumption is that, as a real other, the therapist is a potential agent
in promoting the strengthening and developing of the sense of self and in providing
new self-other experiences. The therapist’s empathic presence over time is internalized,
strengthening the client’s ability to regulate or tolerate affective experience. By holding
an accepting attitude toward the totality of the client’s experience, the therapist confirms
the existence of the client, and strengthens the client’s experience of integration and self-
coherence. There is an existential certainty that the other can provide, something that can-
not be achieved alone (Buber, 1965). By affirming the client’s experience in this way, his
or her sense of self is strengthened, made more whole, and supported toward continued
growth and development.

Pluralistic View of Dysfunction

In current theory, dysfunction is not viewed as stemming from any one singular mecha-
nism alone, such as incongruence (mismatch between actual and perceived self; Rogers,
1959), interruptions of contact (Perls et al., 1951), or a blocking of the meaning-creation
process (Gendlin, 1962). Rather, dysfunction is thought to arise via many possible routes
including avoidance of internal states, protection against injury to your self-esteem from
others, internal conflict, developmental deficits, traumatic learning, and blocks to devel-
opment of meaning. A more individualized, phenomenologically based view of dysfunc-
tion is proposed here. Rather than assuming certain limited global determined sources of
dysfunction, the therapist attempts to determine or work with the specific current deter-
minants and maintainers of each person’s problems. Three general difficulties that con-
tribute to pathology have been noted however. The first is the construction of recurrent
self-organizations that continuously operate in a manner that constrains access to an alive
awareness of self and that lead to disowning of primary experience. We have identified
these as secondary emotional responses that are emotional reactions to primary emotional
experiences. A man may feel initially sad when experiencing loss (primary adaptive) and
then feel ashamed at himself for being sad (secondary) because he believes it is a sign
of weakness. Second, in line with Gendlin, Perls, and Rogers, we also see the inability
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to symbolize bodily felt experience in awareness as a general source of dysfunction. A
person may, for example, not be aware or able to make sense of the increasing tension in
his or her body, and therefore be unable to symbolize it as resentment that can support the
emergence of assertive self-organization. Third, a major source of dysfunction involves
the activation of core, often trauma-based, maladaptive emotion schemes. Primary mala-
daptive emotion responses are immediate, and over-learned responses that helped an
individual cope with a maladaptive, often traumatic situation in the past. However, in the
present situation, they result in maladaptive coping. This leads either to painful emotions
or maladaptive emotional experience and expression. These three processes are only some
of the creative ways people organize in dysfunction.

Processes of dysfunction also manifest in individualized ways in different people.
In EFT, we propose the identification of a large variety of specific cognitive/affective
processing difficulties that arise in therapy and provide opportunities for therapeutic inter-
ventions best suited to these states (Elliott, Watson, et al., 2004; Greenberg et al., 1993).
Self-interruption of experience (stopping oneself from having an experience) or conflict
splits (experienced conflicts between wishes or impulses to act) are diagnosable in the
moment and can be intervened with when they occur. This offers a differential view of
dysfunction in which current determinants and maintainers of disorders are identifiable
by a form of process diagnosis that should guide intervention.

THEORY OF PSYCHOTHERAPY

Goals of Therapy

Experience-centered therapies contend that optimal functioning requires that the organ-
ism orient to and be aware of its implicit functioning. This is because it is a person’s
automatic reactions as an organism living in real time that provide information essen-
tial to adaptive functioning and well-being. The overarching process goal in experiential
therapy, therefore, is to help the client deepen experience and symbolize it accurately in
awareness. Experiential self-knowledge is assumed essential to the achievement of per-
sonal wholeness, integration, and the adaptive self-coherence that supports choice and
continued growth. Experiential therapists help clients approach, tolerate, symbolize,
explore, and construct new meaning from experience. Newly found meaning can then
inform new self-narrative and future behavior. To achieve this, the therapist first has the
goal of establishing and maintaining a specific form of therapeutic relationship that pro-
vides the client with the experience of a safe, genuine, and helpful other. In that relation-
ship, the client’s freedom to choose is supported by allowing him or her to direct the
focus and direction of therapy.

Following this primary relationship goal, two types of therapy goals can be distin-
guished in an experiential approach: (1) content goals and (2) process goals. The client
chooses content goals, the domain he or she wishes to pursue, whether it is to improve
relationships or work on his or her self-esteem. That the client is an active agent in his or
her change process is fundamental to experiential therapy and is consistent with a human-
istic goal to support a client’s self-determination and mature interdependence. Therapists,
however, also offer process goals: deepening the client’s experiencing and guiding the
client’s process moment by moment to help him or her achieve this aim. Experiential
therapists are knowledgeable in theories of determinants that contribute to clients’ prob-
lems. However, treatment focus is not driven by an imposed theory of the causes of, say,
depression or anxiety. Rather, a sense of the determinants is built from the ground up
by helping the client use his or her experience as a constant touchstone for what is true.



102 Twenty-First Century Psychotherapies

Treatments therefore are custom made for each person, and a client is understood in his
or her own terms. Still, the therapist plays an essential role by empathically reflecting
and exploring how the client views his or her problems. Therefore, optimal thematic foci
co-constructively emerge as core issues are collaboratively identified (Bordin, 1979).
To support the development of an optimum focus, the experiential therapist is attuned to
and reflects what is most poignant and emotionally alive for the client; in particular, the
client’s pain, which is seen as a signal that alerts the therapist to poignant and important
areas for exploration.

Assessment Procedures

Most experiential practitioners agree with Rogers’s (1957) concern that diagnosis com-
municates expertness and creates a power imbalance that interferes with the formation of
a genuine relationship. Having said this, experiential therapists may use an initial diag-
nostic interview process to identify clients suitable for treatment. Most often, an empathic
interviewing style is used to gather information about relevant life circumstances to assess
and understand the client’s current problems, levels of functioning, relationships, and
attachment and identity histories. If strong biological factors (i.e., a biochemical disorder)
or systemic factors (which deem the person more appropriate for marital or couples ther-
apy) are judged as being primary problem determinants, the client is referred for a more
appropriate treatment. In addition, people who have psychotic, schizoid, schizotypal,
borderline, or antisocial personality processes are not suitable for short-term experiential
treatment. Even long-term experiential treatment is not considered appropriate for antiso-
cial personality disorders.

Once suitability is established, case formulations are not generally made based on
early assessment. Rather, a therapeutically productive focus is co-constructed by cli-
ent and therapist with the assumption that whatever is most problematic, poignant, and
meaningful will emerge progressively in the safe context of the therapeutic environment.
Therapists do not attempt to establish what is dysfunctional or presume to know what will
be most salient or important for the client. As far as specific diagnoses are concerned,
knowledge of certain nosological categories or syndromes is useful. However, experi-
ential therapists conceive these as guides to possible experiential processing difficulties
rather than as descriptions of types of people.

The defining feature of an experiential approach to case formulation and assessment
is that it is process diagnostic rather than person diagnostic (Greenberg et al., 1993).
Diagnostic focus is on problematic processes in which clients may currently be engaged.
Case formulation is a dynamic process that tracks clients’ process states, such as how they
are currently experiencing their problems or how this is impeding or interfering with their
own experience. A differential process diagnosis involves the therapist attending to a vari-
ety of different in-session markers of in-the-moment processes at different levels of client
processing. This is the second characteristic of experiential assessment that it employs
process markers. Problematic processes are then addressed by interventions designed to
address the specific difficulty. These processes may include markers of clients’ emotional
processing style (i.e., being external), markers of characteristic styles of responding (per-
haps using impersonal pronouns), and micromarkers of client process (e.g., silence or
shallow breathing). The therapist observes whether the client is emotionally overregulated
or underregulated by noting the client’s vocal quality and degree of emotional arousal.
The therapist notices whether the client has the capacity to articulate, explore, and have
interest in their internal experience and whether they can reflect on and make sense of
emotion. Therefore, attention is paid to how clients are presenting their experiences in
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addition to what they are saying. Formulation and intervention therefore connect con-
stantly and intimately, span the entire course of treatment, and occur constantly at many
levels (Goldman & Greenberg, 1997).

Process of Psychotherapy

Two inextricably linked therapeutic processes are at the core of experiential therapies: (1)
the therapeutic relationship and (2) experiential and emotional processing. There are three
essential elements an experiential therapist provides in the experiential therapy relation-
ship: (1) interpersonal safety, (2) genuineness, and (3) expertise in experiential process-
ing. The therapist provides a safe, accepting, and validating relationship, following the
client by maintaining and communicating empathically attuned contact to his or her
moment-to-moment experience. By communicating and checking their understanding of
the client, the therapist both welcomes and encourages the client’s corrections and clarifi-
cations. The therapist also is a genuine person or other whose communications are more
than mere mirroring reflection. They provide what Buber (1965) described as “not a mere
echo but a true rejoinder” (p. 2) and the contact of deep, companionate understanding that
increases clients existential certainty in their experience and self.

Following the client’s internal track is one half of a dialectic tension that the experi-
ential therapist maintains. To only follow the client can invalidate the client’s real need
for the helpful other and for efficient routes to change, whereas only leading can under-
mine the client’s agency and the validity of their current experience. Therefore, the experi-
ential therapist also guides by providing expertise in facilitating experience. The therapist
coaches the client to acquire increasing levels of emotional processing skill (Greenberg,
2002) by engaging the client in emotional processing tasks that can meet and resolve
the client’s current processing difficulties. Experiential therapists go beyond approach-
ing, tolerating, and accepting experience. They also assume that accessing implicit levels
of automatic functioning requires that experience be an object of present attention and
awareness, and that this requires experience be presently activated. Experience-centered
therapists have technical expertise in activating experience and in coaching or training
awareness of events as they are occurring in real time. Experiments in directed awareness
are seen as helping both to concentrate attention on inchoate experience and to intensify
the vividness of experience so that it can more easily be attended to and explored.

The duration of experiential therapies vary. A client may engage in a few short-term
(16 to 20 week) sessions or long-term (years) therapy. The duration is flexibly decided
between therapist and client, often depending on the goals of therapy. For example, a cli-
ent suffering from unipolar depression may find they are able to overcome the perfec-
tionistic criticism that has been a determinant of their depression in a short-term protocol
(Greenberg & Watson, 2006), whereas another client suffering from borderline processes
may require a longer term therapy.

Strategies and Interventions

In experiential therapy, deepening experiential processing and subsequent meaning-
making is accomplished in a number of ways by using interventions that directly relate to
emotional processes, including:

 Using relationship conditions to create an environment conducive to experiential
processing and providing emotion coaching that models approach, valuing, and
acceptance of emotion
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 Using particular language modes to recreate emotional stimuli in awareness, as well
as to help clients symbolize, regulate, and express experience

Directing clients’ attentional resources to the edges of awareness

» Using evocative empathy to activate an alive experience of tacit meanings on the
periphery of awareness

Using technical interventions, such as two-chair work, to activate emotional experi-
ence to help clients access and express alternative adaptive emotional resources

The Relationship: Providing Safety and Modeling

We have already described how the relationship conditions of empathy, unconditional
positive regard, and genuineness or presence provide an optimal environment for the cli-
ent to attend inwards and explore their experience. However, the therapist, as a person,
also leads by example. By attending to, reflecting, valuing, and exploring the client’s emo-
tions, the therapist also acts as a model who approaches, accepts, and values emotional
information. The therapist may employ clinically sensitive but genuine self-disclosures
of his or her own emotional experiences to normalize emotional reactions and to commu-
nicate comfort with experience and expression of emotion. As a result, emotion becomes
less frightening as a phenomenon. Therapists therefore demonstrate and guide emotional
processing skill and act as emotion coaches (Greenberg, 2002).

Language as a Tool

An important assumption underlies experiential approaches. How an individual talks
about his or her feelings and experience is a valid index of the quality of his or her expe-
riencing (Kiesler, 1973). This assumption is rooted in the constructivist view of human
functioning (Maturana & Varela, 1988; Neimeyer & Mahoney, 1995) that suggests that
the way in which individuals symbolize their experience in language affects the emotional
experiences they have. A constant constructivist dialectic occurs in individuals between
ongoing experience and the meaning given to that experience by reflecting on it using lan-
guage and thought. Clients’ experiences are constrained in two ways: (1) by the aspects of
experience that get into the field of attention—these have the potential to be symbolized
in language or image, and (2) by the aspects of experience that are available to conscious
experience—those that are symbolized in language or image. Linguistic thought takes
part of our implicit experience, and then orders, explains, interprets, and makes them
explicit. Therefore, although emotional experience is rooted in biologically adaptive, hard-
wired programs, the final subjective experience of emotion is constructed and constrained
by the language processes used to symbolize that experience.

For this reason, language plays a very specific and important role in experiential thera-
pies. Different language modes are intentionally used to increase the likelihood that cli-
ents access and focus attention more completely on their emotional experience. To do this,
the therapist’s reflections focus on the language of the client’s internal reactions, using
statements that describe particular not general experiences, and using sensory connotative
language as opposed to denotative language (“So it’s like ‘none of my dreams will ever
come true’” versus “So you’re afraid that you won’t reach your goals”; Rice, 1974). These
specific uses of language are intended to evoke the vividness of the client’s experience,
increasing the probability that tacit emotionally laden meanings will become more acces-
sible to the client’s awareness. Adams and Greenberg (1999), for example, showed that
clients were eight times more likely to focus internally if the therapist’s previous reflec-
tion had an internal focus.
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Language is also modeled by the therapist as having the power both to contain expe-
rience and to bring it into awareness for reflection and exploration. As such, the thera-
pist is a surrogate symbolizer or coach. When clients are overwhelmed by emotion, being
helped to encode emotional experiences in words can modulate their emotional arousal.
Alternatively, if the client is too distant from their emotions, poignant evocative and accu-
rate symbolization of a client’s experience can arouse emotional experience and thereby
bring it into awareness. Therefore, articulating experience well in words can have both
arousing and regulating potential.

Directing Attention

The role of the therapist in broadening attention is also essential. Helping clients focus
their attention on previously unattended to aspects of past experiences makes them acces-
sible in consciousness for further processing. The experiential therapist focuses the cli-
ent’s attention on different levels of processing, including images, emotions, bodily
sensations, global linguistic statements, and perceptions generated from recollections.
This includes attending in the moment to emotion in its global complexity, including all
its relevant components (e.g., the situation, appraisals, bodily felt experiences, desired
actions, relevant needs or concerns). Therapists’ attention is also important in this process.
Experiential therapists attend to tacit experiences of the client communicated by the
client’s nonverbal behavior. Because emotions are connected to related action tendencies,
nonverbal behavior, including voice tone, posture, and facial expression, is an important
source of tacit meaning and an observable explicit marker of a subjective emotional state.

Empathy: Exploration and Evocation

By sensitively listening to and observing the client for emotional markers, therapists
often access aspects of the client’s experience that clients themselves are not attending
to. If attuned enough, a therapist can reflect a synthesis of the client’s experience that
more closely approximates the original experience than the client’s own constructions of
it (Rice, 1974). This is evocative empathy, another method to help clients activate and
attend to emotional experience. Evocative reflections may capture clients’ experience in
such a way that it becomes more vivid. At the same time, it provides the client with a
potential symbolization in language of his or her own felt tacit meaning and gives the cli-
ent a possible “handle” (Gendlin, 1996) on emotional experience. This may make it easier
for the client to attend to the experience in consciousness and bring further reflective or
emotional processes to it. In this process, the client is encouraged to check internally the
felt “goodness of fit” sensation of such reflections and to evaluate the usefulness of them.
This teaches the client that he or she is the final arbiters of the experience and that he or
she is the only one who can evaluate the accuracy of the therapist’s attempt to capture and
symbolize it.

Accessing Internal Resources and New Self-Experiences

Finally, the purpose of deepening emotional processing in experiential therapy is to acti-
vate internal emotional resources in the client; that is, the client’s adaptive tendencies and
resources toward adaptive growth (Gendlin, 1962; Rogers, 1957). As clients access an
experience of their feelings, they also experience related needs and action tendencies that
may actualize the meeting of these needs in the world.

Although accessing internal emotional resources is thought to occur naturally in
person-centered therapy, experiential psychotherapy works toward accessing alternate
emotional resources of the client in more focused ways by the use of specific techniques,
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including experiments in attention, focusing, working directly with embodied expression,
and using empty-chair and two-chair dialogue (Gestalt-derived techniques in which a
client enacts conversations with a significant other or between two parts of the self
(Elliott, Watson, et al., 2004; Greenberg et al., 1993; Greenberg & Watson, 2006).

Sequence of Intervention

Sequences of specific interventions differ across different experiential therapies. Mahrer
(2005) describes in-session stages (each with their own interventions) that are repeated
faithfully in each therapy session. Gendlin (1996) and Leijssen (1998) also describe
unfolding stages of focusing and particular interventions used in each. In EFT, the first
three sessions are explicitly used to build contact and relationship with empathic attune-
ment being the primary intervention. Thereafter, a variety of intervention sequences is
possible depending on the emotional processing difficulties that a client expresses.

Nevertheless, there is a central tenet in all experiential therapies, best articulated by
Gendlin and Beebe (1968) who wrote, “contact before contract.” Before any explicit goals
for treatment are established or any interventions are engaged in, the therapist first makes
contact with the client as a person and works toward giving the client an experience of
this contact, with a caring, attentive, helpful other. (The exception to this appears to be
Mahrer’s [1996/2004] experiential therapy in which the ability to provide and engage in
such a relationship is presumed.) The interventions first used to establish the relationship
are empathic attunement and reflection, combined with unconditional positive regard and
genuineness. Following the client is another intervention strategy initiated early in the
therapy to encourage the client’s sense of efficacy, choice, and control.

At early stages, the therapist also communicates the general goals of the therapy, facil-
itating the client toward deeper contact with his or her current felt experience. How and
when a therapist intervenes to promote this depends on the therapeutic approach as well as
what level of experiential contact the client presently is capable of. Access to experience
and the alive use of such experience in problem solving is thought to occur in stages. Clients
first start to become aware of experience by approaching it with their attention and toler-
ating whatever experience enters awareness. They then begin the process of symbolizing
this experience in awareness in verbal or other symbolic form. Following this, experience is
further explored and made sense of, and new experiences are generated. Finally, meaning-
making occurs as experience is integrated into preexisting narrative and knowledge.

Markers, both verbal and nonverbal, of the stages or levels of experiential process
that a client is currently engaged in have been explicated by Klein and colleagues in the
Experiencing Scale (Klein et al., 1986). These distinctions are useful because the expe-
riential therapist at any stage of therapy is attempting to help his or her client move pro-
gressively through these stages. The therapist must be attuned to the levels of experiential
access that the client currently has and intervene appropriately for that stage. If clients’
narratives have no feeling vocabulary, the therapist helps them symbolize experiences in
words. If clients report having no feeling experience, attention to the body with focusing
may be called for. Once clients are in full contact with experience, they are encouraged
to be mindful of its nuances, to explore its edges, and to make sense of it. In EFT, there
are sequences of suggested interventions that respond to what is occurring presently
in the therapy. A client who wishes to work on their self-criticism and perfectionism may
be offered a two-chair intervention to explore this. However, when a client comments,
“l sound just like my father,” the intervention may be switched to an empty-chair task in
which unfinished business, perhaps unresolved anger with the father, is explored.

Experiential therapists believe that the need for human compassion trumps the useful-
ness of psychological technique. Therefore, the relationship always takes precedence over
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the pursuit of a task, and the therapist always defers to clients’ expertise on their own
experience. The therapist closely attends to potential disjunctions expressed in the client’s
verbal statements and subtle nonverbal behavior, constantly monitoring the state of the
therapeutic alliance during therapeutic tasks to balance responsive attunement and active
stimulation.

Finally, one decision that may affect experiential work is that clients may wish to
engage in therapy while also seeking pharmacological intervention. Experiential thera-
pists understand that medication is sometimes necessary and is the client’s choice; how-
ever, an experiential therapist would prefer medication that does not completely block the
client’s emotional access.

Curative Factors

The relationship, awareness, deepening of experience, and creation of new meaning are
seen as the core curative factors. Unblocking a restricted or stuck experiencing process
allows a person to attend to previously unaccessed aspects of experience and to symbolize
this experience in awareness. New meaning is created by this process that activates adap-
tive emotional resources in the client or changes his or her beliefs relating to maladaptive
emotional responses.

By providing empathic emotional attunement, the therapist provides interpersonal
safety and contact that reduces the sense of personal isolation. Genuine contact with
another who affirms and values the client’s emerging experience strengthens the sense
of self. As a coach in activating, accessing, and processing experience, the therapist
helps the client gain emotional regulation skill or reduce overregulation of emotion,
supporting the client in his or her emotional development. All of these elements of the
therapeutic relationship may result in a corrective interpersonal emotional experience that
generates new experiences or impacts experiences that habitually occur.

Special Issues

To be able to make use of an experiential psychotherapy in which emotional experience
is activated and explored, clients must be able to regulate their emotions or create a work-
ing distance from emotion. If necessary, experiential therapists may teach clients ways of
doing this. Grounding, self-soothing, breathing, and safe-place exercises can be practiced
during a series of graded exposures to emotional arousal. Therapists may even teach a cli-
ent how to move away from emotion by engaging in conceptual processing or focusing
externally. This increases the client’s confidence in having some control over the intensity
of the experience he or she will have.

Experiential psychotherapists also work with the assumption that the therapeutic rela-
tionship provides an interpersonal safety that precludes the client’s interpersonal issues
arising in the therapy relationship. This is an ideal that is not always realized, and it is not
always possible to make every client feel interpersonally safe enough to trust in and allow
process guiding from the therapist. In such cases, two common strategies are employed:
First, the therapist may fall back into a primarily empathic relationship with the client
until such time that they can tolerate more active intervention from the therapist. Second,
the relationship can become the focus of explicit interactional work. Interactional patterns
are not intentionally evoked in an experiential therapy, and if evoked it is assumed most
will melt away in time as trust builds. However, if this does not occur, work is done on
the interactional issues that keep appearing as process blocks while therapy is underway
(van Kessel & Lietaer, 1998).
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Culture and Gender

An experiential approach to therapy holds the dialectical tension between the individual
and the universal. Although each person has unique experiences and personal meaning,
the therapist’s ability to be empathic and understand adaptive emotionality is informed by
knowledge of certain biological and universal truths that constitute what it means to be
human. Culture, the middle ground between the individual life and human universality,
also organizes our experience.

In an experiential approach, the individual is given authority over his or her own
meaning construction. No generic or unitary view of “normal” human functioning and
dysfunction is espoused. This approach, therefore, is seen as appropriate for clients from
ethnically and culturally diverse backgrounds. As emphasized, this therapy adopts an
empathic and egalitarian relationship and is sensitive to inherent power imbalances that
may exist between therapists of the majority culture and their culturally different clients.

Still, as well as individual empathy, cultural empathy is needed. This may include
awareness of emotional display rules and norms for emotional experience and under-
standing how emotion functions in other cultures. Many Asians are less likely to show
emotions readily, and the therapist must be sensitive to this by openly discussing a ration-
ale for emotional expression with clients, providing high degrees of safety, allowing for a
slower pace, and understanding cultural assumptions related to emotion. In bodily expres-
sive cultures such as some Latin and African cultures, internal bodily based focusing
and symbolizing may be needed to bring attention to these habitual modes of emotional
expression.

To be truly empathic and helpful in meaning construction, therapists are advised to
educate themselves about the client’s cultural background if it is unfamiliar to them, but
also to remain a genuine other who is honest and aware of his or her own cultural ground.
Potential issues are directly addressed through the therapeutic relationship early in the
therapy.

Adaptations to Specific Problems

Experiential therapy has been adapted to work with several different populations and cli-
ent problems. The best-researched application of experiential therapy to date is EFT for
the short-term treatment of depression (see Greenberg & Watson, 2006, for a review).
Emotion-focused therapy has also been adapted as a treatment of psychological trauma
(Elliott, Watson, et al., 2004; Paivio & Nieuwenhuis, 2001). Emotion-focused therapy
for couples has also been developed to deal with relationship distress and for couples in
which one partner has been traumatized (Johnson, 2004). Experiential therapies continue
to be used and developed with other client issues such as anxiety (Wolfe & Sigl, 1998),
borderline personality processes (Eckert & Biermann-Ratjen, 1998), and psychosomatic
disorders (Sachse, 1998). Emotion-focused therapy is also presently being investigated as
a treatment for eating disorders and social anxiety.

EMPIRICAL SUPPORT

Outcome Research

Elliott, Greenberg, et al., (2004) presented a meta-analysis of 64 studies of modern
process-guiding experiential therapies. Eighteen examined emotion-focused individ-
ual therapy; 10 evaluated EFT for couples; 10 studied Gestalt therapy; and 15 looked at
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the outcome of various other experiential/humanistic therapies (e.g., Focusing-oriented,
psychodrama, or integrative). The average prepost effect was 1.17, a large effect size
(calculated by finding the difference between pre- and posttest mean scores and dividing
by the combined standard deviation). Clients maintained or perhaps even increased their
posttreatment gains over the posttherapy period, with the largest effects obtained at early
follow-up. Clients seen in experiential therapies were also compared to untreated control
groups in 16 studies, with very similar results and a large effect size of 1.18 (calculated
by finding the difference in prepost effect size for untreated and treated clients).

In addition, there were 34 comparisons between experiential and nonexperiential ther-
apies that showed a slight but not clinically significantly greater benefit for clients who
received experiential therapies (an effect size of +.27). In 49% of the comparisons, no
significant differences were found. In 38% of comparisons, experientially treated clients
did at least .4 better, whereas in 13% of comparisons clients in experiential treatments did
at least .4 worse. Overall, these results indicate the modern experiential therapies that we
have been describing hold their own against nonexperiential therapies and could be inter-
preted as showing a slight superiority.

A subsample of 14 studies compared effects between experiential and CBT, again
showing approximately comparable effectiveness (effect size +.2 in favor of the expe-
riential therapies). In recent years, CBT has been presumed superior to experiential
approaches. However, contrary to this impression, experiential therapies and CBT
appeared to be equally effective. If anything, the trend is in favor of the experiential
therapies.

The most rigorous outcome research to date has been done on EFT for depression.
Emotion-focused therapy has been found to be highly effective in treating depression in
three separate randomized clinical trials. In two studies, EFT was compared to a purely
relational empathic treatment, whereas the third study compared EFT to CBT. All three
treatments were found to be highly effective in reducing depression. Emotion-focused
therapy was found to be more effective than a pure relational empathic treatment in reduc-
ing interpersonal problems, in symptom reduction, and in preventing relapse (Goldman,
Greenberg, & Angus, 2006; Greenberg & Watson, 1998). Watson, Gordon, Stermac,
Kalogerakos, and Steckley (2003) found no significant differences in symptom improve-
ment between EFT and CBT for the treatment of major depression. However, clients
undergoing EFT reported being significantly more self-assertive and less overly accom-
modating at the end of treatment than clients in the CBT.

Process Research

The majority of research on experiential psychotherapy has focused on whether depth
of experiencing relates to outcome. Hendricks (2002) has reviewed 91 of these studies
undertaken between 1958 and 1999. Experiential processing was explored in various
treatments (not solely experiential) for varied diagnostic categories, from schizophrenia
to marital discord to depression. Twenty-seven studies used the Experiencing Scale (Klein
et al., 1986) to measure deepening of experience. The vast majority found that higher
experiencing levels predicted better psychotherapy outcomes measured by a variety of
outcome measures. Experiencing as a process has also been shown to relate to positive
outcomes in CBT and psychodynamic therapy (Castonguay, Goldfried, Wiser, Raue, &
Hayes, 1996; Silberschatz, Fretter, & Curtis, 1986) suggesting evidence that this may be
an important therapy process, regardless of the therapy orientation. More investigations
have been undertaken since this literature review, in particular continued research on EFT.

Three studies have shown that experiencing is a skill that is improved and deepened
during experiential treatment, and that clients need not enter therapy “experientially
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minded” to do well in experiential therapy (Goldman, Greenberg, & Pos, 2005; Pos,
Greenberg, Goldman, & Korman, 2003; Warwar, 2003). Pos (2006) also showed that
increased depth of experiencing during emotion episodes from the beginning to the work-
ing phase of therapy directly predicted end-of-therapy reports of reduced depressive and
general psychiatric symptoms and that the alliance contributed to outcome indirectly by
supporting the experiencing process.

In addition to the previous studies, Greenberg and Pedersen (2001) studied in-session
resolution of two key EFT therapy tasks—splits and unfinished business. Both tasks
restructured clients’ core emotion schematic memories and responses. They found that
the degree of resolution of these tasks predicted outcome at termination and 18-month
follow-up. More important, it predicted nonrelapse over the follow-up period. This sup-
ports the hypothesis that deeper emotional processing and emotion schematic restructur-
ing during therapy leads to more enduring change.

Finally, a considerable amount of qualitative research has been done on experiential
therapy. Most notably, Stiles and his colleagues have done several cases studies of EFT
clients that have yielded rich in-depth qualitative analyses of change in these therapy
dyads (Honos-Wehbb, Surko, Stiles, & Greenberg, 1999).

Emotion-Focused Therapy for Depression

Much of what we have discussed in previous sections applies generally to contemporary
experiential therapies. However, to illustrate one current approach in greater detail we
now discuss the EFT approach for the treatment of depression. EFT has evolved, through
a continuous process of empirical inquiry and clinical trials, to become a fully integra-
tive experiential treatment that coherently organizes essential elements (focusing, empathic
exploration, experiential use of imagination, evocative Gestalt chair work) of other expe-
riential approaches. Arriving at this integration by developing a marker-driven and task-
focused approach to psychotherapy, EFT holds that there are classes of recognizable
problematic emotional processing difficulties and that markers of these difficulties are
evident in client narrative and can be identified. Specific experiential tasks best suited to
the resolution of these difficulties have been identified and developed (Elliott, Watson,
et al., 2004; Greenberg et al., 1993; Greenberg & Watson, 2006). Emotion-focused
therapy has also identified common emotional schematic difficulties relating to certain
client problems, as well as articulated the paths of resolution that clients often take to
resolve these problems. As such, interventions continue to be developed and refined as
EFT is used as a treatment for different populations.

Emotion-focused therapy also explicitly employs a taxonomy of emotional processes
to identify which emotional responses clients are actively engaged in (primary adaptive,
primary maladaptive, secondary, or instrumental emotional responses) and how to respond
differentially to each; for example, adaptive emotion is explored for its adaptive informa-
tion and needs that can motivate action. Maladaptive primary emotion is first explored for
the original context in which that response was adaptive in the past and then for the vari-
ous present consequences the maladaptive emotion has in the present. The therapist then
helps the client access alternate more adaptive emotions.

Emotion-focused therapy proposes that the essential curative process in therapy is
change in automatically functioning emotion schemes—emotion schematic change. The
core maladaptive scheme is accessed and then transformed through encountering newly
accessed adaptive emotions. Thus, the core fears of abandonment or shame of worthless-
ness are transformed by accessing adaptive sadness at loss or assertive anger at violation.
When these adaptive responses are coactivated, a new response may synthesize, such as
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calmness or confidence. In an old familiar context, new or altered emotion schemes may
now automatically be activated, along with new embodied experience, sense of self, and
behavior.

In emotion-focused therapy, the self seen as a dynamic organizing process forming con-
tinually in response to changing situations is based on the activation of emotion schemes.
Emotion-focused therapy proposes that at the heart of depression is the evocation of two
main types of emotion schemes that generate a core sense of the self as either “weak” or
“bad” (Greenberg, Elliott, & Foerster, 1990; Greenberg & Watson, 2006). According to
this theory, when a person suffers an interpersonal- or achievement-type loss, depression
is not caused by a negative view of self or an underlying personality structure; instead,
the person’s emotionally based, powerless, and hopeless sense of weak or bad self is trig-
gered. The experience of being a weak self is the activation of emotion schemes that gen-
erate the sense of self as deeply and fundamentally insecure, encoded from experiences
of being weak, unprotected, and unable to cope with life alone. Alternatively, what may
be synthesized is a sense of self as fundamentally bad, as worthless, incompetent, and
inadequate, encoded from experiences of invalidation and criticism. These organizations
produce implicit experienced self-meanings rather than explicit self-knowledge.

Based on clinical experience, EFT theory predicts that the weak self-organization
usually co-occurs with complaint and resentment in the context of depressive themes of
interpersonal loss and disappointment, whereas the bad self-organization co-occurs with
forms of shame and self-criticalness, often triggered by the context of failures or threats
to self-competence. Both the weak and bad self-organizations that generate depres-
sion may be highly intertwined in an individual. A depressed client may have a self-
contempt reaction in the face of an experience of the weak self. They may be disgusted
and self-critical for being so weak. This self-contempt reaction may then activate the bad
self-organization (Greenberg & Watson, 1998), and the client may then feel like a failure
for being so weak. Therefore, these two self-organizations are not thought of as descrip-
tions of two types of depressions per se, but rather as two depressogenic self-organizations
that may frequently interact during depressive episodes (Greenberg & Watson, 2006;
Watson, Goldman, & Greenberg, in press).

Specific Strategies

Empathic exploration is the fundamental intervention of EFT. Sensitively attending to the
client’s spoken and nonspoken (nonverbal) narrative, the therapist uses verbal empathic
exploration to help symbolize and capture what is at the edge of the client’s awareness.
The therapist broadens and moves the client’s attention, helping them bring more experi-
ence into consciousness so it can be put into words and reflected on.

In addition EFT therapists also employ particular emotional processing tasks (Elliott,
Watson, et al., 2004; Greenberg & Watson, 2006). Once a collaborative focus on the
sources of the client’s depression is established, usually in the first 3 to 5 sessions, the thera-
pist uses markers of specific problematic experiential states and matches them with inter-
ventions that have been specifically developed to resolve these states. Each of these tasks
has the explicit purpose of activating emotional experience in the therapy hour to increase
the likelihood that clients will gain access to and process emotional information. Five
problematic states found in depression have been identified:

1. Problematic reactions are expressed puzzlement concerning emotional or behavioral
reactions to a particular situation. Clients are often puzzled by the intensity of the
emotional reactions they have in response to situations. This calls for system-
atic evocative unfolding. Clients are guided through a vivid reconstruction of the
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experience to establish the connections between the situation, thoughts, emotional
reactions, and related memories, finally arriving at the implicit meaning of the situ-
ation that makes sense of the reaction.

2. An unclear felt sense calls for a focusing process (Gendlin, 1996). When clients
report feeling blocked or unable to get a clear sense of their experience, they are
guided in first mindfully accepting the embodied aspects of their experience, then
approaching this experience with curiosity and willingness to experience it. The cli-
ent is also helped to find words to symbolize the experience.

3. Splits in the self, either self-critical or self-interruptive, call for two-chair work. When
clients present with problematic self-criticism or disallow their emotional experience,
a conflict or split in the self is noted. This is worked with by using a two-chair process
intervention. The two parts of the self are put into direct contact with each other.
Thoughts, feelings, and needs in each part of the self are explored and communicated
in a real dialogue. How these self-organizations are connected and are affected by
each other is also explored, with needs on both sides respected and validated, often
leading to the emergence of a more integrated, balanced sense of self.

4. Unfinished business toward a significant other occurs when a client has persistent
lingering bad feelings toward a significant other. This indicates the need to express
previously interrupted feelings and to mobilize unmet needs, calling for the use of
an empty-chair process intervention. The client imagines the significant other in an
empty chair and speaks to (and sometimes as) the other person. In doing this, the
client activates his or her internal view of the other and explores the implicit mean-
ing of past interactions with that person. The client also explores and faces his or
her own emotional reactions to the other and makes sense of them. Shifts in views
of both the other and self often occur.

5. Vulnerability calls for empathic affirmation. When a person contacts deep feelings,
he or she may feel deeply ashamed or insecure about some aspect of the experi-
ence. At this point, above all else, the client needs secure contact with a nonreject-
ing, caring other. This always calls for empathic affirmation rather than exploration
from the therapist who then communicates warm acceptance and deep empathy for
the client, both validating and normalizing the client and his or her experience.

CASE ILLUSTRATION: EMOTION-FOCUSED THERAPY
FOR DEPRESSION

Background

A 39-year old woman tearfully reports that she feels down and depressed and that she proba-
bly has been depressed most of her life. The past year has been particularly difficult; she has
not been working and has fallen into a pattern of rarely leaving the house and not answering
the telephone or the door. Her relationships with her family of origin are difficult and often
painful. Her mother is an alcoholic with whom she and her three sisters no longer have con-
tact. Her father is a concentration camp survivor. He has always been emotionally distant
from the family and is often perceived as critical and judgmental. There is a history of harsh
physical punishment throughout her childhood.

Sessions 1 to 3

The therapist and client spent the first sessions establishing agreement on the major issues
that might be related to her current depression. The therapist listened and used empathic
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affirmations and explorations to communicate his understanding. The therapist observed
that she was able to focus on her experience, particularly in response to therapist empathic
responses that focused her internally. However, she also reported the tendency to avoid pain-
ful and difficult emotions. This was evident in an identifiable emotional pattern. Whenever
she started to feel primary emotions of sadness or anger in response to experiencing that her
needs for closeness and acceptance had not been met, she quickly shifted into feeling helpless
and hopeless. The therapist had the sense that her physically and emotionally abusive past
left her with the primary pain of having been emotionally unsafe, abandoned, unsupported,
and alone. The therapist noted criticism and complaint toward her parents, and in particu-
lar unexpressed resentment and sadness toward her father. This marker suggested unfin-
ished business with her father that likely had affected her own sense of self-worth. In fact,
the therapist did notice that she was harsh with herself. She described herself as a failure—
a marker of another emotional processing difficulty, a self-critical split. The therapist shared
this observation and sought agreement for his formulation that her self-criticism and unre-
solved anger toward her parents was contributing to her depression. The goal at this stage of
the treatment appeared to be to resolve her self-criticism and her unresolved feelings toward
her father.

Session 4to 5

In the fourth session, she recounted the history of the relationship with her father, describing
not getting approval from him. When she stated, “I believe I’m a bad person, but deep down
inside | don’t think I’m a bad person . . . yeah, I’m grieving for what | probably didn’t have
and know I never will have;” the therapist initiated an empty-chair dialogue with her father.
In her emotional expression to her imaginary father in the other chair, she begins to voice the
meaning she had attached to interactions with her father.

Client: You destroyed my feelings. You destroyed my life. Not him completely . . .
my father was . . . but you did nothing to nurture me and help me in life. You
did nothing at all. You fed me and you clothed me to a certain point. That’s
about it.

Therapist: Tell him what it was like to be called a devil and to go to church every. . . .

Client: Itwas horrible. He made me feel that | was always bad, when I was a child . . .
I don’t believe that now, but when | was a child I felt that | was going to die and |
was going to go to hell because | was a bad person.

By the end of Session 4, the thematic intrapersonal and interpersonal issues had emerged
more clearly. The client had internalized her experienced failure in the context of her family
relationships as self-criticism. Although she harbored a great deal of resentment toward her
father over his maltreatment of her as a child, she also tended to minimize it (“being slapped
was just normal’”), implying she was making too much of it. Yet the meaning she had inter-
nalized from being slapped around was of being worthless and unlovable. Also, both her self-
criticism and need for approval related to her unmet need for love. Love was hard to come
by in her life. She learned to interrupt her experience of this need to avoid feeling vulnerable
and alone. She learned to be self-reliant but this left her feeling hopeless and isolated.

A self-critical dialogue was suggested in the next session. Her self-critic belittled her need-
ing others and told her she was weak and not good enough. She recognized some of these
criticisms as those of her parents. This led her to feeling worthless and hopeless about her
need for others. With empathic support from the therapist, she expressed the pain of that feel-
ing and expressed her need for love and support. Later in that dialogue, she told her critic:
“Even though mom and dad didn’t love me or didn’t show me any love, it wasn’t because |
was unlovable, it was just because they were incapable of those emotions. They don’t know
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how to—they still don’t know how to love!” The critic voice then began to soften. Both her
grief over having not been loved and a sense of having worth emerged. The client shifted out
of the hopelessness that had been so predominant in her earlier sessions.

Session 7to 9

The client and the therapist worked to identify how she protected herself from pain of unmet
needs for love by interrupting her feelings of wanting to be loved. In session nine she, as her
“interrupter;” says to herself:

Client: You’re wasting your time feeling bad because you want them but they are
not there. So it’s best for you to shut your feelings off and not need them. That’s
what | do in my life. When people hurt me enough, | get to that point where |
actually can imagine, | literally cut them out of my life like I did with my mother . . .
needing love makes you vulnerable to hurt and pain.

Therapist: Tell her what it’s like to not be allowed to reach out?

Client: It’s so alone, isolated. | feel so lonely.

Therapist: What do you need?

Client: | need to be accepted, love.

The client continued to explore the two different sides to her experience: (1) her interrupter
that attempted to protect her through controlling and shutting off needs, and (2) the experi-
encing self that wants to be loved and accepted. She continued to define and speak from both
voices and expressed a range of sadness in her loneliness, anger at her interruptive-self, and
pain/hurt. The hopelessness dominant in the early sessions was now virtually nonexistent.
The voice that wanted love and acceptance became stronger, and the interruptive critic softened,
expressing acceptance of this part of her. During this time, activation of her negative feelings
decreased and she started to feel much better.

During these sessions, dialogues with her father also occurred. In a key dialogue, she speaks
to her father:

Client: It hurts me that you don’t love me, yea, | guess, you know, but . . . I’'m
angry at you and | needed love and you weren’t there to give me any love.

Therapist: Tell him what it was like.

Client: I was lonely. I didn’t know my father. My father, all | knew you as, was
somebody that yelled at me all the time and hit me. That’s all, | don’t remember
you telling me you loved me or that you cared for me or that you thought that 1
did well in school or anything. All I know you as is somebody that | feared.

Therapist: Tell him how you were afraid of being hit.

Client: Yes, and you humiliated me. | was very angry with you because you were
always hitting me, you were so mean and | heard Hitler was mean, so | called
you Hitler.

Later in the session, she describes how she interrupted her painful sense of feeling unloved:

Client: The only way | can handle it is by making a joke of it because it helps; it
helps because when I’m too serious about it; | become so depressed | can’t func-
tion. So I learned to laugh about it and you know I have that sarcastic humor and
sort of jaded eye | guess about things.
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Therapist: Because underneath the laugh | guess there’s a lot of hurt and a lot of
hate.

Client: | hate you. | hate you, there’s no doubt about that in my mind. I’ve hated
you for years. It angers me when | see you at family functions and you act like
nothing ever happened.

Later she expresses pain and hurt at her father’s inability to make her feel loved:

Client: 1 guess | keep thinking that you will never be a parent, who you would pick
up the phone and just ask me how I’m doing. It hurts me that you don’t love me.
Yea—I guess, you know.

Therapist: Tell him what you need.

Client: | needed to be hugged once in awhile, as a child, | needed you to tell me
that | was okay.

The client then began to shift her belief that her father’s failure to love her was because
she was not worth loving. As she allowed herself to feel more self-worth, her primary anger
emerged:

Client: I’m angry at you because you think you were a good father, you have said
that you never hit us and that’s the biggest lie on earth, you beat the hell out of
us constantly; you never showed any love; you never showed any affection; you
never ever acknowledged we were ever there except for us to clean and do things
around the house.

Last Sessions

Increased experience of her self-worth supported her accessing the adaptive primary emo-
tions of pride and anger. In this process, her maladaptive core sense of self as valueless
continued to be depotentiated and the automatic activation of maladaptive shame was under-
mined (Greenberg, 2002). Feeling entitled to her need for love and processing her anger and
her sadness had transformed her shame. She was then able to also fully grieve her loss. This
resulted in her being able to experience more compassionate understanding of her father. In
an empty-chair dialogue with her father, she says:

Client: | understand that you’ve gone through a lot of pain in your life and prob-
ably because of this pain, because of the things you’re seen, you’ve withdrawn.
You’re afraid to maybe give love the way it should be given and to get too close
to anybody because it means you might lose them. You know and | can under-
stand that now, whereas growing up | couldn’t understand.

She was also able to continue to hold him accountable for the ways that he disappointed
and hurt her while also allowing her compassion to be central in the development of a new
understanding of his inner struggles:

Client: You know [being a concentration camp victim] had a real impact on you.
Instead of being a teenager, you were a prisoner of war. It obviously had a last-
ing impact on you and then as life went on and you know your marriage ah you
know, I’'m sure in the beginning it was good, that you really loved, um, each
other, but I think with my mother’ drinking, and maybe with some of the anger
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that you had about your life, and then you lost your child, your son, that um,
your way of dealing with things was to be cold, to be unfeeling, to not be sup-
portive, not that you didn’t want to be. | don’t think you know how. | can really
understand or | can try to feel your pain and understand that ah, you did the best
you could.

Therapist: What does it feel like inside as you say that to him?

Client: | feel relief; I don’t have this anger sitting on my chest anymore.

The client then described how she could now accept that her father didn’t have more to give.
She felt pride and then joy for having overcome these feelings. Voicing her strong emotions
had validated her sense of worth. Her need for love no longer triggered hopelessness. Her
shame-based core maladaptive belief that ““I am not worth loving” had been transformed
by new meaning she had constructed—the pain in her father’s life had led him to be less
available and less able to behave in loving ways toward her and her sisters. She felt she
could now manage with whatever her father was able to offer. She also developed a greater
ability to communicate her needs, to protect herself from feeling inadequate, and to be
close to her sisters.

SUMMARY

Contemporary humanistic experiential therapies go significantly beyond the stereotypi-
cal “supportive-nondirective” treatment in which the therapist is said to simply reflect
what the client says so that the client can simply get in touch with feelings to promote
growth. Today, the experiential therapy tradition is in the midst of a renaissance of theo-
retical development, practical application, and research with a widening range of client
populations. With its emphasis on the importance of the relationship and empathy, as well
as bodily felt experience and emotion, experiential psychotherapies make an important
contribution to the continuing efforts toward creating a more comprehensive treatment
for the twenty-first century. By keeping both relational and technical change processes
in central view, experiential therapies avoid seeing treatment as based simply on psycho-
logical mechanisms or on new relational experience. These approaches privilege human
connection and concern, display technical expertise in generating and accessing client
experience, and embrace the need for rigorous scientific research. They thereby integrate
humanistic and hermeneutic (meaning-making) approaches with scientific and technolog-
ical approaches to improving the human condition.
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Chapter 5

MINDFULNESS- AND ACCEPTANCE-
BASED THERAPY

Ruth A. Baer and Debra B. Huss

Mindfulness and acceptance have become topics of great interest to therapists of many
theoretical persuasions and clinical backgrounds. Mindfulness is a way of directing atten-
tion that originates in Buddhist meditation practices. It was a relatively unfamiliar concept
in much of Western culture until the past few decades when a small number of researchers
and clinicians began developing interventions based on secularized meditation practices and
related skills. These interventions are designed for use in Western settings with individ-
uals who may have little interest in Buddhist belief systems or traditions. The general
purpose of these interventions is to cultivate mindful awareness in the service of improved
well-being, symptom reduction, and a life that feels more vital, meaningful, and satis-
fying. Interest in these approaches has expanded rapidly, and several mindfulness- and
acceptance-based treatment approaches have accrued substantial empirical support.

Mindfulness and acceptance are closely related concepts. Mindfulness can be described
as intentionally focusing your attention on the experiences occurring in the present moment
in a nonjudgmental or accepting way (Baer & Krietemeyer, 2006). Present-moment experi-
ences include the full range of observable internal stimuli (e.g., cognitions, bodily sensa-
tions, emotional states) and external stimuli (e.g., sights, sounds, smells). Mindfulness also
includes attending to your current activity, rather than functioning on automatic pilot with-
out awareness of your actions. Mindfulness can be contrasted with states of mind in which
attention is focused elsewhere such as preoccupation with memories, plans, fantasies, or
worries (Brown & Ryan, 2003). Thus, a person in a mindful state is observing or noticing
the ongoing stream of internal and external stimuli as they arise with a stance of nonjudg-
mental acceptance.

Acceptance can be described as willingness to experience a wide range of unwanted
or unpleasant internal phenomena (e.g., sensations, cognitions, emotional states, urges)
without attempting to avoid, escape, or terminate them. Acceptance of negative experience
becomes an issue when attempts to avoid or escape it would be harmful or counterproduc-
tive. Mindfulness- and acceptance-based approaches do not advocate tolerance of pain and
distress when they can be reduced without maladaptive consequences. Rather, they sug-
gest that unpleasant cognitions, emotions, and sensations are inevitably a part of life and
cannot always be avoided and that skillful acceptance of these experiences may be impor-
tant to mental health (Linehan, 1993b). Recent theory and research suggest that many
forms of psychopathology and disordered behavior stem from counterproductive efforts to
avoid negative internal experiences by engaging in maladaptive behaviors (e.g., substance
abuse, dissociation, binge eating, self-harm, or situational avoidance). Laboratory stud-
ies in which individuals attempt to suppress negative thoughts and feelings suggest that
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suppression sometimes leads, paradoxically, to increased frequency and intensity of these
experiences (Abramowitz, Tolin, & Street, 2001; Zvolensky, Feldner, Leen-Feldner, &
Yartz, 2005). Thus, acceptance includes allowing reality to be as it is without maladaptive
attempts to change or escape it. Terms such as friendly curiosity, interest, allowing, open-
heartedness, and compassion are often used to describe the stance of mindful acceptance
of present-moment experiences (Kabat-Zinn, 2003; Segal, Williams, & Teasdale, 2002).

The treatments covered in this chapter have developed many exercises for teach-
ing mindfulness and acceptance skills. Some of these are formal meditation practices
in which participants direct their attention in specific ways for periods of up to 45 min-
utes, usually while sitting quietly or lying down. Others are briefer exercises that do
not necessarily involve meditation and may require bringing mindful awareness to rou-
tine activities of daily life, such as walking, eating, or washing dishes. Although mind-
fulness practices vary widely in form, several general instructions are common across
most exercises. Participants are often encouraged to focus their attention on a particu-
lar class of stimuli (e.g., sounds that can be heard in the environment) or on an activity
(e.g., breathing). Breathing is a common target of awareness because it is always present
and ongoing. Participants are asked to observe their breathing carefully, noting associated
sensations or movements. They are invited to notice that their attention is likely to wander
into thoughts, memories, plans, fantasies, or worries and to recognize when this happens
and gently return their attention to breathing. When bodily sensations or emotional states
arise, they are encouraged to observe them carefully, noting how they feel, where in the
body they are felt, and whether they are changing over time. If participants experience
urges or desires to engage in behavior such as changing the body’s position or scratching
an itch, they are asked to observe the urge without acting on it as best they can. If they
decide to act on the urge, they are asked to do so with full awareness, noticing the inten-
tion to act, the process of acting, the sensations associated with acting, and any afteref-
fects. Brief, covert labeling of observed experience, using words or short phrases, is often
encouraged. Participants might say “in” and “out” as they observe inhaling and exhaling,
or “sadness,” “thinking,” “aching,” or “urge to move” as they observe internal phenom-
ena. They are encouraged to bring an attitude of acceptance, openness, curiosity, willing-
ness, and friendliness to all observed phenomena and to refrain from efforts to evaluate,
change, or terminate them. Some approaches teach participants to bring awareness to their
breathing while also observing an internal experience, a practice known as breathing with
the experience (Segal et al., 2002).

This chapter provides a detailed overview of recently developed empirically supported
treatments (ESTS) that incorporate the cultivation of mindfulness and acceptance through
the practice of meditation or related skills. These interventions often have a treatment
manual, a prescribed number of sessions, and a more or less specific agenda for each ses-
sion. Their efficacy has been supported in randomized clinical trials. However, it should
be noted that mindfulness practices and principles have influenced Western psychotherapy
and intervention in a variety of ways and that scholarly discussion and clinical practice
often integrate mindfulness and therapeutic work outside of the context of evidence-based
approaches. For example, the relationship between Buddhist teachings and psychoanalytic
or psychodynamic forms of therapy has been discussed for several decades. Early contri-
butions to this literature include Zen Buddhism and Psychoanalysis (Fromm & Suzuki,
1960) and Psychotherapy East and West (Watts, 1961). More recent contributions include
Psychoanalysis and Buddhism: An Unfolding Dialogue (Safran, 2003) and several books
by Epstein (1995, 1998) that discuss psychodynamic psychotherapy from a Buddhist
point of view. Germer, Siegel, and Fulton (2005) argue that mindfulness meditation and
Buddhist psychology have interesting points of convergence with several approaches to
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psychotherapy, including psychodynamic, cognitive-behavioral, humanistic, family sys-
tems, and narrative approaches. They also note that mindfulness can be integrated into
therapeutic work without teaching mindfulness skills to patients. Some therapists prac-
tice meditation to cultivate a more attentive, receptive, and compassionate presence dur-
ing therapy sessions and to enhance their own peace of mind and well-being in ways
that improve the therapy they provide. Others adopt theoretical frameworks based on
principles of mindfulness or Buddhist psychology without teaching mindfulness to their
patients (Kawai, 1996; Rosenbaum, 1999; Rubin, 1996). The interested reader is referred
to the previous sources for comprehensive discussions of mindfulness, Buddhism, and
psychotherapy that place less emphasis on empirical support through controlled trials.

The mindfulness- and acceptance-based interventions with the best empirical support
include acceptance and commitment therapy (ACT; Hayes, Strosahl, & Wilson, 1999),
dialectical behavior therapy (DBT; Linehan, 1993a, 1993b), mindfulness-based cogni-
tive therapy (MBCT,; Segal et al., 2002), and mindfulness-based stress reduction (MBSR;
Kabat-Zinn, 1982, 1990). Acceptance and commitment therapy is a flexible approach
that can be applied in individual or group format to a wide variety of populations and
disorders. Dialectical behavior therapy is a comprehensive treatment program originally
developed for borderline personality disorder (BPD) although applications for other prob-
lems are emerging. Mindfulness-based cognitive therapy is an 8-week group intervention
designed to prevent relapse in individuals with a history of major depressive episodes.
Mindfulness-based stress reduction is also an 8-week group intervention and was devel-
oped in a behavioral medicine setting for mixed groups of patients with a range of com-
plaints, including pain, anxiety, and stress. These interventions are described in more
detail in later sections.

As three of these interventions (all but MBSR) have their roots in cognitive-
behavioral therapy (CBT), it is important to consider the relationship between these
newer approaches and traditional CBT. As a group, mindfulness- and acceptance-based
treatments have been described as the “third wave” of the cognitive-behavioral tradition
(Hayes, 2004, p. 639). The first wave began with treatments based on laboratory studies
of behavior and learning and was motivated by dissatisfaction with the psychoanalytic
approaches to psychotherapy that prevailed in the 1950s. First-wave methods—including
operant conditioning, skills training, and exposure-based procedures—are empirically
well established and remain in widespread use. The second wave arose from the need to
deal more directly with cognition and emphasized the role of cognitive processes in the
development, maintenance, and treatment of psychological disorders. Landmarks in the
second wave include Beck’ (1976) cognitive therapy and Ellis’s (1962, 1970) rational-
emotive therapy. Both of these emphasize the identification and modification of distorted
and irrational cognition. First- and second-wave approaches have been widely integrated,
forming the large collection of treatments known as CBT.

Traditional CBT methods focus primarily on change. Clients are taught skills for chang-
ing the content of their thoughts, reducing their unwanted emotions, and modifying any
undesirable behaviors. Third-wave approaches integrate the change-based methods of the
first two generations with mindfulness- and acceptance-based concepts and strategies. The
third wave has been prompted, in part, by treatment outcome findings that raise questions
about how CBT leads to desired outcomes. llardi and Craighead (1994, 1999) note that
much of the improvement in CBT for depression occurs early in treatment, often before
the cognitive change procedures have been introduced. A large dismantling study of
cognitive therapy for depression (Gortner, Gollan, Dobson, & Jacobson, 1998; Jacobson
et al., 1996) found that the behavioral activation component of cognitive therapy is just as
effective alone as when cognitive change procedures are added to it. Several mediational
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analyses have failed to support the idea that changes in the skills targeted by CBT lead to
the observed improvements in outcome. Burns and Spangler (2001) found that, although
participants in cognitive therapy for anxiety and depression improved significantly,
changes in dysfunctional attitudes were not responsible for this improvement. Similarly,
Morgenstern and Longabaugh (2000) found little evidence that increases in cognitive
and behavioral coping skills accounted for the improvements seen in CBT for alcohol
dependence. These data suggest a paradox: Although the efficacy of CBT for many prob-
lems is well documented, recent findings suggest that direct cognitive change may not be
necessary for clinical improvement (Hayes, Luoma, Bond, Masuda, & Lillis, 2006). These
findings suggest that more work is needed to clarify how CBT methods lead to change.

Third-wave treatment approaches are exploring this issue by suggesting that beneficial
outcomes are related to changes in the functions of psychological experiences (cognitions,
sensations, emotions, urges) rather than to changes in their content or frequency. These
treatments attempt to change clients’ relationships to unwanted internal experiences rather
than necessarily changing the experiences themselves. For example, a traditional cognitive
approach to a sad mood might include identifying the thought that triggered the sad mood,
identifying the type of distortion that the thought exemplifies (e.g., catastrophizing or over-
generalization), examining the evidence for and against the thought, developing a more
rational, balanced thought, and then noting whether thinking in this new way results in a
reduction in the level of sadness. The goal is to change the emotional state by changing the
content of thought. In contrast, a mindfulness-based approach to a sad mood might include
noticing the sadness, carefully observing how it feels, where it is felt in the body and
whether it is changing over time; noting or labeling its elements with words (e.g., “tightness
in throat, heaviness in chest, urge to cry, thoughts of failure and loss”); directing awareness
to the breath while observing the sadness; and bringing an attitude of openness, curiosity,
friendliness, and compassion to the experience of the sad mood. Mindful observation and
acceptance of the sad mood are not meant to keep the individual wallowing in sadness, but
rather to facilitate a thoughtful choice of action to take, if any (e.g., engaging in an activity,
taking constructive steps to address a problematic situation, or simply allowing sadness to
run its natural course), without engaging in maladaptive escape and avoidance behaviors.

Mindfulness-based interventions differ in the extent to which they teach specific skills for
taking action, when action is needed. Mindfulness-based stress reduction and MBCT tend to
assume that if individuals bring mindful awareness and acceptance to their present-moment
experiences they will be able to handle difficult situations with skills already in their reper-
toires. Segal et al. (2002) state that ““. . . staying present with what is unpleasant in our expe-
rience . . . allows the process to unfold, lets the inherent ‘wisdom’ of the mind deal with the
difficulty, and allows more effective solutions to suggest themselves” (p. 190). In contrast,
Linehan’s (1993a) biosocial theory of BPD (described in more detail later) assumes that
many individuals with BPD have grown up in severely dysfunctional environments in which
they could not learn important skills. Because of deficiencies in many clients’ repertoires,
DBT includes explicit instruction and training in a wide range of skills, including emotion
regulation (through an integration of acceptance and change methods), interpersonal effec-
tiveness, distress tolerance, problem solving, and behavioral analysis strategies.

HISTORY OF MINDFULNESS- AND ACCEPTANCE-BASED THERAPIES

Development of the mindfulness- and acceptance-based interventions covered in this
chapter began in the late 1970s in independent academic and clinical settings with
researchers and practitioners from varying backgrounds. Some had extensive direct
experience with Eastern traditions that encourage the regular practice of meditation as
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a method for reducing suffering and cultivating positive qualities, such as awareness,
insight, wisdom, equanimity, and compassion. Others initially had little or no experience
with such traditions, and yet arrived at strikingly similar ideas about the relief of psycho-
logical problems. A brief outline of these histories is provided in the following sections.

History of Acceptance and Commitment Therapy

Acceptance and commitment therapy was developed by Steven Hayes and colleagues,
beginning at the University of North Carolina at Greensbhoro in the late 1970s and sub-
sequently at the University of Nevada at Reno. Acceptance and commitment therapy is
rooted in radical behaviorism, but rarely discussed in those terms, because of frequent
misunderstandings of this approach (Hayes & Strosahl, 2004). Instead, ACT articu-
lates a philosophy known as functional contextualism that assumes that human actions
are always situated in a context that includes both historical factors (prior learning his-
tory) and current environmental factors (situational antecedents and consequences, social
norms, rules). Human actions, in this approach, include thinking and feeling, which are
conceptualized as types of behavior. A context, in the language of ACT, is a set of con-
tingencies. Human behavior always has functional relationships to environmental events
or circumstances. Some of these influence the behavior of the individual, whereas others
influence the cultural practices of a group or the survival of the species (Hayes, 1987).

Acceptance and commitment therapy acknowledges that various types of behaviors,
such as thinking, feeling, and acting, often are functionally related. Thinking “No one
likes me” can lead to feeling sad or anxious and withdrawing from a social situation.
However, the occurrence of such a thought does not invariably predict social withdrawal.
Hayes and colleagues argued that the apparent causal relationship between a particular
thought (“No one likes me™) and a specific behavior (social withdrawal) requires a social/
verbal context in which thoughts are believed to be true and important and to necessi-
tate particular behaviors. In a context in which thoughts are seen as “just thoughts,” their
influence on overt behavior might be greatly reduced. This would allow other factors such
as important goals and values (e.g., cultivating a more active social life) to exert greater
influence on behaviors. Hayes and colleagues developed a therapy known as comprehen-
sive distancing (Hayes, 1987; Zettle & Hayes, 1986) that questioned the assumption that
thoughts must necessarily control behaviors. Distancing, which refers to observing and
identifying thoughts objectively and distinguishing between thoughts and external reality,
had already been described by Hollon and Beck (1979) as the “first critical step” (p. 189)
in cognitive therapy because it enabled clients to view their thoughts as ideas to be tested
rather than truths. However, Hayes’s new therapy departed from cognitive therapy by not
attempting to correct unrealistic or irrational thinking through cognitive restructuring.
Instead, it proposed that distancing is the primary therapeutic process because it weak-
ens the influence of thoughts on other behaviors. Comprehensive distancing encouraged
participants to notice and identify their depressive thoughts and to engage in adaptive
behaviors while having these thoughts. Homework assignments encouraged participants
to engage in effective behavior in the presence of thoughts that previously would have
prevented them from doing so (Zettle & Hayes, 1986).

Early studies of comprehensive distancing for depression (Zettle & Hayes, 1986;
Zettle & Raines, 1989) showed promising results. Clinical trials then were discontinued
while philosophical and basic science foundations for the new therapy were strengthened.
A series of publications clarified the assumptions of functional contextualism (Biglan
& Hayes, 1996; Hayes, 1993; Hayes, Hayes, & Reese, 1988), developed a theory of
human language and cognition known as relational frame theory (RFT) that now has a
substantial empirical base (Hayes, Barnes-Holmes, & Roche, 2001), proposed a model
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of psychopathology (Hayes, Wilson, Gifford, Follette, & Strosahl, 1996), and provided
a book-length treatment manual (Hayes et al., 1999). The treatment’s name was changed
to acceptance and commitment therapy to signify acceptance of thoughts and feelings as
they are while choosing potentially effective behavior consistent with goals and values.
Mindfulness exercises are incorporated to facilitate awareness and acceptance of thoughts
and feelings. Clinical outcomes studies have resumed and are providing increasingly
strong support for the efficacy of ACT (see Hayes et al., 2006, for a review). Adaptations
for numerous populations and settings have been reported (Hayes & Strosahl, 2004).
Professional training opportunities are offered through the Association for Contextual
Behavioral Science (ACBS; see Web Site section in References). A more detailed history
of ACT is provided by Zettle (2005).

History of Dialectical Behavior Therapy

Marsha Linehan began treating suicidal and self-injurious adult women in the late 1970s
at the University of Washington, using well-established cognitive-behavioral methods to
reduce their self-harm and other problematic behaviors. The clients, who typically had
long histories of unsuccessful attempts to solve extremely painful problems, often per-
ceived suggestions about behavior change as invalidating and became angry, which led to
high rates of attrition (Linehan, 1997). However, if they did not work on behavior change,
their lives remained chaotic and miserable. Many had endured intense emotional suffer-
ing for years. Linehan studied numerous historical and biographical accounts of intense
suffering, looking for insights about why it appeared to strengthen some people while
ruining the lives of others. The concept of acceptance, though not widely discussed in
psychology at that time, was central to many descriptions of the experiences of holo-
caust survivors, torture victims, and others who had endured great suffering. Those who
were able to accept the reality of their suffering without denial, suppression, or avoidance
seemed more likely to experience personal growth (Linehan, 2002). To learn more about
acceptance, Linehan studied Zen Buddhism (Butler, 2001). She began combining nonre-
ligious acceptance-based strategies, including validation and mindfulness skills, with tra-
ditional cognitive-behavioral changes strategies. A dialectical philosophy that emphasizes
the synthesis of opposing forces provided the conceptual foundation for the systematic
integration of acceptance- and change-based methods.

Linehan (1994) found that many of her clients were unable or unwilling to engage in the
lengthy meditation practices characteristic of Buddhist traditions and therefore developed
a set of behavioral exercises for teaching the core skills of mindfulness and acceptance
without requiring formal meditation. Incorporation of mindfulness and acceptance skills
appears to facilitate clients’ ability to tolerate the inevitable discomfort associated with the
difficult process of changing their behavior to build better lives. It also seems to improve
their acceptance of painful aspects of their histories and current circumstances that cannot
be changed. Moreover, it facilitates therapists’ acceptance of the difficulties involved in
working with this challenging population (Linehan, 1993a, 1993b).

Dialectical behavioral therapy has been enthusiastically embraced by mental health
professionals (Scheel, 2000; Swenson, 2000) looking for effective treatment for clients
with BPD. Several hundred DBT programs in the United States are listed on the web site
of Behavioral Tech, an organization providing consultation and training in evidence-based
treatments for mental disorders (see Web Site section in References). Standard outpatient
DBT generally includes individual therapy, group skills training, telephone consultation,
and a therapist’s consultation group. Typical duration is 1 year, though shorter versions
have been reported. Adaptations for a range of settings, including prisons, inpatient
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hospitals, and outpatient private practice are increasingly available (Robins & Chapman,
2004), and more than a dozen states in the United States now include some form of DBT
in their mental health treatment systems (Carey, 2004). Versions of DBT for adults with
substance abuse problems (Linehan et al., 1999), eating disorders (Safer, Telch, & Agras,
2001; Telch, Agras, & Linehan, 2001), and intimate partner violence (Rathus, Cavuoto, &
Passarelli, 2006), for self-harming adolescents (Rathus & Miller, 2002), and for depressed
older adults (Lynch, Morse, Mendelson, & Robins, 2003) have been described in the
literature, and additional adaptations seem likely.

History of Mindfulness-Based Stress Reduction

Jon Kabat-Zinn began developing MBSR in 1979 at the University of Massachusetts
Medical School (Kabat-Zinn, 1982, 1990). His goal was to make mindfulness meditation
available and accessible in a Western medical setting while remaining true to the essence
of Buddhist teachings (Kabat-Zinn, 2000). Mindfulness meditation is at the core of
Buddhist practices designed to reduce suffering and increase happiness in human beings.
Thus, it is not specific to any problem or disorder, but rather potentially applicable to
all who feel pain or distress. Kabat-Zinn, who had practiced Buddhist meditation for
some time, hoped to provide a resource for patients whose medical treatments had been
unsatisfactory. He began offering a 10-week group program for patients with a wide
range of chronic pain and stress-related conditions, who were referred by their physi-
cians because they continued to suffer, although traditional medical treatment had noth-
ing more to offer them. The program was based on intensive practice of several forms
of mindfulness meditation and designed to help patients cultivate awareness and accept-
ance of present-moment experience. The program was called stress reduction because
of concerns that meditation would not be seen as a legitimate activity for patients in an
academic medical center at that time. The program eventually became known as MBSR,
and in its standard form is now an 8-week group program for up to 30 participants, with
2.5-hour weekly sessions and an all-day session during week six. The stress reduction
clinic is now part of the Center for Mindfulness (CFM) in Medicine, Health Care, and
Society at the University of Massachusetts Medical School. The CFM offers MBSR to
several hundred patients per year. The CFM also offers professional education and train-
ing, workplace programs, and outreach programs for corporations, nonprofit organiza-
tions, and educational institutions. It holds an annual conference and supports research
on applications of mindfulness.

Numerous MBSR programs are available in North America and Europe (see Web Site
section in References). Adaptations for a wide range of populations and settings have
been reported, including patients with cancer (Carlson, Speca, Patel, & Goodey, 2003;
Saxe et al., 2001), heart disease (Tacon, McComb, Caldera, & Randolph, 2003), fibro-
myalgia (Weissbecker et al., 2002), and chronic fatigue syndrome (Surawy, Roberts, &
Silver, 2005), as well as stress in the workplace (Davidson et al., 2003), and relation-
ship enhancement for couples (Carson, Carson, Gil, & Baucom, 2004), among others.
In most published studies, the 8-week group format is maintained, although the content
may be tailored to the population or condition under study. As most of the mindfulness
practices are not specific to a particular population or disorder, extensive changes often
are not necessary. An intervention that has modified 