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Preface

Since Beck and his colleagues (Beck, Rush, Shaw, & Emery, 1979) published
their classic work on the cognitive therapy of depression ten years ago,
cognitive therapy has come of age. From the early clinical focus on a single
diagnostic entity, the cognitive therapy model has been adapted to treat a
wide variety of clinical problems and populations. Thus, a number of clini-
cians, including many trained at the Center for Cognitive Therapy at the
University of Pennsylvania, have developed applications for the treatment
of anxiety, personality, and eating disorders. They have adapted the model
to work with couples, children, adolescents, and families as well as with
schizophrenic inpatients. These clinicians have gone on to establish their
own centers and take responsibility for training and supervising others.
The present collaboration is just one result.

The title we have chosen for this volume is descriptive of the book’s
development as well as its utility. The authors, who are all practicing clini-
cians, have developed the theoretical and practical models found within on
the firing line of the psychotherapeutic interaction. When specific tech-
niques did not work, consultation was sought. If the techniques still did
not produce the desired results, revisions were made again. The ultimate
results of this process were then tested and evaluated in terms of treatment
efficacy and practicality with other patients with similar diagnoses. This
volume, then, is written with the practicing clinician in mind. And,
whether the reader is a psychologist, psychiatrist, social counselor worker,
psychiatric nurse, or pastoral counselor, he or she should find principles of
case conceptualization and practical techniques which can be readily ap-
plied in daily practice.

While each of the authors has his or her own idiosyncratic style of
therapy, all have maintained a fairly parochial view. We do not consider our
work to be eclectic; we have not attempted to establish “rapprochement”
with any other theoretical or practical model. Rather we view -cognitive
therapy as having boundaries that are elasticenough to allow the freedom of
creativity within the cognitive therapy model.
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This book has grown and matured as new ideas were tried, devel-
oped, and incorporated. We do not see it as the ultimate destination of
cognitive therapeutic treatment, but as a milestone along the path. Many
people must be acknowledged for their varied contributions to this vol-
ume. First and foremost, we wish to express our gratitude to Aaron T.
Beck, M.D., director of the Center for Cognitive Therapy, and Professor of
Psychiatry at the University of Pennsylvania. Tim has been teacher, men-
tor, colleague, and friend to all of us for many years. His contributions to
psychotherapeutic theory in practice have earned him a place as one of the
preeminant therapists of our time. Eliot Werner, medical and behavioral
science editor at Plenum, has left his mark on this book in terms of his
ideas, encouragement, and feedback. Our students and patients deserve
special thanks, for it is through our interactions with them that we con-
tinue to learn, question, develop, and improve our therapeutic skills. Final-
ly, Apple Computer deserves special thanks for its invention and
development of the Macintosh, without which this and other writings
might never have existed.

Our intention and hope is that our readers will be motivated to try
these ideas and develop them further.
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I

Introduction

In this section of the book, the underpinnings of the cognitive therapy
model are presented and discussed. The purpose of this volume—to serve
as a clinician’s handbook for the application of the cognitive therapy
model—is achieved in a stepwise fashion. The initial chapter addresses the
issue of what cognitive therapy is, while debunking several of the most
widely held myths and misconceptions. From the meaning of cognitive
therapy, the book moves on to the important issue of clinician assessment.
The use of both clinician interviews and a variety of self-monitoring tech-
niques is discussed. The point is made that the effectiveness of cognitive
therapy derives from a careful, self-correcting assessment and concep-
tualization process that must not be neglected.

The strategies and techniques described in the interventions chapter
are prerequisite skills that the clinician reader can adapt to specific prob-
lems and populations. These techniques are arranged thematically in order
to aid in this process. Furthermore, we offer clinical vignettes and verbatim
interactions to illustrate the use of a variety of interventions both in this
and in subsequent chapters.

The chapter on depression is designed to be an introduction for those
readers not already familiar with the text Cognitive Therapy of Depression by
Beck, Rush, Shaw, and Emery (1979). However, it also serves as an updated
refresher course for those familiar with the earlier work.

The depression chapter leads naturally to a theoretical and clinical
discussion of the treatment of suicide. The conceptualization, treatment
strategies, and specific techniques are discussed in detail.

In the final chapter of Part II, the clinical problem of anxiety is ad-
dressed; a broad range of anxiety disorders is covered, including Gener-
alized Anxiety, Obsessive Compulsive, Phobic, and Panic Disorders.

It is our hope that this stepwise approach of developing an under-
standing of the basic model, methods and ideas of conceptualization, and
the translation of the conceptual model to practical treatment will prepare
the therapist for the cognitive therapeutic treatment of the broad range of
patients seen in clinician practice.
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Cognitive Therapy in the Real World

It is Monday morning and a therapist looks at his schedule: “Let’s see . . . at
9:00 I have a couple who haven’t been able to extricate themselves from an on-
again, off-again relationship; then I have a young executive recovering from depres-
sion complicated by alcohol abuse and Paranoid Personality Disorder. Next I go to
the Family Practice Center to see a client with somatic symptoms of stress, a young
father obsessed with the thought of harming his child, and a family with chronic
conflict among adolescent children. Later I return to my office to see a dentist with
chronic social anxiety, an agoraphobic housewife, and a CPA troubled by anxiety,
depression, and outbursts of anger.”

Although the monologue is imaginary, the caseload on that particular
Monday was real and illustrates a major problem in the practice of Cog-
nitive Therapy.* Practitioners of Cognitive Therapy have worked to devel-
op and test specific treatment approaches for disorders such as unipolar
depression, phobias and anxiety disorders, substance abuse, and so on,
with excellent results (see Simon & Fleming, 1985). Unfortunately, the
practicing therapist soon discovers that life is not that simple. Clients rarely
present with a single problem for which there is a well-validated treatment
protocol. More typically, clients enter treatment with multiple problems,
with a variety of factors complicating therapy, or with problems for which
empirically tested treatment approaches are not yet available. The clinician
is then faced with the task of figuring out what to do. This book is written
for the practicing clinician who must try to bridge the gap between con-
trolled outcome studies and the complexities encountered in clinical prac-
tice. This initial chapter is designed both to orient the experienced cog-
nitive behavioral clinician to the particular treatment approach advocated
by the authors and to serve as an introduction to Cognitive Therapy for
readers who are less familiar with recent developments in this field.

*A wide variety of “cognitive” and “cognitive-behavioral” therapies have been developed in
recent years. In order to minimize confusion without creating the illusion that all cognitive
therapies are equivalent, Aaron Beck’s approach will be referred to as Cognitive Therapy.
When cognitive therapies in general are referred to, lower-case letters will be used.
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A CogNITIVE VIEW OF PSYCHOPATHOLOGY

The first task a practicing clinician faces is that of finding some way to
understand the wide range of individual, couple, and family problems that
he or she encounters. Cognitive Therapy is based on a straightforward,
commonsense model of the relationships among cognition, emotion, and
behavior in human functioning in general and in psychopathology in par-
ticular. Three aspects of cognition are emphasized: automatic thoughts,
underlying assumptions, and cognitive distortions.

An individual’s immediate, unpremeditated interpretations of events
are referred to as “automatic thoughts” because they occur spontaneously
and without apparent volition. One major premise of the cognitive view of
human functioning is that automatic thoughts shape both individuals’
emotions and their actions in response to events. For example, when Al, a
secretary in his late 20s, was summoned to his superior’s office, his imme-
diate response was, “Oh God, I must have really blown it! I'm really in
trouble now.” According to the cognitive view, we would expect him to feel
and act as though he was in serious trouble as long as he maintained this
interpretation of the situation. If his interpretation of the situation is accu-
rate, his responses are likely to be reasonably appropriate. However, if he
is overestimating the extent to which he is in trouble or is completely
mistaken, his emotions and actions are not likely to be appropriate to the
situation. Cognitive Therapy is based on the observation that dysfunc-
tional automatic thoughts that are exaggerated, distorted, mistaken, or
unrealistic in other- ways play a major role in psychopathology. If it is
possible to identify the automatic thoughts that the client experiences in
problem situations, this often provides a simple explanation for apparently
incomprehensible reactions.

Often the dysfunctional thoughts that clients report are so extreme
that it is hard for others to comprehend that intelligent, capable, well-
educated individuals could believe such things without there being some
“deep” reason behind it. For example, Al was convinced that he was going
to be vigorously criticized and possibly fired despite his not being aware of
having committed any major infractions and his not having received hostile
criticism or unfair treatment from his supervisor previously. A second
premise of Cognitive Therapy is that an individual’s beliefs, assumptions,
and “schemas”* shape the perception and interpretation of events. Al had
grown up in a family in which he received many punitive reprimands,
deserved and undeserved, while receiving little positive feedback. He

*In the literature on Cognitive Therapy, the terms dysfunctional beliefs, underlying assumptions,
and schemas have been used interchangeably to refer to the individual’s unspoken, and often
unrecognized, assumptions. No consistent distinctions are drawn among these closely relat-
ed terms, and in this work they will be treated as synonyms.
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TasLE 1. Commonly Observed Cognitive Distortions

Dichotomous thinking—Things are seen in terms of two mutually exclusive categories with no
“shades of gray” in between. For example, believing that one is either a success or a failure
and that anything short of a perfect performance is a total failure.

Overgeneralization—A specific event is seen as being characteristic of life in general rather than
as being one event among many. For example, concluding that an inconsiderate response
from one’s spouse shows that she doesn’t care despite her having showed consideration on
other occasions.

Selective abstraction—One aspect of a complex situation is the focus of attention, and other
relevant aspects of the situation are ignored. For example, focusing on the one negative
comment in a performance evaluation received at work and overlooking a number of
positive comments.

Disqualifying the positive—Positive experiences that would conflict with the individual’s nega-
tive views are discounted by declaring that they “don’t count.” For example, disbelieving
positive feedback from friends and colleagues and thinking “They’re only saying that to be
nice.”

Mind reading—The individual assumes that others are reacting negatively without evidence
that this is the case. For example, thinking, “I just know he thought I was an idiot!”, despite
the other person’s having behaved politely.

Fortune-telling—The individual reacts as though his or her negative expectations about future
events are established facts. For example, thinking, “He’s leaving me, I just know it!,” and
acting as though this is definitely true.

Catastrophizing—Negative events that might occur are treated as intolerable catastrophes
rather than being seen in perspective. For example, thinking “Oh my God, what if I faint!”
without considering that, whereas fainting may be unpleasant and embarrassing, it is not
terribly dangerous.

Minimization—Positive characteristics or experiences are treated as real but insignificant. For
example, thinking, “Sure, I'm good at my job, but so what, my parents don’t respect me.”

Emotional reasoning— Assuming that emotional reactions necessarily reflect the true situation.
For example, deciding that because one feels hopeless, the situation must really be hope-
less.

“Should” statements—The use of should and have-to statements to provide motivation or control
behavior. For example, thinking, “I shouldn’t feel aggravated. She’s my mother, I have to
listen to her.”

Labeling— Attaching a global label to oneself rather than referring to specific events or actions.
For example, thinking, “I'm a failure!”, rather than “Boy, I blew that one!”

Personalization—Assuming that one is the cause of a particular external event when, in fact,
other factors are responsible. For example, assuming that a supervisor’s lack of friendliness
is a reflection of her feelings about the client rather than realizing that she is upset over a
death in the family.

came to assume that attention from authority figures was almost certain to
be hostile and punitive and his response to being summoned to his super-
visor’s office was shaped by this preconception. A third premise of Cog-
nitive Therapy is based on Beck’s (1976) observation that errors in logic or
“cognitive distortions” are quite prevalent in clients suffering from a
number of different disorders (see Table 1). These cognitive distortions can
lead individuals to erroneous conclusions even if their perception of the



6 I » INTRODUCTION

situation is accurate. If the situation is perceived erroneously, these distor-
tions can amplify the impact of the misperceptions. For example, Al tended
to view others as either completely benevolent or completely hostile (di-
chotomus thinking, see Table 1). Because his supervisor was not always
kind and considerate, Al concluded that because she was not completely
benevolent, she must be hostile. This, in combination with his assump-
tions about authority figures, contributed to his anticipation of punish-
ment.

The cognitive model is not simply that “thoughts cause feelings and
actions.” It is recognized that emotions can influence cognitive processes
and that behaviors can influence the evaluation of a situation by modifying
the situation itself or by eliciting responses from others. Another factor in
the cognitive model is the impact of mood on cognition. A number of
studies of the impact of mood on cognition have produced evidence that an
individual’s mood can significantly bias recall and perception (for a recent
review see Isen, 1984). For example, Bower (1981) found that sadness facili-
tated recall of sad events in subjects’ lives, whereas happiness facilitated
recall of happy events. Moods other than sadness and happiness have not
been the subject of extensive empirical research, but clinical observation
suggests that other moods such as anxiety and anger may also bias percep-
tion and recall in mood-congruent ways. Because both biased recall and
biased perception of events would tend to elicit more of the same mood, it
appears that the tendency of mood to bias cognition in a mood-congruent
way could easily tend to perpetuate a mood regardless of its initial cause.

Automatic thoughts, underlying assumptions, cognitive distortions,
and the impact of mood on cognition combine to set the stage for a self-
perpetuating cycle (presented graphically in Figure 1) that is observed in
many disorders. An individual may hold dysfunctional assumptions that
predispose him or her to psychopathology without their having any notice-
able effect until a situation relevant to the assumptions arises. However,
when a relevant situation arises, the dysfunctional assumptions, in com-
bination with any cognitive distortions, contribute to problematic automat-
ic thoughts. These dysfunctional automatic thoughts elicit a corresponding
mood, the nature of which depends on the content of the automatic
thoughts. This mood then biases recall and perception in such a way that
the individual is likely to experience additional dysfunctional automatic
thoughts, intensifying his or her mood. As the mood intensifies, it further
biases recall and perception and easily becomes self-perpetuating. In Al’s
case, his negative preconceptions about authority figures and his tendency
toward dichotomous thinking caused no problems except when he in-
teracted with authority figures. When he received the summons already
discussed, he quickly became both depressed and anxious in response to
his anticipation of punishment. Once he became somewhat depressed and
anxious, he began to focus selectively on past transgressions that might be
grounds for disciplinary action, and he overlooked his overall good work
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Beliefs and External
Assumptions Events
Biased Perception Automatic Responses
and Recall Thoughts of Others
Emotional Interpersonal
Responses Behavior

FiGure 1. The role of cognition in psychopathology.

record. By the time he met with his supervisor, Al was convinced that he
would be fired and was quite upset. He was amazed to discover that his
supervisor only wanted to reassign some of his responsibilities.

Dysfunctional automatic thoughts influence the individual’s behavior
as well as his or her mood. The impact of automatic thoughts on interper-
sonal behavior and the subsequent responses of others can either serve to
perpetuate or terminate the problem. For example, it no doubt is obvious
that Al’s anticipation of hostility and punishment from his supervisor af-
fected his interaction with her and with his co-workers. Had his supervisor
noticed nonverbal indications of his anxiety and depression, she might
have become suspicious and more likely to criticize his performance. On
the other hand, she might have expressed sympathy and concern, which
would have been incompatible with his preconceptions about her. As it
happened, his subjective distress elicited no response from her, and on this
occasion the interpersonal aspects of the problem were negligible.

It is important to note that the cycle presented in Figure 1 need not
start with the combined effects of dysfunctional beliefs and an event rele-
vant to those beliefs. If dysfunctional automatic thoughts were elicited by
objectively negative events or if a particular mood were elicited by bio-
chemical changes, the same cycle could result. Similarly, regardless of the
point at which the cycle started, cognition plays an important role in the
cycle and often is a productive point for intervention.

PrinciPLES OF COGNITIVE THERAPY

The cognitive view of psychopathology, including the model of the
interactions among cognition, mood, and behavior presented in Figure 1,
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suggests a variety of possible intervention points. Usually the initial goal of
therapy would be to break the cycle or cycles that perpetuate and amplify
the client’s problems. This could be done by modifying the client’s auto-
matic thoughts, improving the client’s mood, working to eliminate the
biasing impact of mood on recall and perception, or changing the client’s
behavior. A combination of these interventions could break the cycle(s)
that perpetuate the problems and alleviate the client’s immediate distress.
However, if the therapist only worked to break this cycle, the client would
be at risk for a relapse whenever he or she experienced events similar to the
ones that precipitated this episode. In order to achieve lasting results, it is
also important to modify the beliefs and assumptions that predispose the
client to his or her problems and to help him or her plan effective ways to
handle situations which might precipitate a relapse.

Although Cognitive Therapy is closely identified with interventions
designed to modify automatic thoughts, this is only one of many possible
approaches to intervention. As will be seen in subsequent chapters, Cog-
nitive Therapy with any particular client is likely to involve interventions
designed to modify mood and interventions intended to achieve behavior
change as well as interventions focused primarily on cognition.

Given the range of possible intervention points and the complexity of
many clients’ problems, it is not surprising that Cognitive Therapy is most
effective when the therapist thinks strategically about intervention. This
process involves forming a clear conceptualization of the client and his or
her problems and using this as a basis for selecting the most productive
targets for intervention and the most appropriate intervention techniques.
When the therapist intervenes without pausing to develop a conceptualiza-
tion of the client’s problems and without using that conceptualization to
select the most appropriate interventions, much time and effort can be
expended on interventions which prove ineffective or minimally relevant.
For example:

A trainee was attempting to treat a medical student whose presenting problem
was discomfort with public speaking. However, she found that the client objected
to the relaxation exercises she proposed and did not practice the relaxation exer-
cises at home as she had instructed him to. When she reviewed the case with her
supervisor, it became clear that the client’s discomfort with public speaking was
due to a fear of fainting and that, from the client’s point of view, the use of
relaxation exercises missed the point completely. The client cooperated much more
eagerly with interventions which more directly addressed his fear of fainting. Later,
when the case conceptualization had been shared with the client and he could see
how relaxation training fit into the overall treatment plan, he was more willing to
comply with relaxation exercises.

The strategic approach to Cognitive Therapy is quite unlike therapies
in which the therapist uses a standard therapeutic approach with all clients
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in the hope that by being “therapeutic in general” he or she will eventually
address the most important issues. It is also quite different from technique-
oriented approaches where Intervention A is automatically used with Prob-
lem A and Intervention B is automatically used with Problem B. The cog-
nitive therapist strives to develop an individualized treatment approach for
each client, based on an understanding of that particular client. Although
Cognitive Therapy uses a wide range of intervention techniques, many of
which were developed by practitioners of other theoretical orientations,
Cognitive Therapy is not simply an “eclectic” approach. As will be seen in
the chapters describing intervention with a wide range of disorders (Chap-
ters 4-13), these interventions are used for specific purposes based on a
cognitive conceptualization of the client and following a systematic treat-
ment plan.

There are a wide variety of approaches that could be used to imple-
ment this strategic form of therapy. The approach used in Cognitive Thera-
py has been described as “collaborative empiricism” (Beck, Rush, Shaw, &
Emery, 1979). The therapist endeavors to work with the client to help him
or her to recognize the cognitions and other factors that cause problems for
the client, to test the validity of the thoughts, beliefs, and assumptions that
prove important, and to make the needed changes in both cognition and
behavior. Although it is clear that approaches ranging from philosophical
debate to operant conditioning can be effective with at least some clients,
collaborative empiricism has substantial advantages. By actively collaborat-
ing with the client, the therapist minimizes the resistance and opposi-
tionality that is often elicited by taking an authoritarian role, yet the thera-
pist is still in a position to structure each session as well as the overall
course of therapy so as to be as efficient and effective as possible.

Collaboration can be greatly facilitated by relying on a process of
“guided discovery” rather than direct confrontation. By asking a series of
simple questions, it is possible to guide the client so that he or she develops
an understanding of his or her problems, explores possible solutions, and
develops a plan for dealing with the problems. For example, such ques-
tions as the following: “So you were standing there at the party wanting to
join in but feeling really awkward. Do you remember what was going
through your head?” “One thought you mentioned was, ‘If I open my
mouth, I'll make a fool of myself.” Do you have any evidence as to how
often you’d say foolish things if you spoke up more often at parties?”
“Suppose you did say something foolish, how would you expect the others
to react?” “If you said something foolish and the others laughed, you'd feel
embarrassed, but what would be the lasting consequences?” could guide a
social phobic through the process of pinpointing and challenging automat-
ic thoughts without using direct confrontation.

Guided discovery maximizes client involvement in therapy sessions
and minimizes the possibility of the client’s feeling that the therapist is
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attempting to impose his or her own ideas on the client. In addition, this
approach makes it possible for the client to learn a method for understand-
ing and solving his or her own problems. Thus, guided discovery can
prepare the client to deal with future problems on his or her own whereas
approaches in which the therapist simply provides the solutions and per-
suades the client to adopt them are less likely to equip the client with the
skills needed to deal effectively with new problems as they arise.

THE PrROCESS OF COGNITIVE THERAPY

In order to take a strategic approach to addressing the client’s prob-
lems, the therapist must develop an understanding of the client and his or
her problems. Therefore, the first step in Cognitive Therapy is an initial
assessment that provides a foundation for subsequent interventions. By
beginning with a systematic evaluation, the therapist can develop an initial
conceptualization quickly rather than waiting for an understanding of the
client to develop gradually over the first few months of therapy and thus
can be in a position to intervene effectively early in therapy. This concep-
tualization is the foundation for an individualized treatment plan that al-
lows the therapist to be selective and efficient in employing the wide range
of interventions and techniques that are available.

It is also important for the therapist to use the initial therapy sessions
to establish a solid foundation for therapy before plunging into interven-
tions. The effectiveness of any psychotherapy depends on a relationship of
confidence, openness, caring, and trust established between client and
therapist, and this is no less true for Cognitive Therapy. The cognitive
therapist takes an active, directive role in treatment and thus can work
actively to develop the therapeutic relationship rather than waiting for it to
develop gradually over time. With many clients, this is more easily said
than done. Discussions of the complexities and difficulties encountered in
the therapeutic relationship are found in many of the treatment chapters,
particularly in those discussing the treatment of clients with personality
disorders.

In order to collaborate effectively, therapist and client must agree on
goals for therapy. Therefore, following the initial evaluation, the therapist
works with the client to specify goals for therapy and to prioritize them.
These goals include the problems that the client wishes to overcome and
the positive changes he or she wants to work toward and should be opera-
tionalized clearly and specifically enough so that both therapist and client
can tell if progress is being made. For example:

Frank, a depressed salesman, initially stated his goal for therapy as, “to be-
come the best [ can be.” When stated in that way, the goal was quite vague and
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abstract. It also was clearly unmanageable considering that Frank was so depressed
that he could not manage to revise his resume or do household chores. After
considerable discussion, Frank and his therapist agreed on more specific goals
including feel less depressed and anxious, decrease amount of time spent worry-
ing, and actively hunt for a job (revise resume, actively search for job openings,
complete applications for appropriate openings, etc.).

With clearer, more concrete goals, it is much easier for the therapist to
select appropriate interventions and for both therapist and client to see if
they are making progress towards achieving the goals.

Once the goals for therapy are clear, it is necessary for therapist and
client to decide which goal or goals to focus on first. It generally requires
little additional effort to prioritize the client’s goals at the same time as the
goals of therapy are clarified. This involves considering the client’s prefer-
ences regarding which issues to work on first, the therapist’s concep-
tualization, which problems seem most likely to respond to early interven-
tions, and any practical considerations that are relevant. There is
considerable advantage in working initially toward a goal that appears
manageable even if it is not the goal that is most important to the client. If it
proves possible to make demonstrable progress toward a valued goal, the
client will be encouraged, and this will increase his or her motivation for
therapy. The process of jointly agreeing on goals and priorities maximizes
the likelihood that therapy will accomplish what the client is seeking. At
the same time, it establishes the precedent of the therapist’s soliciting and
respecting the client’s input while being open regarding his or her own
views. Thus it lays the foundation for therapist and client to work together
collaboratively, and it makes it clear to the client that his or her concerns are
understood and respected. The time and effort spent on establishing mutu-
ally agreed upon goals and priorities is more than compensated for by the
resulting increase in client involvement, decrease in resistance, and de-
crease in time and effort wasted on peripheral topics.

One issue that is important in a collaborative approach to therapy is to
introduce the client to the therapist’s conceptualization of the problems
and to his or her approach to therapy. Although this could be done as a
“minilecture” about psychopathology and psychotherapy, it is generally
easier and more effective to use a guided discovery approach and to base
the explanation on the thoughts and feelings the client reports experienc-
ing on a particular occasion when his or her problems were occurring. If
the client does not have a clear memory of his or her thoughts and feelings
in a problem situation, it often is possible to use the thoughts and feelings
experienced at some other point, such as while waiting for the session to
begin or at a particularly emotional point during the session. It is wise to
reserve more didactic explanations for occasions where the client is not
able to report his or her thoughts and feelings clearly enough for this to
form the basis of the explanation.
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When a more didactic explanation is necessary, explanations based on
concrete examples can be quite useful. For example:

Imagine that you're walking through the woods on a pleasant spring morning,
and you go around a bend in the trail and see a bear standing there. Obviously
you're going to have an emotional reaction and you're going to do something.
What isn’t obvious to many people is that your emotions and your actions are based
on your interpretation of the situation.

Suppose that before you left camp you heard that Joe drove into town to rent a
bear costume. Your reaction when you see the bear is going to be very different if
you didn’t know that. But just because Joe has a bear costume doesn’t mean that’s
him on the trail ahead of you. Until you're close enough to see if this bear has a
zipper down the front, your reactions are going to depend on whether you decide
it's Joe or a real bear on the trail ahead of you. If you’re wrong you may be in for a
big problem.

As people go through their day-to-day lives, they’re constantly interpreting the
situations they run into. When people have problems, sometimes it's because
they’re misinterpreting events and reacting in ways that don't fit the situation, and
sometimes it’s because they see the situation clearly but don’t have a good way to
handle it. In Cognitive Therapy we find that it can be really useful to look at the
thoughts that run through people’s heads at the times when their problems flare up
and to figure out whether their interpretations of what’s going on are useful or not.
It the person is misinterpreting events, it can be useful to help him or her learn to
recognize when the interpretations are off target and learn to see events more
clearly. If it turns out that he or she is seeing things clearly but doesn’t have good
ways of handling the problems that come up, then it’s useful to help find better
ways of dealing with the problems. How does that sound to you?

One of the primary interventions used in Cognitive Therapy is teach-
ing the client to identify the specific automatic thoughts that occur in prob-
lem situations, to recognize the effects these thoughts have on his or her
emotions and behavior, and to respond effectively to those thoughts that
cause difficulty. Negative, self-deprecating, or other problematic thoughts
typically are a habitual part of the client’s life and come “fast and furious”
without the client necessarily being aware of their presence or their rela-
tionship to his or her distress. By using the interview and self-monitoring
techniques discussed in Chapter 2, the client can learn to recognize dys-
functional thinking and its impact on moods and actions as a preliminary
to learning ways to develop control over it. A colleague reported the fol-
lowing interaction:

During the first session, I had asked my client how often he thought that he
had negative thoughts. His response was that he had them at times but only
infrequently. Given his BDI of 38, my thinking was that he would have many, many
more. He estimated no more than 2 to 3 a day. As a homework assignment I asked
him. to record as many of his thoughts as possible. I estimated that he probably had
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several negative thoughts a day, and that by the end of the week he would probably
have 50 thoughts recorded. He quickly responded, “I'll never be able to do it. It
would be too hard for me. I'll just fail.” My response was to indicate that he already
had 3 and only needed 47 more.

The client’s limited awareness of his constant stream of negative thoughts
was obvious when he expected to have 2 to 3 per day but produced 3 in a
few seconds. After helping the client to recognize his ongoing stream of
thoughts, the therapist was then able to help him learn how to record the
thoughts so that they could be reviewed in therapy sessions and go on to
introduce the idea of responding to dysfunctional thoughts.

Clients often find their negative automatic thoughts to be quite believ-
able, even after their detrimental impact is clear. Thus the therapist’s next
task is to help the client to look critically at his or her automatic thoughts.
This is most effective when done through guided discovery, as in the
following example:

Therapist: One of the thoughts you said runs through your head when you're sitting at
home was, “I'm a failure.” A total failure?
Client: Yeah. I can’t seem to do nothing right.

Therapist: I can see how sitting at home and thinking that would be pretty depressing.
Not only do you feel bad about what you've done with your life so far but it doesn’t seem
like that would give you much hope for the future.

Client: It don’t seem like there’s nothing I can do.
Therapist: What is it that convinces you that you're a total failure?

Client:  Just look at me. . . I didn’t finish school. I got two kids on welfare and I can’t
hardly keep them fed.

Therapist: ~ Yeah, things are really rough for you and being stuck with no job and no
money sure isn’t success, but 'm wondering if that means you're a total failure. . . . One
thing you mentioned when you were telling me what your day was like was that you
make a point of giving your kids three square meals a day. Does that count as a failure?

Client: No, I guess that’s something good.

Therapist: It sounds pretty worthwhile to me. I know there are plenty of mothers in your
neighborhood who don’t manage to do that. Is there a chance that there are other
worthwhile things about you that you're not giving yourself credit for?

Client: I guess so. The neighbor kids sure like to come over to see me.

Therapist: ~ When you're sitting at home and thinking, “I'm a failure,” you feel pretty
depressed. How do you think you would feel if you were thinking something like, “I've
failed at some things, but I do some good things too”?

Client: (smiling slightly) I wouldn’t feel nearly so bad.
Therapist: And which is closer to the truth?
Client: What you said.

As can be seen from the example, the process of looking critically at
automatic thoughts leads naturally to the idea of “talking back” to dysfunc-
tional thoughts. This involves generating adaptive alternatives to the dys-
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functional automatic thoughts and using these alternative views to coun-
teract the negative impact of the dysfunctional thoughts as they occur in
problem situations. In the initial stages of therapy, clients generally record
their automatic thoughts as they occur in problem situations, work with
the therapist to develop effective responses, and then try to use these
responses in new situations. As the client develops increasing skill in
responding to dysfunctional thoughts, he or she begins to develop re-
sponses between sessions soon after the problem situations occur and
eventually is able to recognize and respond to dysfunctional thoughts as
they occur.

Homework assignments are used extensively throughout Cognitive
Therapy. It is obvious that a client who does some of the work of therapy
on his or her own between sessions will accomplish more than one who
waits for his or her weekly hour with the therapist. In addition, a client, in
the course of his or her daily life, is in a position to collect data and test the
effects of cognitive and behavioral changes in a way that would be difficult
to do within the therapy session. As will be seen in Chapter 3, non-
compliance often occurs when homework assignments are used. However,
rather than being a problem, noncompliance is often quite useful in identi-
fying problems in the therapist—client relationship and in identifying the
factors that block the client from making the desired changes. For example:

Doug, a young accountant, experienced chronic problems with procrastination
which were so severe that he had lost three jobs because he was unable to complete
his work on schedule. Early in therapy it became clear that part of the problem
stemmed from his reluctance to perform any task less than perfectly, and Doug and
his therapist agreed that it would be very helpful if he could become comfortable
performing tasks less than perfectly when appropriate.

Because Doug was unemployed at the time, it was not possible to use his job as
an arena for working on this issue, so it was agreed that Doug’s hobby of model-
plane building would be a good starting place. After some discussion, it was agreed
that he would begin by starting to assemble a new model, intentionally doing it less
perfectly than he normally would, and monitoring his thoughts and feelings while
doing so. When he returned for the next therapy session Doug reported that he had
been too busy to begin working on the model. When he and the therapist explored
this, he explained that in order to work on the model he would need to completely
unpack the boxes in his workroom (having moved recently), set up his workbench,
carefully arrange the lighting, and arrange all of his tools in their proper places. He
was trying to arrange everything perfectly so that he could assemble a model
imperfectly!

This made it very easy for the therapist to point out how pervasive Doug’s
perfectionism was and the way in which it transformed simple tasks into major
projects. Doug responded with increased motivation for working to change his
perfectionism and was able to make steady progress thereafter.

It was emphasized earlier that it is important to address the client’s
underlying assumptions as well as intervening to counteract dysfunctional



1 ¢ CoGNITIVE THERAPY IN THE REAL WORLD 15

thoughts, improve mood, and change behavior problems. Otherwise it is
possible to resolve the client’s current problems but still leave the client
prone to relapse. Clients usually find it difficult to identify the assumptions
that are behind their dysfunctional thoughts and maladaptive behavior
patterns but the importance of identifying and addressing the client’s dys-
functional assumptions can easily be seen in the following example:

Edith, a successful academic, sought therapy because of a long-standing ten-
dency to worry excessively about her health, the health of family members, and any
threats to the safety of family members. She had been in therapy twice previously
and had found therapy useful with other problems, but it had had little effect on
her worries. She expressed considerable dissatisfaction with a previous therapist
who had confronted her worries directly. Both she and the rest of her family were
in good health, and her worries consistently proved unnecessary yet they were
very persistent.

In exploring the pros and cons of eliminating her worries the therapist said,
“It's clear that you'd stand to gain a lot by worrying less. What disadvantages
would there be to getting rid of the worries?” Without pausing to think the client
blurted out, “Then I would get sick!” Subsequent discussion made it clear that she
held a strong belief that worrying served to forestall disaster. She had been unable
to give up her worries because she believed this would jeopardize the safety of her
family and herself.

Even though Edith knew intellectually that this idea was not logical, she could
not convince herself that it was untrue, in part because she could cite a number of
occasions on which she worried noticeably less than usual and misfortune fol-
lowed. As she and her therapist examined this view logically and tested it in
practice, she became increasingly convinced that it was untrue and was able to
work successfully to control her worries.

In theory, effectively modifying the client’s basic assumptions and any
dysfunctional interaction patterns should leave him or her no more prone
to future problems than anyone else. However, even if these interventions
were completely effective, they would not render the client immune to
future difficulties. Therefore, Cognitive Therapy closes with explicitly
working to prepare the client to deal with future set backs. This work,
based on Marlatt and Gordon’s (1985) research on relapse prevention, con-
sists of helping the client to become aware of high-risk situations, to identi-
fy early warning signs of impending relapse, and to develop explicit plans
for handling high-risk situations and heading off potential relapse.

It is particularly valuable to explore the client’s expectations regarding
future problems and to address any unrealistic expectations. Often clients
who have overcome significant problems through therapy are quite enthu-
siastic and hope or expect never to have similar problems again. If the
client leaves therapy with this expectation, he or she may misinterpret
subsequent difficulties and react with, “Oh my God, I'm depressed again!
Cognitive Therapy didn’t work, it really is hopeless.” It is obvious that
unrealistically optimistic expectations regarding the long-term effects of
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therapy could easily predispose the client to overreact when he or she
encounters future problems. If it is possible to help the client to adopt the
more realistic view that all people encounter problems from time to time,
but that Cognitive Therapy has equipped him or her with the skills needed
to cope effectively with problems, the risk of his or her overreacting to
future setbacks should be decreased and potential relapses may be
avoided.

Preferably, when the client has attained his or her goals for therapy,
work on relapse prevention has been completed, and when the client’s
progress has been maintained long enough for him or her to have a reason-
able amount of confidence that he or she will be able to cope with problems
as they arise, the decision to terminate is made. In the typical case, the
therapist and client agree to “taper off” by shifting from weekly sessions to
biweekly and, possibly, monthly sessions when the time for termination is
near. This not only makes the ending of therapy less abrupt but also pro-
vides therapist and client an opportunity to discover how well the client
handles problems without the therapist’s help and to discover whether any
additional issues need to be addressed. In the hopes that early intervention
with future problems may forestall major difficulties, the client is offered
the opportunity to return for “booster sessions” if problems arise.

THE STRUCTURE OF A COGNITIVE THERAPY SESSION

Each element of the structure of Cognitive Therapy sessions is de-
signed to maximize the collaboration between therapist and client while
working efficiently toward the client’s goals. The practice of investing a few
minutes at the beginning of each session to agree on an agenda that is
followed unless it is explicitly modified is quite valuable in making the best
use of the available time while remaining responsive to the client’s wants
and preferences. Having agreed upon an agenda for the session does not
prevent the client from digressing onto other topics. However, having an
agreed-upon agenda makes it possible for the therapist to gently but firmly
limit the digressions and return the discussion to more productive topics
without seeming authoritarian or controlling. If the client resists the thera-
pist’s efforts to use session time productively, the therapist can easily make
it clear that by working to focus the session productively he or she is
working with the client toward their shared goals rather than arbitrarily
trying to take charge of the session. The use of a mutually agreed-upon
agenda also minimizes the occurrence of the “hand-on-the-doorknob”
phenomenon such as when, in the closing seconds of the session, the
client says, “Oh, by the way, I think I'm gay,” or in some other fashion
raises an important topic when there is much too little time to address it.
With many clients, an explicit discussion of “what we want to be sure to
get to today” will identify the important issues so that therapist and client
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Agenda Setting
Review client's current status, events of the past week
Solicit feedback regarding previous session

Review homework from previous session

Focus on main agenda item(s)

Develop new homework
Solicit feedback regarding current session

FiGure 2. The structure of a typical session.

can decide how to best allocate the time. If a client introduces an important
topic at the .close of the session anyway, the therapist can respond to
nonemergency topics with a statement like, “Gee, that sounds really
important to you. It’s a shame we don’t have time to do it justice. Let’s be
sure to get it on the agenda next time.” The client will quickly get in the
habit of thinking ahead about how he or she wants to use the session.

Figure 2 shows the structure of a typical Cognitive Therapy session. It
is simplest for therapist and client to quickly agree on the agenda for the
session before delving into the events of the week or the client’s current
concerns. A quick review of major events since the last session is obviously
valuable in enabling the therapist to monitor progress and identify any
pressing problems that may have been overlooked in agenda setting. A
review of homework from the previous session is important because most
clients will understandably do homework only if it is used in the session
and because even a brief amount of time spent reviewing the homework
can help the client get more out of it. Each of these “housekeeping” func-
tions is typically completed in a few minutes, and the bulk of the session
then may be devoted to one particular issue or may be divided among
several issues. The final work of the session consists of collaboratively
developing a new homework assignment and then getting feedback from
the client about the therapy session.

It may seem unusual that the client’s feedback is solicited at two points
during the therapy session. By soliciting feedback about the previous ses-
sion toward the beginning of a session and soliciting feedback about the
current session at the end of the session, the therapist increases the
chances of identifying interpersonal problems or client dissatisfactions in
time to address them before they disrupt therapy. It takes little time to
solicit feedback unless there is a problem to discuss and, if there is a
problem, the time needed to resolve it is well spent.
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Tue CoMPLEXITIES ENCOUNTERED IN PRACTICE

When reading through an outline of the principles of Cognitive Thera-
py, the practice of this type of therapy can seem fairly straightforward.
Actually, this is often not the case. Clients frequently present with very
complex problems, with several coexisting problems, or with problems for
which no “standard” approach has been developed and tested. In these
cases the therapist is faced with the task of tailoring the cognitive approach
to meet the needs of a particular client. For example:

Helga was a 25-year-old Czechoslovakian immigrant who was referred for
therapy by her lawyer following her third conviction for shoplifting. She had a long
history of episodes during which she would impulsively steal small items from
department stores, often discarding them later. She was a generally law-abiding
individual with strong religious values and professed an inability to control her
impulse to steal. While she expressed a desire to stop stealing, she was reluctant to
enter therapy because “I don’t believe in it” and because she doubted that it would
be helpful. She accepted referral for therapy primarily because her lawyer thought
that doing so might help her avoid a jail sentence.

In addition to the problems presented by Helga’s being an unwilling
client and having a poor command of English, the therapist had no pre-
vious experience treating kleptomania and was not aware of any reports of
Cognitive Therapy having been used as a treatment for kleptomania. How-
ever, after a series of telephone calls revealed that there were no local
therapists who were fluent in Czech and that the one local therapist known
to be experienced in treating kleptomania was unavailable, it was con-
cluded that a trial of Cognitive Therapy was at least as promising as the
other options open to Helga.

The initial phase of therapy consisted of spending considerable time
attempting to develop a collaborative relationship by using the approach to
developing collaboration with clients who are not receptive to therapy that
is outlined in Chapter 10. The initial evaluation had not proven very help-
ful in understanding the stealing both because Helga described each epi-
sode as occurring spontaneously without any precipitant and because she
was unable to describe any thoughts or feelings that preceded the stealing
or coincided with it. Thus the second stage of therapy consisted of a de-
tailed assessment of the client’s episodes of stealing.

Helga was asked to record thoughts and feelings associated with mild
impulses to steal as they occurred as well as any actual episodes of stealing.
Over the course of several weeks of self-monitoring, it gradually became
clear that the impulse to steal arose at times when Helga was quite angry
over situations unrelated to the stealing. The impulses were accompanied
by thoughts about “getting even” and thoughts expressing the belief that
others’ mistreatment of her justified the stealing. A close look at the situa-
tions that angered her and at the ways in which she handled anger re-
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vealed that she frequently felt abused and mistreated in fairly ordinary
situations, directed her anger at “the system” rather than at the individual
whom she saw as mistreating her, believed that she was helpless to do
anything about the mistreatment, and failed to make use of appropriate
options for handling situations she was angry about. As she saw it (at
times when she was angry) she was being mistreated by “the system” and
was therefore justified in retaliating by stealing from department stores
since they were another part of “the system.”

Given this understanding of her impulsive stealing, it was possible to
develop a treatment plan that focused on the key elements of her problem.
This included working to improve her impulse control (using the tech-
niques discussed in Chapter 8), working to get her to focus on the specific
situation that elicited her anger rather than “the system” in general, help-
ing her to recognize and challenge the cognitive distortions that amplified
her anger over situations that others would find aggravating rather than
infuriating, and helping her learn more adaptive ways to handle situations
that angered her. Interventions included identifying and challenging the
cognitions that blocked adaptive responses as well as improving her skills
in assertion, clear communication, and effective problem solving.

Over the course of 20 sessions her impulse control improved, she
became more effective in handling problem situations, and she reported
that the impulse to steal had become less and less frequent and then
vanished. Although it was not possible to document conclusively that she
was not stealing, both her lawyer and her probation officer were convinced
that she had made sufficient progress to permit termination of therapy, and
since termination she has gone for over 2 years without an arrest.

It is with complex or atypical clients such as Helga that the need for a
strategic approach to intervention is most obvious. In working with clients
who have multiple problems or with clients who have personality disor-
ders, no empirically validated treatment protocols are available, and the
therapist can easily feel overwhelmed and confused if he or she does not
approach the client systematically. If such clients were rare, it might make
sense to reserve the strategic approach for clients who are clearly complex
or with whom a “standard” approach proves ineffective. However, difficult
clients are anything but rare and, in addition, a strategic approach to Cog-
nitive Therapy is helpful with “easy” clients as well. With all clients, an
individualized treatment approach provides the therapist with an oppor-
tunity to improve the effectiveness and efficiency of therapy.

MiSCONCEPTIONS ABOUT COGNITIVE THERAPY
A number of myths and misconceptions about Cognitive Therapy are

encountered frequently. Among the most common of these are the
following;:
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1. Cognitive Therapy is “the power of positive thinking.” If anything, Cog-
nitive Therapy is “the power of realistic thinking.” While convincing
oneself or one’s client that everything is wonderful can cheer one up for the
time being, this approach has several disadvantages. First, it is often diffi-
cult to convince people of things that are not true. Second, the results tend
to be temporary because reality is likely to confront the individual sooner
or later. Finally, actions based on views that are unrealistically optimistic
can be just as maladaptive as actions that are based on unrealistically
negative views. Although viewing problem situations realistically may be
less cheery than a “Pollyanna” approach, it is almost always less negative
than the client’s view and lays a good foundation for effective coping.

2. The cognitive theory of psychopathology claims that negative thoughts
cause psychopathology. From Figure 1 it should be obvious that although
negative thoughts are seen as one part of a cycle, we do not assume that
cognition is all that is important. Life events, social interactions, and any
biochemical disorders play important parts in clients’ problems as well.
The cycles that perpetuate clients’ disorders can be initiated at any point in
the cycle. However, once a cycle has begun, cognition plays an important
role and provides a promising point for intervention.

3. Cognitive Therapy is simple. Although the theory behind Cognitive
Therapy is one which many people find quite reasonable and easy to
understand, the practice of Cognitive Therapy is anything but simple.
People are complex and, as the chapters on personality disorders show,
intervening effectively can be quite complicated despite the simplicity of
the theory.

4. Cognitive Therapy is talking people out of their problems. Many thera-
pists are aware of Albert Ellis's disputational approach to challenging cli-
ents’ irrational beliefs (e.g., Ellis & Greiger, 1977) and assume that Cog-
nitive Therapy uses a similar approach. However, despite the theoretical
similarities between the two approaches, Cognitive Therapy relies on
“guided discovery” rather than debate (Dryden, 1984; Ellis, Young, &
Lockwood, 1987). Our opinion is that when the therapist works with the
client to help him or her to look critically at his or her views, the client is
likely to be less resistant and is more likely to develop the skills needed to
analyze future problems on his or her own.

5. Cognitive Therapy ignores emotion and behavior. Although the thera-
py’s name is Cognitive Therapy, it might be more accurately called “Cog-
nitive-Behavioral-Emotive Therapy.” Although cognitions are the direct tar-
gets in Cognitive Therapy, therapeutic success is measured by correspon-
ding change in emotion and behavior.

6. Cognitive Therapy ignores the past. It would be more accurate to say
that Cognitive Therapy pays only as much attention to the past as is neces-
sary. We find that while the client’s previous experiences may be the foun-
dation of his or her current problems, it is often possible to resolve the
problems by focusing primarily on the present. If “here-and-now” inter-
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ventions are effective, there is no need to use the client’s time and money
to explore the past. However, when working to challenge strongly held
dysfunctional beliefs that resist here-and-now interventions, exploration of
the origins of the beliefs can be both enlightening and effective.

7. Cognitive Therapy is superficial. It is true that Cognitive Therapy
focuses on achieving the client’s specific goals for therapy rather than auto-
matically working for major personality changes. However, this does not
necessarily mean that the resulting changes are limited or trivial. For exam-
ple, a depressed, perfectionistic engineer recently sought treatment for
chronic procrastination. Therapy focused on his depression, perfec-
tionism, and procrastination over the course of 19 sessions. At the close of
treatment he had not only experienced substantial improvement with the
problems upon which therapy had focused but also was more emotionally
expressive, more able to empathize with others, and more comfortable
with intimacy in relationships. Cognitive Therapy can be superficial or
deep, depending on the client’s goals and the nature of the problems being
addressed.

8. The therapeutic relationship is unimportant in Cognitive Therapy. Not
only is a good therapeutic relationship essential for collaborating effectively
with a client, but the interpersonal relationship between therapist and
client can be very powerful for challenging the client’s dysfunctional beliefs
and assumptions regarding interpersonal relationships.

9. Cognitive Therapy is finished in 15 sessions or less. A number of out-
come studies of Cognitive Therapy have limited the duration of therapy
to 12 to 20 sessions for methodological reasons, so some readers have
mistakenly concluded that Cognitive Therapy always lasts 12 to 20 ses-
sions. Cognitive Therapy tends to accomplish results relatively quickly, but
the duration of therapy depends on the nature of the client’s problems,
his or her level of motivation, and the degree to which the client’s life situ-
ation complicates therapy. It can range from a few sessions to several
years.

10. Cognitive Therapy means no medication. Although Cognitive Therapy
alone has been found to be as effective as pharmacotherapy in the treat-
ment of unipolar depression (see Simon & Fleming, 1985), it has also been
found to work well in combination with psychotropic medication (Murphy,
Simons, and Wetzel, 1984). Medication is definitely recommended in com-
bination with Cognitive Therapy for clients with Bipolar Disorder, psycho-
sis, and clients who are so depressed that they are unresponsive to verbal
interventions. With other clients, the decision needs to be made on a case-
by-case basis.

11. Cognitive Therapy is just a collection of technigues. Cognitive Therapy
has developed a wide variety of specific techniques (for example, see
Burns, 1980) and also has borrowed freely from other therapies. However,
the tnerapist who focuses solely on applying techniques will encounter
many situations where “cookbook” application of techniques proves inef-
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fective. It is important to base interventions on an understanding of the
client and his or her problems and to use interventions strategically rather
than becoming preoccupied with techniques.

12. The goal of Cognitive Therapy is to eliminate emotion. Actually, the goal
of Cognitive Therapy is to have emotion be proportional to the situation
and to have the client be able to handle the emotion adaptively. In many
situations, one goal of therapy is to “tone down” emotional overreactions;
however, working to help the client recognize and understand his or her
emotional reactions is often an important part of doing this. On the other
hand, overcontrolled, unexpressive clients often become more “in touch”
with their feelings as a side effect of Cognitive Therapy even when it is not
one of their major goals.

13. Cognitive Therapy is only appropriate for bright, intellectually oriented
clients. It is sometimes assumed that only bright, middle-class clients can
benefit from interventions based on looking critically on dysfunctional
thoughts. This is not at all the case. Cognitive Therapy has been used
effectively with disadvantaged clients including clients who have had little
formal education or who are illiterate. It is true that it is easiest to work
with bright, well-educated, psychologically minded, highly motivated cli-
ents, but this is true for all therapies. With clients who have difficulty with
abstract thinking, it is simply necessary to rely less on purely verbal inter-
ventions and more on using behavioral interventions to achieve cognitive
change.

14. Cognitive Therapy is not useful for seriously disturbed clients who need
inpatient treatment. Since Cognitive Therapy was developed primarily in
outpatient settings and has been studied most extensively in outpatient
settings, some have assumed that it is not appropriate for seriously dis-
turbed clients. Although inpatient treatment typically consists of medica-
tion, supportive counseling, and occupational and expressive therapies,
Cognitive Therapy can be used quite effectively in inpatient settings even
in acute care with seriously disturbed clients. Various clinicians around the
world have begun a literature regarding the application of Cognitive Thera-
py in inpatient settings and report promising results. The interested reader
is referred to: Bowers (1988); Coché (1987); Freeman & Greenwood (1987);
Greenwood (1983); Perris et al. (1987); and Perris (1988).

THE CLINICAL APPLICATION OF COGNITIVE THERAPY

This book is intended to help the practicing clinician apply Cognitive
Therapy effectively with the complex problems encountered in clinical
practice. This is not a simple task. However, if a therapist understands the
basic principles of Cognitive Therapy, develops a comprehensive concep-
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tualization of each client, incorporates cognitive principles into the struc-
ture of therapy sessions, and is not misled by myths and misconceptions,
Cognitive Therapy can provide an effective and comprehensible approach
to working with the full range of clients encountered in clinical practice.
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The Clinical Practice of Cognitive
Therapy

When the principles of Cognitive Therapy discussed in the preceding
chapter are presented in workshops and training programs, they strike
many therapists as straightforward and reasonable. This leads some thera-
pists to conclude that applying these principles in clinical practice is simply
a matter of learning some new techniques and using them. However, the
effective application of Cognitive Therapy requires several important fac-
tors: a clinical assessment, which provides a basis for developing an under-
standing of the client and his or her problems; a strategic intervention plan
based on this conceptualization; and a wide range of cognitive and behav-
ioral interventions, which can be used flexibly in executing the interven-
tion plan. Many therapists find that the practice of Cognitive Therapy
involves their making some changes in their basic approach to clients as
well as making more superficial changes, such as explicitly setting agendas
and using some new interventions.

Fortunately, those who make the effort required to master this ap-
proach report finding it well worth the effort. The cognitive perspective
provides a conceptual framework that makes therapy with complex clients
less confusing and frustrating. In addition, cognitive techniques prove to
be powerful tools for both alleviating current distress and accomplishing
the lasting changes needed to head off future problems. Cognitive Therapy
is most widely known as a short-term treatment for depression, and the
effectiveness of time-limited Cognitive Therapy with severe depression has
been well documented (e.g., Simon & Fleming, 1985). However, this treat-
ment approach has proven to be quite versatile and is used effectively with
problems ranging from phobias to personality disorders.

This initial section provides a detailed discussion of the assessment
skills and therapeutic techniques that form a foundation for a strategic
approach to intervention, followed by chapters detailing the application of
Cognitive Therapy to depression, suicidality, and anxiety disorders. The
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second section covers Cognitive Therapy with each of the personality dis-
orders, discussing assessment, conceptualization, and intervention strat-
egies and providing case examples. The final chapter provides guidelines
for developing, assessing, and maintaining skill in the practice of Cognitive
Therapy for those who do not have access to training programs or who are
interested in going beyond the training they have received.



2

Clinical Assessment in Cognitive
Therapy

A short, plump, middle-aged woman enters the office, eyes red from crying. She
explains that she “just can’t handle” her boss at work whom she describes as a
“schizophrenic” and as being hostile and critical for no reason. By her description,
she has been feeling somewhat depressed, has been breaking into tears unexpect-
edly, has been experiencing panic attacks related to work, and “just can’t go to
work.” She mentions that she was hospitalized for the treatment of depression
several years ago but says that her current problems seem different from the prob-
lems she had then.

A therapist meeting a new client for the first time is faced with a complex
task. Somehow, the therapist must form an initial understanding of the
client, figure out how to be helpful, develop a good working relationship,
and, at the same time, handle the practical details of working together. The
task of understanding an individual and his or her problems is a difficult
one. After all, the client is not likely to be able to provide a clear and
concise analysis of his or her problems and may well be unable or unwill-
ing to provide the detailed information that the therapist needs. The task
facing the therapist in Cognitive Therapy is further complicated by the
need to go beyond behavioral assessment or the collection of historical
information to the assessment of the client’s thoughts, feelings, beliefs,
and underlying assumptions.

Although the task of assessment may be difficult, it plays a crucial role
throughout the course of Cognitive Therapy. The initial assessment of the
client’s symptomatology, history, current functioning, and goals for thera-
py forms the foundation for the understanding of the processes that pro-
duce and maintain the client’s difficulties and thus is the basis for the initial
treatment strategy. Throughout treatment, the therapist constantly tests
and refines his or her understanding of the client, revises this concep-
tualization as the client changes (and as flaws in the conceptualization are
discovered), tests the effectiveness of interventions, and monitors the pro-
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gress of therapy. The ongoing need for assessment does not end even
when therapy ends. The client will need to develop the ability to monitor
his or her own progress in order to maintain and build upon the gains
made in therapy.

THE PrROCESS OF CLINICAL ASSESSMENT

If by “clinical assessment” we mean the process of collecting and
organizing information, then some form of assessment is a part of all
psychotherapeutic interactions. The therapist observes, listens, and asks
questions, interprets the resulting information in terms of his or her the-
oretical beliefs and previous experience, and bases subsequent interven-
tions on the conclusions reached. When the client smiles and says, “I'm
sorry I'm late, Doctor. I hope you're not upset,” the psychoanalyst must
decide, “Shall I interpret the resistance, the transference, or neither?”; the
nondirective therapist must decide, “Shall I respond with unconditional
positive regard, congruence, or reflection?”; and the cognitive therapist
must decide, “Shall I explore the beliefs and assumptions behind this
statement or just respond to it directly and go on with the session?”
Clinical assessment can be quick and implicit or more careful and deliber-
ate but whichever form it takes, assessment provides the basis for thera-
peutic intervention.

Many therapists rely primarily on an informal assessment process of
simply observing whatever emerges in the course of therapy and interpret-
ing it in terms of their own experience. The informal observations of expe-
rienced clinicians can be quite rich and remarkably accurate; however,
informal assessment has several major drawbacks. First, because the infor-
mation is not collected systematically, important information may be over-
looked, or a biased picture may be created. Second, informally collected
information can easily be influenced by a variety of factors, such as the
therapist’s verbal and nonverbal cues or the client’s concerns and inhibi-
tions, without the biases being noticed. Third, it is difficult to compare
informally collected information from one client with similar information
from another client or with information collected from the same client on
another occasion. (For example, is a client who is “bummed out” more or
less depressed than one who is feeling “pretty down”? Is a shift from
feeling “bummed out” to feeling “not too good” an improvement or not?)
Finally, it takes an extended period of time to develop a reasonably com-
plete conceptualization of a client on the basis of informal assessment. This
may not be a problem with undirected long-term therapies but a directed,
strategic therapy such as Cognitive Therapy requires a clear conceptualiza-
tion of the patient early in treatment to form a basis for early intervention.
A more systematic approach to assessment can overcome these problems
without interfering with the process of therapy.
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Much of what has been written on the topic of cognitive assessment or
on assessment in cognitive-behavioral therapy has been written from a
research-oriented perspective (e.g., Arnkoff & Glass, 1982; Glass &
Arnkoff, 1982; Kendall & Korgeski, 1979; Merluzzi, Glass, & Genest, 1981).
These authors have much to contribute. However, there are important
differences between assessment for use in research and assessment for use
in clinical practice. In particular, the psychometric characteristics of mea-
sures are of great importance in research due to the requirements of statis-
tical analyses, the need to be able to reach firm conclusions on the basis of a
limited amount of data, and the desire to generalize findings beyond the
individuals being assessed. Reliability and validity are of obvious value in
clinical assessment as well; however, the most crucial question is whether
the assessment procedure proves useful and practical with individual cli-
ents. Assessment techniques that provide rich data that is difficult to quan-
tify may be quite valuable in clinical assessment but may not be acceptable
for research use. Conversely, techniques that provide reliable, valid numer-
ical scores may be ideal for research use but be of limited value in clinical
practice.

In fact, assessment data that is of limited reliability or unknown valid-
ity can often be useful clinically because, ideally, clinical assessment is a
self-correcting process. If therapist and client work together to collect
needed information and interpret it and then implement therapeutic inter-
ventions based on their resulting conceptualizations, the results of their
interventions serve as a source of corrective feedback. Successful interven-
tions both accomplish desired changes and provide evidence of the clinical
utility of the conceptualizations on which the interventions were based.
Unsuccessful or partially successful interventions highlight areas in which
the current conceptualizations are not adequate. Observation of the actual
effects of the unsuccessful interventions and of the factors that influenced
this outcome can serve as a basis for a revised conceptualization that can
again be tested in practice. When clinical assessment is integrated with
intervention in this way, this self-correcting process can make the most of
rich data, even if the reliability and validity of a particular observation or
self-report are uncertain. In order for this process to function effectively,
the therapist and client must simply remember that their conceptualiza-
tions are hypotheses based on uncertain data and be alert for data that is
inconsistent with their hypotheses.

TARGETS OF ASSESSMENT

In considering the focus of assessment, it is important to distinguish
between an initial assessment and an ongoing clinical assessment in thera-
py. In the initial assessment, the therapist’s goal is to obtain specific infor-
mation about the client’s problems, background, and goals for therapy in
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order to form an initial conceptualization, determine whether or not Cog-
nitive Therapy is an appropriate treatment approach, and formulate an
initial treatment plan. This calls for obtaining considerable information in a
limited amount of time and is most easily done through a semistructured
interview, supplemented by questionnaire data. In contrast, the focus of
assessment in ongoing therapy is determined by the specific problem being
addressed in therapy at the moment with the goal of obtaining detailed,
specific information rather than a broad overview.

ASSESSMENT IN THE INITIAL EVALUATION

The challenge for the therapist during an initial evaluation is to obtain
enough information to permit the development of an early treatment plan
without taking an unreasonable amount of time or sacrificing attention to
the development of a good working relationship. Table 2 lists the topics
ideally covered in an initial evaluation. This list of topics may appear both
exhaustive and exhausting, but it is important to remember that the clini-
cian’s task is to obtain an overview of each area and to go into detail only if it
is clear that detailed information is needed. With practice, it is possible to
cover these topics in about an hour and a half while remaining emotionally
responsive and beginning to develop a therapeutic relationship.

A balance between structure and flexibility is needed in order to be
both efficient and sensitive in the initial interview. Without the therapist
actively structuring the interview, an extremely verbal client could easily
spend many weeks telling his or her story, whereas a less verbal client
might finish quickly but fail to mention important information. On the
other hand, a therapist who rigidly adheres to a preconceived structure
risks appearing insensitive and alienating the client. The therapist’s task
can be simplified if he or she constructs an initial evaluation form that
outlines the major points to be covered and provides sulfficient space for
recording the client’s responses. By using such a form the therapist is freed
from the task of remembering both the topics to be covered and the client’s
responses and thus can be more sensitive and responsive. With the outline
to aid in maintaining structure, the therapist is free to cover topics when-
ever they fit naturally with the client’s story without fear of forgetting to
cover other important topics.

An important issue that is often overlooked in initial evaluations is the
assessment of substance abuse. Alcohol abuse and the abuse of both pre-
scription drugs and “street” drugs are widespread and can have an impor-
tant impact on treatment for other problems as well as being substantial
problems in their own right. It is important that such problems be detected
early in treatment because therapy for other problems is likely to prove
ineffective while active substance abuse persists.
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TasLE 2. Topics to be Covered in an Initial Evaluation

Presenting problem

Nature of problem(s), precipitants, course, client’s understanding of problem, previous

attempts at dealing with problem.
Current life situation

Living situation, work, interests and activities, use of leisure time, family relationships,

level of satisfaction with current life.
Developmental history

Family history: descriptions of parents, relationships with parents, relationships with sib-
lings, major events during childhood.

School/occupational history: level of achievement, satisfaction, enjoyment, interests, career
choices, problems.

Social history: peer relationships in childhood, adolescence, adulthood; sexual relation-
ships, sexual identity and preferences, dating, serious relationships, and marriage in-
cluding description of partners and any relationship problems.

Traumatic experiences

Disruptions of family relationships; medical, psychological, or substance abuse problems

within the family; physical or sexual abuse.
Medical history

Current health, time since last checkup, current medications, known allergies to medica-
tions, previous medical problems, substance abuse, family history of medical problems,
psychological problems, and/or substance abuse.

Psychiatric history

Previous therapy or counseling (when? with whom? why? what was helpful/unhelpful?
were there any problems with therapy?); previous occurrences of current problems; their
course and outcome.

Mental status
Appearance, attitude, behavior, mood and affect, speech and thought, perception, intellec-
tual and cognitive functioning.
Client’s goals for therapy
State clearly and specifically, prioritize.
Client’s questions and concerns

In assessing substance abuse, the goal is to determine if substance
abuse is a problem for the client and to determine if it is a problem of
sufficient severity that it needs to be addressed before focusing on other
problems. Individuals with a substance abuse problem typically are slow to
recognize the extent of the problem and frequently will deny the existence
of the problem despite clear evidence to the contrary. Thus it is important
for the therapist to look for evidence of a problem (such as interpersonal,
work, financial, or legal problems stemming from substance abuse, in-
ability to control drug use, development of tolerance, withdrawal symp-
toms, etc.) rather than simply asking if there is a problem. It is also impor-
tant to frame the questions so as to encourage acknowledgment of
problems (“How often do you get drunk?” instead of “You don’t get
drunk, do you?”). Table 3 presents examples of the types of questions that
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TasLE 3. Examples of Questions Useful in Assessing Substance Abuse

Personal concerns
“Do you ever feel guilty about your drinking?”
“Have you ever tried to cut back on your drinking or quit drinking?” (If so: Why? What
happened? Did you resume? If so, why?)
Interpersonal problems
“Does your (wife/husband) ever worry or complain about your drinking?”
“Have you ever lost friends because of drinking?”
Work/financial/legal problems
“Have you ever gotten into trouble at work because of drinking?”
“Have you ever been arrested for things you did while drinking?”
Loss of control
“Do you ever end up drinking more than you intend to?”
“Can you stop drinking without a struggle after one or two drinks?”
Indications of tolerance or withdrawal
“How much does it take for you to get drunk?”
“How much do you need to drink before you start to feel it?”
“What's the most you ever have to drink?”
“What's the longest you go without drinking?” “What happens when you don’t have
anything to drink?”

often prove useful in assessing the presence and impact of substance
abuse. Although the questions in this table are worded to assess alcohol
abuse, similar questions would be appropriate for assessing abuse of other
substances.

If it is clear that substance abuse is a problem of sufficient magnitude
that it must be addressed before working on other problems, considerable
therapeutic work may be needed before the client will accept this recom-
mendation. It may be important to challenge such misconceptions as “I
can’t be an alcoholic, I only drink beer” and “I'm not an alcoholic, I quit
drinking for 6 weeks.” It may also be important to share with the client the
evidence that the therapist has observed. If it is not clear whether sub-
stance abuse is the top-priority problem or not, a trial period during which
therapist and client test to see whether the client can abstain and can
successfully make use of therapy without first working on the drug or
alcohol problem may be quite useful.

ASSESSMENT DURING THE COURSE OF THERAPY

Cognition, emotion, and behavior are the three aspects of human
functioning that are of prime importance in Cognitive Therapy and that are
the targets of assessment in ongoing therapy. The therapist’s goal is to
assess the client’s cognitive, emotional, and behavioral responses in prob-
lem situations in sufficient detail to permit clear conceptualization of the
problem and strategic planning of interventions. This is not a simple task.



2 ¢ CLINICAL ASSESSMENT 33

Many different aspects of cognition are potentially of interest includ-
ing: self-statements, attributions, expectations, self-efficacy expectations,
irrational beliefs, basic assumptions, schemata, mental images, and current
concerns. To further complicate the picture, these categories are not mutu-
ally exclusive. For example, the thought, “He’s going to be mad at me
because I'm so dumb,” is a self-statement that includes an expectation
(“He’s going to be mad at me”), an attribution (“because I'm so dumb”), is
suggestive of an efficacy expectation (“I'm dumb, therefore I won’t do well
at tasks requiring intelligence”), and a current concern (“I don’t want him
to be mad at me.”). Fortunately, it is not necessary for the therapist to draw
fine distinctions between different categories of cognitions in clinical prac-
tice. The focus is on the client’s immediate, spontaneous cognitive re-
sponse in a particular situation, not on a specific type of cognition. The
questions being addressed are “what is the client’s immediate cognitive
response in the problem situation?” and “what cognitions coincide with
intensification in the client’s symptoms?”

The focus in assessing emotion is determined largely by the client’s
goals for therapy. Those emotions that play an important role in the client’s
problem or that occur in problem situations are the emotions that need
assessment. The therapist’s goal is to develop a clear understanding of the
emotions that the client experiences and of their intensity. It is generally
most productive to focus on changes in the intensity of emotion or changes
in the type of feeling rather to attempt to assess the client’s overall mood.
Clients may initially report a global mood that they describe as unchanging
or as fluctuating only randomly but a careful assessment often provides a
very different picture. For example:

A middle-aged history professor complained of a chronic depressed mood
which he described as stable and unchanging. He reported that he felt no pleasure
or sense of accomplishment in any activities and said that this had been the case for
years. The therapist asked him to collect additional data concerning the rela-
tionship between his activities and his mood by recording the activity he was
engaged in, his level of enjoyment, and the level of his feeling of accomplishment
each waking hour. To the surprise of both therapist and client this self-monitoring
revealed a number of activities which were quite enjoyable and satisfying at the
moment but which the client tended to overlook or devalue in retrospect.

As with cognition and emotion, the focus in assessing behavior in
Cognitive Therapy is on the client’s actions in problem situations. The
therapist’s goal is to understand clearly what the client did, when, and in
what context. The importance of clear, specific information cannot be over-
emphasized. A client’s description of behavior may be misleading if the
therapist is not careful to obtain specific information. For example:

A timid bookkeeper who was working toward being more assertive opened the
session by expressing strong concerns over the possible repercussions of having
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“told off” a colleague at work. When he was asked to describe his actual behavior in
detail, it turned out that he had actually said, “Isn’t that rushing things a bit?” in a
very appropriate way, but that in his anxiety about assertion he mislabeled his
behavior as aggressive.

AsSSESSMENT TECHNIQUES

In assessing cognition, emotion, and, to a lesser extent, behavior we
are forced to rely primarily on client descriptions despite knowing that
these reports can easily be inaccurate, biased, censored, or fabricated.
These obvious problems with reliance on self-report measures have raised
important concerns that have received considerable discussion in recent
years (Ericsson & Simon, 1980), and it seems clear that the method used in
eliciting descriptions of internal processes exercises a strong influence on
the validity of the descriptions. In clinical practice, the ultimate test of the
value of self-reports is their utility in predicting or controlling behavior
(Kendall & Hollon, 1981). If interventions based on the reports are effec-
tive, this demonstrates that the client’s reports are useful whether or not
their accuracy can be confirmed.

Over the years, many techniques have been developed for assessing
cognition (Merluzzi et al., 1981), emotion (Levi, 1975), and behavior (Cone
& Hawkins, 1977). Unfortunately, a great number of these techniques are
impractical for regular clinical use due to the time, effort, and expense
involved. The following is a survey of selected assessment techniques that
prove both useful and practical in clinical practice.

Clinical Interview

The technique for assessing cognition, emotion, and behavior that is
most frequently used in clinical practice is the interview. The therapist
systematically or unsystematically asks the client to describe the thoughts,
feelings, and actions that occurred in the situation under discussion and
hopes to receive an accurate report. This task may seem simple and
straightforward, but the importance of obtaining valid information compli-
cates it considerably.

There is currently a controversy over whether it is at all possible for
individuals’ reports of their cognitions to be useful (Ericsson & Simon,
1980; Nisbett & Wilson, 1977; White, 1980). Although there is evidence that
clients who are appropriately motivated and trained can provide useful
data about behavior (Linehan, 1977), it has been argued that many impor-
tant cognitions are not accessible to self-monitoring and that individuals’
reports concerning their own cognitions are often no more accurate than
are inferences made by naive observers (Nisbett & Wilson, 1977). Ericsson
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and Simon (1980) have reviewed the empirical literature bearing on these
points and their analysis supports the conclusion that the way in which
therapists obtain clients’ reports of cognitions has a strong influence on the
validity and usefulness of the reports but that properly obtained reports
can be quite useful.

The following guidelines are designed to facilitate obtaining complete,
accurate, and useful descriptions of client cognitions:

1. Motivate the client to be open and forthright. Make sure that it is clear
that providing full, honest, detailed reports is in the client’s interest by (a)
providing a clear rationale for seeking the information, (b) demonstrating
the relevance of the information being requested to the client’s goals, and
(c) demonstrating the value of clear, specific information by explicitly mak-
ing use of the information.

2. Minimize the delay between event and report. This will result in more
detailed information and will reduce the amount of distortion due to im-
perfect recall. For events occurring outside of the therapist’s office, use an
in-vivo interview or self-monitoring techniques when possible.

3. Provide retrieval cues. Review the setting and the events leading up
to the event of interest either verbally or by using imagery to improve
recall.

4. Avoid possible biases. Begin with open-ended questions that ask the
client to describe his or her experience without suggesting possible an-
swers or requiring inference. Focus on “What happened?” not on “Why?”
or “What did it mean?” Do not ask clients to infer experiences they cannot
remember. Wait until after the entire experience has been described to test
your hypotheses or ask for specific details.

5. Encourage and reinforce attention to thoughts and feelings. Clients who
initially have difficulty monitoring their own cognitive processes are more
likely to gradually develop increased skill if they are reinforced for accom-
plishments than if they are criticized for failures. Some clients may need
explicit training in differentiating between thoughts and emotions, in at-
tending to cognitions, or in reporting observations rather than inferences.

6. Encourage and reinforce acknowledgment of limitations in recall. If the
therapist accepts only long, detailed reports, this increases the risk of the
client’s inventing data in order to satisfy the therapist. It is important for
the therapist to appreciate the information the client can provide and to
encourage the client to acknowledge his or her limits in recalling details
because incomplete but accurate information is much more useful than
detailed reports fabricated in order to please the therapist.

7. Watch for indications of invalidity. Be alert for inconsistency within the
client’s report, inconsistency between the verbal report and nonverbal
cues, and inconsistency between the report and data obtained previously.
If apparent inconsistencies are observed, explore them collaboratively with
the client without being accusatory or judgmental.
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8. Watch for factors that may interfere. Be alert for indications of beliefs,
assumptions, expectancies, and misunderstandings that may interfere
with the client’s providing accurate self-reports. Common problems in-
clude (a) the fear that the therapist will be unable to accept the truth and
will become angry, shocked, disgusted, or rejecting if the client reports his
or her experiences accurately; (b) the belief that the client must do a perfect
job of observing and reporting the experiences and that he or she is a
failure if the reports are not perfect from the beginning; (c) the fear that the
information revealed in therapy may be used against the client or may give
the therapist power over him or her and (d) the belief that it is dangerous to
closely examine experiences involving strong or “crazy” feelings for fear
that the feelings will be intolerable or will “get out of control.”

Kendall (1981) argues that open-ended questions may not provide
cues of sufficient strength to attain recall of all available information and
suggests that assessment techniques that provide clients with possible cog-
nitions (or emotions, or behaviors) to endorse or reject may facilitate a
more complete recall of information. Although it is true that providing
more detailed retrieval cues should facilitate recall, questions that suggest
possible cognitions, emotions, or behaviors are more likely to bias clients’
responses than are open-ended questions. If increased recall is gained at
the cost of decreased accuracy, this strategy for improving recall may be
counterproductive. In general, techniques for improving recall that do not
suggest possible responses are preferable. Of the techniques included in
these guidelines, minimizing the delay before obtaining the report, provid-
ing recall cues by reviewing the stimuli eliciting the event of interest, using
self-monitoring techniques, and planning in vivo experiences for the specif-
ic purpose of collecting data all provide ways of enhancing recall while
minimizing possible biases.

The task of assessing emotional responses through clinical interview
can be particularly complex. For example:

A young woman requesting treatment for depression presented a description
of her difficulties that did not coincide with the therapist’s understanding of depres-
sion. After some confusion, the therapist asked her to describe what it felt like to be
“depressed”. She described episodes of abruptly feeling “really miserable” with
sweating palms, pounding heart, trembling, and nausea. In short, she described a
panic attack, not depression. It quickly became clear that she used the term depres-
sion to refer to all unpleasant sensations and did not differentiate between depres-
sion, anxiety, and anger.

Clients often may have difficulty labeling emotions, may label emo-
tions idiosyncratically, or may have difficulty noticing mild emotions. In-
consistencies between reported emotions and nonverbal cues, actions, or
reported cognitions make it possible to detect these difficulties and take
remedial action. It is not unusual for the therapist to need to devote some
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time to helping clients develop greater skill at detecting and expressing
emotions or helping clients differentiate between thoughts and emotions.
With the therapist providing feedback concerning nonverbal indications of
emotion in facial expression, voice tone, or action, most clients learn to
identify and describe emotions fairly quickly.

In-Vivo Interview and Observation

A major problem with the clinical interview as an assessment tech-
nique is that clients must rely on recall in order to provide information
about events occurring outside the therapy session and therefore impor-
tant information can easily be forgotten or distorted. Unfortunately, most
events of interest to the therapist occur outside of the therapist’s office.
One possible solution is for the therapist to accompany his or her client into
the problem situation and both to conduct an interview and to observe
carefully as the events of interest occur. This approach effectively elimi-
nates the limitations imposed by extensive reliance on memory and can
quickly provide much valuable information. However, the therapist’s pres-
ence in the problem situation may have an important impact on the situa-
tion or the client’s response. In addition, in-vivo expeditions may entail a
substantial investment of the therapist’s time (and thus the client’s money).
When it is feasible, in-vivo interview and observation can be quite
productive.

Self-Monitoring

A second method for reducing the need to rely on recall for informa-
tion regarding cognitions, emotions, and behavior occurring outside the
therapist’s office is self-monitoring. A variety of methods have been devel-
oped for recording events as they occur. These include maintaining a diary
or journal (Mahoney, 1977), making audiotape recordings (Craighead, Kim-
ball, & Rehak, 1979), and completing structured questionnaires (Schwartz
& Gottman, 1976) among others.

The Dysfunctional Thoughts Record (DTR), often referred to as a
“thought sheet,” is the most frequently used approach to self-monitoring
in Cognitive Therapy (Beck et al., 1979; Burns, 1980). The “three-column”
DTR is a chart that provides a simple, open-ended framework to aid clients
in recording information regarding the stimulus situation, emotional re-
sponses, and cognitions. Its simplicity renders it quite versatile, and the
instructions can easily be tailored to suit virtually any clinical situation.

For example:

Dianne was a young woman who entered treatment complaining of problems
with both depression and anxiety. Initially, she was not able to specify the situa-
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tions that elicited her depression or anxiety, and she was unable to describe her
thoughts and feelings in enough detail to be useful. Because the need for more
detailed information was already clear to the client, the DTR was introduced to her
with a dialogue similar to the following;:

Therapist: Well, it seems clear that our first step will need to be getting a better picture of
just when your problems flare up and what’s going on then, so that we can figure out
how to deal with them. How does that sound to you?

Dianne: That makes sense.

Therapist: The problem with trying to figure things out here in the office is that it's hard
for you to remember all the detailed information we need. (Client nods) Now it would
have been easier to remember the details if you had known ahead of time that we were
going to talk about these things, but you'd still be stuck relying on memory, and it would
be easy to lose track of the details.

Dianne: Yeah.

Therapist: The obvious solution would be to write down the stuff you want to remember,
then you don’t have to worry about forgetting. What do you think about that?

Dianne: I'll try it.

Therapist: - There’s one particular format I generally recommend to people because it
makes keeping track of the information we need easier. How about if I show it to you and
see what you think?

Dianne: Sure.

Therapist: (Showing Dianne a blank DTR form) This is really just three columns on a sheet
of paper. In the first column you’d briefly describe what the situation is, just the facts
without any commentary on it, like “in bed after alarm clock goes off Monday morning.”
Does that make sense?

Dianne:  Yeah, that’s pretty straightforward.

Therapist:  In the next column you’d write down what you're feeling . . . sad, happy,
anxious, whatever. You might just feel depressed, for example, or you might feel de-
pressed, and anxious, and discouraged all at once, so you’d write all three down. Also, it
turns out that it's useful to have an idea how strong these feelings are. That’s not an easy
thing to put down on paper. The best way we’ve been able to come up with is to rate each
feeling on a scale from 1 to 10 where a 10 is the strongest you’ve ever felt that particular
feeling and a 1 is a feeling that’s just barely noticeable.

For example, if you woke up Monday morning feeling discouraged, you’d write
down “discouraged”; then you’d think of the most discouraged you’ve ever felt (which
would be a 10) and compare how you're feeling Monday morning with that. A 5 would be
about half that discouraged, an 8 or 9 would be feeling pretty intensely discouraged, and
a 2 or 3 would be feeling mildly discouraged. It's not precise but it gives us a clear enough
idea to be useful. Does that sound like something you could try?

Dianne: I guess I can do that.

Therapist: ~ Most people find it’s a bit awkward at first but that they get used to it pretty
quickly.

Dianne: Okay.

Therapist:  In the third column you’d write down what we call your “automatic thoughts.”
That’s your immediate reaction that just pops into your head without any particular line
of reasoning leading up to it, without you particularly intending to think it. It turns out
that the immediate thoughts are most useful for understanding people’s problems and
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figuring out how to deal with them. Just pay attention to the thoughts that come to you
right away and write them down whether or not there’s an obvious connection between
the thoughts and your problem.

It's most helpful if you can write the thoughts down just the way they ran through
your head, quoting them as much as possible. If the thought you notice Monday morning
is, “God, I don’t want to get up! The day’s gonna be a drag,” it will be more useful to
write it down just like that than to paraphrase it as, “I didn’t want to get up because it
seemed like a bad day.” Does that make sense?

Dianne: Yeah, I think so.

Therapist: Most people find it takes a little practice to get smooth at noticing the thoughts
running through their heads and writing them down. That’s not the sort of thing people
usually do very often.

The final thing that would be useful to know would be how much you believe each of
the thoughts you write down. You've probably noticed that a lot of the thoughts that run
through your head are real believable but that there are some thoughts that you've got
doubts about or don’t believe at all right as you think them. So the last thing is to rate how
much you believe each thought right as you think it from 0 to 100%, where 100 means
you're absolutely certain it’s true and 0 means you don’t believe it at all.

Dianne: Do I try to write down everything that happens?

Therapist: That's a good question. Because we're trying to understand your periods of
anxiety and depression, what would probably be most useful would be to watch for times
when you start feeling noticeably more anxious or depressed and record this information
then. Because there’s a limit to how much we can discuss in a session, writing down two
or three events a day would end up being plenty. However, two or three times a week
would still be helpful. How does that sound?

Dianne: I'll try it.
Dianne returned with the DTR seen in Figure 3. She and her therapist were

then able to review the incident in more detail using the interview techniques
discussed and obtain additional information. At the same time, the therapist was

FiGure 3. Sample Dysfunctional Thought Record.
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able to provide constructive feedback that improved Dianne’s subsequent use of the
DTR. The data from this, and other situations that Dianne monitored, made it
possible for her therapist to develop a clear understanding of her problems rela-
tively quickly.

In the example, a hypothetical example was used to explain the use of
the DTR to Dianne. It can be particularly effective for the therapist to use an
actual incident that the client has described in presenting the DTR. When
the therapist anticipates asking the client to complete the DTR as a home-
work assignment, he or she can make a point of recording a situation that
is discussed in the course of the session in DTR format. Then, when the
DTR is explained, the therapist can easily show how the DTR was used as a
simple way to record the information the client provided.

Clients typically find the DTR easy to use once they have an oppor-
tunity to practice using it, and they typically use it effectively once it is clear
to them that the DTRs prove useful. Some individuals need training in
differentiating between thoughts and feelings or in rating the intensity of
feelings and the degree to which they believe the automatic thoughts. In
such cases jointly completing a DTR or two during a therapy session and
providing nonpunitive feedback on subsequent attempts to use the DTR is
generally sufficient. Sometimes clients have difficulty completing their ini-
tial DTR because of a fear that “I won’t do it right.” This problem can be
minimized by addressing this fear when self-monitoring is first assigned
and making it clear that the client need not complete the form perfectly or
“right” in order for it to prove useful.

Thought Sampling

The techniques for in-vivo thought sampling that have been developed
in recent years by Klinger (1978) and by Hurlburt, Leach, and Saltman
(1984) provide a method for obtaining a picture of an individual’s typical
pattern of cognitions rather than focusing on responses in problem situa-
tions. The basic procedure used by these investigators is to provide the
client with an electronic device that sounds a tone at random intervals and
to instruct the client to immediately record whatever cognitions are occur-
ring when the tone sounds. The resulting sampling of cognitions is inde-
pendent of environmental or subjective stimuli and thus should be un-
biased. A large enough sample of cognitions should provide reliable data
regarding overall cognitive patterns.

A variety of methods have been used for recording cognitions, includ-
ing having clients dictate their cognitions into a tape recorder, instructing
them to write down their cognitions in a notebook, and asking them to
complete structured questionnaires. A simple method for use in clinical
practice would be to use the alarm function on an inexpensive digital watch
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to provide the cue for thought sampling and to use the DTR for recording
the situation, thoughts, and feelings at that moment. In order to maintain
an unbiased sampling procedure, it would be important to set the watch’s
alarm to sound according to a random schedule.

This procedure can also be valuable when the situational or cognitive
cues associated with the problem being treated are not clear. For example:

A middle-aged factory foreman had made good progress in therapy by using
DTRs to identify dysfunctional cognitions related to episodes of anger and depres-
sion and then “talking back” to the cognitions. However, he began to experience a
vague depressed mood that seemed not to be related to any clear stimuli. He was
unable to identify situations or cognitions related to the depressed mood and
therefore was asked to use a thought sampling procedure to collect additional data.
When he returned for his next therapy session, a review of the cognitions he had
recorded revealed constant ruminative thoughts centering on a theme of “I'm too
tired to . . . .” It gradually became clear that these ruminative thoughts were re-
sponsible for his decreased motivation to deal with problems actively and his
increased depression.

There are some disadvantages to using the thought sampling pro-
cedure. It can be intrusive, it generally will produce much irrelevant data
along with the useful data, and, unless well planned, can be reactive.
However, if a cross-section of the client’s thoughts is needed or if it is not
clear what cues elicit the client’s response, this procedure may be worth
considering. In order to increase the likelihood of the client’s complying
with the thought sampling procedure, it may be important to identify the
aspects of the procedure that the client expects to find difficult, uncomfort-
able, or embarrassing and then to plan how the client can deal with these
eventualities.

Techniques for Assessing Beliefs and Assumptions

The task of identifying the dysfunctional beliefs and underlying as-
sumptions that contribute to the client’s problems is complicated by the
fact that these cognitions typically are not accessible to direct self-report.
Although these cognitions underlie the automatic thoughts and cognitive
distortions assessed by the preceding techniques, the individual’s beliefs
and assumptions are often reflected only indirectly in the content of his or
her thoughts. Thus the clinician usually must rely on inference rather than
observation in identifying key beliefs and assumptions.

One approach to identifying dysfunctional beliefs and assumptions is
to wait until a large sample of automatic thoughts has been collected
through interview and self-monitoring and then to look for recurrent
themes or patterns among these thoughts. For example, if a client says on
one occasion, “I'm a worthless failure,” at another time reports thinking,
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“If I can’t succeed at this, what good am I to anybody?”, and during a more
optimistic period reports thinking, “I'll make my quota and show them I'm
not as worthless as they think I am,” the therapist might hypothesize that
the client holds a belief equating worth with success. There would be
obvious problems with the therapist’s simply assuming that his or her
inference is true. However, the inference can be tested by considering
whether it is consistent with the client’s behavior, by obtaining the client’s
feedback, and by observing the effects of interventions based on this in-
ference. Returning to our example, if the client has a history of striving to
succeed and becoming depressed in response to failure, if the client en-
dorses the therapist’s statement that “it sounds like you operate on the
assumption ‘If I'm not successful, I'm worthless’,” and if interventions
based on the assumption that the client holds this belief prove effective, the
therapist has grounds for concluding that his or her inference is accurate.

Another approach to identifying dysfunctional beliefs and assump-
tions is the “vertical arrow” or “downward arrow” technique described by
Burns (1980). In this technique, therapist and client choose an apparently
important automatic thought as a starting place and then, rather than
considering whether the thought is valid or not, they consider the implica-
tions if the thought were true. For example:

A middle-aged man was almost completely immobilized by doubt over his
ability to successfully perform even ordinary tasks. When faced by an assignment
at work or a chore at home he would wonder “Can I do it or not?” and be extremely
reluctant to attempt the task. After selecting a specific situation where this thought
occurred, the downward arrow technique was used to understand the dysfunc-
tional belief behind the client’s strong reluctance to attempt any task where he was
not certain of complete success:

Therapist: So, when it’s time to start on the report, the thought “Can I do it or not?” comes
up and you can’t get yourself to start working on it. Suppose you were to try working on
it and found out that you couldn’t do it. What would that mean?

Client: If I can’t do something worthwhile I'm a failure.

Therapist: A complete failure?

Client: Yes.

Therapist: And if you were a complete failure, what would that mean?
Client: I'm no good to anybody.

Therapist: So, it sounds like your view is, “If I try to do something and can’t, that means
I'm a total failure and no good to anybody.” No wonder you can’t get yourself to try
things if you aren’t sure you'll succeed.

As with the first approach to identifying dysfunctional beliefs and
assumptions, it is important to treat the results of the downward arrow
technique as hypotheses to be tested, particularly because the decision of
how far to pursue the chain of what ifs is quite subjective. However, this
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technique has the advantage of being comprehensible to the client and
providing a method that he or she may be able to use independently.

Self-Report Questionnaires

The assessment techniques discussed thus far can be quite useful but
definitely are not “quick and easy.” A number of investigators have at-
tempted to develop assessment techniques that are more economical to
use, by constructing a variety of self-report questionnaires. These mea-
sures typically can be self-administered by clients and have numerical scor-
ing systems intended to permit easy interpretation of responses. They are
designed to have significant advantages over other assessment techniques
but unfortunately have limitations as well.

Endorsement-Type Questionnaires. A large variety of questionnaires have
been developed in which respondents are presented with specific re-
sponses and are asked to either indicate the extent to which they agree or
disagree with each alternative, indicate which of several alternatives is
most typical of them, or indicate the frequency with which each response
occurs. This approach has been used widely in the assessment of irrational
beliefs (Glass & Merluzzi, 1981), self-statements (Kendall & Hollon, 1981),
and other cognitive variables.

Unfortunately, there are a number of problems with this type of ques-
tionnaire. One problem is that a questionnaire may seem to cover its target
area thoroughly but overlook important content areas because they have
not been encompassed by theory or noted by the persons who developed
the questionnaire. Even when the item pool is generated empirically in
order to minimize this risk, no forced-choice measure can encompass all
possible options, and there remains a risk of biasing or limiting the client’s
responses by providing a limited number of alternatives to endorse. The
numerical scoring systems that make these questionnaires so convenient
for research use can limit their clinical utility by combining the client’s
responses into a numerical score that obscures much of the useful informa-
tion. Finally, it is difficult to know whether a client’s responses on this type
of questionnaire accurately reflect the client’s day-to-day cognitions, reflect
the client’s self-perception, or reflect the impression the client wishes to
create.

Endorsement-type questionnaires may be useful at times as a method
for quickly surveying areas of possible interest. However, it is not clear that
this generally would save time and energy because a more detailed assess-
ment would be needed if clinically significant responses are noted.

Free-Response Questionnaires. Another type of self-report questionnaire
is that in which the client is simply instructed to record his or her responses
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to a situation or to open-ended questions and is provided with unstruc-
tured space in the questionnaire to do so. One example of this approach is
the “thought listing” procedure reviewed by Kendall and Hollon (1981) in
which respondents are simply instructed to write “everything that went
through your mind” regarding a given situation.

The free-response format has an advantage in that it minimizes the
possibility of the investigator’s preconceptions’ biasing or limiting clients’
responses. Unfortunately, free-response questionnaires have many of the
same disadvantages as the clinical interview, and the rating systems used
to quantify responses for research are too time consuming to be practical
for clinical use. These questionnaires are best viewed as self-administered
clinical interviews and the same guidelines that apply to interviewing
should apply to the construction and administration of these measures.

Self-Report Measures of Symptomatology. A variety of questionnaires that
assess target symptoms have been developed that can be quite useful for
monitoring progress in therapy. Regular monitoring of target symptoms
can provide regular feedback on the effectiveness of therapy and can also
provide a useful cue for occasions on which sudden changes (which may
be worth exploring) have occurred.

The Beck Depression Inventory (BDI, Beck 1978) is a self-report mea-
sure that frequently proves useful clinically:

John, a young lawyer, started his eighth session of Cognitive Therapy by
expressing deep hopelessness. He reported that after feeling better for a few weeks,
he was depressed once again. He expressed the conviction that therapy had accom-
plished nothing and that there was no hope of overcoming his depression. John
had been asked to complete the BDI in the waiting room before each therapy
session, and his therapist noted that his current BDI score (18) was considerably
lower than his initial score (32). As John compared his responses on the two occa-
sions, he was quickly able to see that although he was indeed depressed again,
much of his improvement persisted, and his progress in therapy had not been
“wiped out.” He and the therapist were then able to focus on the recent exacerba-
tion of his depression rather than needing to spend much of the session addressing
his hopelessness.

Short, self-administered questionnaires such as the BDI or the state
form of the State-Trait Anxiety Inventory (Speilberger, Gorsuch, &
Sucherne, 1970) can easily be used on a regular basis to monitor progress in
therapy and can be particularly valuable for quickly spotting times when
therapist and client are “stuck” and are making little progress. However, it
is necessary to use such measures critically and to compare the numerical
score against the client’s report and the clinician’s observations. Both dis-
crepancies between the numerical score and other data and unexpected
fluctuations in scores should be explored carefully.
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Diagnostic Inventories. With the publication of DSM-III and DSM-III-R,
a large number of paper-and-pencil measures, as well as structured and
semistructured interviews have been developed with the intent of assisting
in diagnosis (see Reich, 1987b). Many of these measures show promise for
use in both research and in clinical practice. However, virtually all of them
will require additional development and validation before they are ready
for widespread clinical use.

Traditional Psychological Testing

Objective and projective psychological tests have traditionally been
rejected by clinicians with behavioral and cognitive-behavioral orientations
because it was believed that such approaches could have little validity and
usefulness (Sobel, 1981). However, intelligence tests, projective tech-
niques, and personality inventories all have considerable potential for as-
sessing cognitive variables that are of interest to the therapist, and many of
these measures have more evidence of reliability and validity than the self-
report measures typically used by behavioral and cognitive-behavioral
clinicians (Sundberg, 1981).

Simply looking through clients’ responses on projective tests, such as
the Thematic Apperception Test (Murray, 1943), suggests potential for
using these approaches to obtain information useful to the cognitive thera-
pist. For example, Al, a 17-year-old boy in an alcohol treatment program,
responded to one TAT card (3BM) saying, “It looks like he has a real drug
problem or something and is about at the bottom of the elevator. Looks like
he’s beyond help; so he’ll probably die.” This response seems to provide an
indication that the client is experiencing significant hopelessness about
overcoming his drinking problem that could interfere with motivation for
treatment or contribute to a risk of suicide if not addressed. This type of
interpretation is of doubtful reliability or validity but can prove clinically
useful if it is used to generate hypotheses about the client that are subse-
quently tested.

Some systems for interpreting the MMPI produce interpretative state-
ments that are easily translated into a cognitive framework. For example,
among other things, the interpretation of Al's MMPI profile suggested that
he was likely to place a high value on status and recognition, to feel a
strong need to be around other people, and to act without considering the
consequences of his actions. Interestingly, it also indicated that despite his
apparent hopelessness about overcoming his drinking problem, he was
not particularly depressed. This information, if valid, could facilitate devel-
opment of an appropriate treatment plan.

Contemporary objective and projective psychological tests offer many
advantages, including the use of actuarial data to aid in interpretation of
results, the ability to guard against attempts to mislead the therapist, and
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the option of using computerized interpretation services. Unfortunately,
the interpretation of traditional objective and projective personality tests
has not yet been approached systematically from a cognitive point of view
and, as a result, use of these measures can require a considerable amount
of translation on the clinician’s part. Some approaches to interpretation are
so heavily psychodynamic in orientation that attempts at translation are
difficult if not impossible (for example: Bellak, 1975; Gilberstadt, & Duker,
1965), whereas other approaches are much more easily used in a cognitive
framework (Caldwell & O’Hare, 1975; Hill, 1972). Still, even if the task is
not difficult, the validity of the interpretation may suffer in translation.

At present, a cognitive therapist who is trained in the interpretation of
measures such as the TAT, the MMPI, and the Holtzman Inkblot Tech-
nique, and who is able to integrate them into a cognitive framework, may
find them quite useful as part of the initial evaluation, particularly with
complex clients. If cognitively oriented investigators work on methods for
interpreting objective and projective tests within a cognitive-behavioral
framework this could provide a valuable resource. However, for the pre-
sent, clinicians must either rely on their own skills at fitting current in-
terpretive systems into a cognitive framework or do without these
measures.

CONCLUSION

Overall, the clinical interview and self-monitoring techniques appear
to be the most generally useful assessment strategies for the cognitive
therapist. These techniques are eminently practical and, when done skill-
fully, can provide a wealth of useful data. It is true that these data may or
may not be reliable and valid, but if the conceptualizations which are
developed on the basis of this information are tested in practice, this limita-
tion can be overcome. In clinical practice, if interventions based on assess-
ment data work consistently over time, the data are valid enough. Con-
versely, if the intervention fails, either the assessment, the interpretation of
the data, or the execution of the intervention is insufficient and further
work is needed.

At this point, self-report measures of symptomatology can be useful in
the initial evaluation or for monitoring progress in therapy, thought sam-
pling may be useful on occasion, and traditional psychological tests may be
useful to those who are trained in interpreting them. However, the myriad
of measures of cognitive variables that have been developed in recent years
are generally more valuable for research use than in clinical practice, and
even the most promising need further development. As Sundberg (1981, p.
8) writes:
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All new instruments produced, like the traditional tests, must be subjected to
questions about reliability, validity, norms, social desirability, and test-taking
attitudes. They should also be scrutinized for their incremental utility. That is,
questions such as the following should be asked: Do new cognitive measures
add any validity to predictions and other operations beyond that provided by
old procedures? If they do, are they more efficient, less time consuming, or
easier to administer?

However, by and large, researchers developing new and promising ap-
proaches to assessing cognition have overlooked the need for validity stud-
ies and guidelines for clinical interpretation in their rush to investigate
areas of particular interest (Glass & Merluzzi, 1981). Fortunately, clinical
interview and self-monitoring work quite well in practice, so the clinician
need not suffer while waiting for researchers to refine additional assess-
ment techniques.



3

Cognitive and Behavioral
Interventions

Once the therapist and client have jointly agreed upon treatment goals, the
therapist will need a range of skills and techniques in order to implement
the overall treatment strategy. The goal of this chapter is to describe the
wide range of techniques that are used in Cognitive Therapy. The tech-
niques will be broadly categorized as “cognitive” and “behavioral.” How-
ever, it is important to remember that a behavioral technique, such as
assertion training, can be used to accomplish cognitive changes (i.e.,
changes in expectancies regarding the consequences of assertion), as well
as changes in interpersonal behavior. Similarly, cognitive techniques are
often intended to produce changes in behavior as well as cognition. There-
fore, in our descriptions of these techniques, we will distinguish between
those that primarily produce changes in cognition and those that primarily
produce changes in behavior.

CoGNITIVE TECHNIQUES

Not surprisingly, cognitive interventions play a central role in Cog-
nitive Therapy. Early in therapy, the therapist and client work to identify
and modify dysfunctional automatic thoughts and cognitive distortions.
Later in therapy, the client’s maladaptive beliefs and assumptions become
the focus of attention. A wide range of specific techniques have been devel-
oped for use in modifying these cognitions. Although many of these tech-
niques can be used effectively to change automatic thoughts, cognitive
distortions, and underlying assumptions, the techniques are categorized
according to the type of cognition they are most commonly used to modify.

Techniques for Challenging Automatic Thoughts

As was discussed in Chapter 1, the process of identifying and chal-
lenging automatic thoughts is central to cognitive therapy. The use of the
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Dysfunctional Thought Record (DTR), or “thought sheets,” in monitoring
and recording automatic thoughts was discussed in Chapter 2. With the
addition of columns in which the client can record his or her “rational
responses” and rerate his or her emotions after developing these responses
to the automatic thoughts (see Figure 4), thought sheets can be used as a
format for challenging the automatic thoughts as well as being used for
self-monitoring.

Typically, after the client has learned to use thoughts sheets to record
the automatic thoughts that occur in problem situations, the therapist and
client work together to look at them critically, and to develop more adap-
tive alternatives to those thoughts that are found to be unrealistic or dys-
functional. These are then listed on the thought sheet as rational re-
sponses. Although the goal is for the client to develop the ability to identify
dysfunctional automatic thoughts as they occur and to generate effective
responses quickly, most clients find this task to be difficult enough that it is
necessary to approach this goal in a series of steps. At first, many clients
are able to look critically at their automatic thoughts only with the thera-
pist’s assistance. With practice, clients become able to review their auto-
matic thoughts and develop written rational responses soon after problem
situations have passed, needing limited help from the therapist. Next,
clients find that they are able to look critically at their automatic thoughts
even when they are quite upset, as long as they do it in writing. Finally,
clients reach the point where they can develop effective responses to auto-
matic thoughts “in their heads” and only need to write out the thoughts
and responses when particularly difficult problems arise.

Once the client becomes able to generate rational responses soon after
the problem has arisen, an immediate index of the effectiveness of the
responses is provided by the client’s rerating of the intensity of his or her
emotions. If the intensity of the problematic emotions has dropped sub-
stantially, the responses have been effective; if the intensity has changed
little, the responses have been ineffective. It is important for the client to be
able to generate rational responses that are convincing and that address
each of the major points raised in the automatic thoughts.

A wide variety of techniques for challenging automatic thoughts have
been developed and because no single technique is universally effective,
the therapist needs to master a wide range of these techniques. A number
of the most widely used of these techniques are discussed next.

Understanding Idiosyncratic Meaning. It is not safe for the therapist to
assume that he or she completely understands the terms used by the client
without asking for clarification. For example, if a group of 100 professionals
were asked to indicate what they meant by “depression,” we would not get
identical responses. Similarly, one cannot be sure exactly what a client
means when he or she uses words like depressed, suicidal, anxious, or upset.
In order to be able to intervene effectively, it is important for the therapist
to make sure that he or she is not merely in the right ballpark in under-
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standing the client’s terminology but that the therapist is right on target.
The process of clarifying the client’s words might be called the “Columbo
Technique.” The TV character played by Peter Falk in the television series of
the same name solved crimes not by drawing inferences (a la Sherlock
Holmes or Hercule Poirot) but rather by assuming that there was a great
deal that he did not know and was willing to ask what appeared to be
obvious or even “dumb” questions. For example:

Client: I'm stupid, really dumb!

Therapist: You call yourself stupid and dumb. Just what does mean‘to be dumb? What
does being stupid mean to you?

Client: You know D-U-M-B. You know what dumb is, don’t you? I'm stupid, really stupid.

Therapist: I know what I mean when I use the term dumb, but it would be important to
know what you mean by the term.

Client: Someone stupid screws everything up, they don’t do anything right, nothing
works out for them.

Therapist: ~ And how does that fit you?

Client: Well, maybe I don’t screw everything up, but nothing much has been working out
for me lately.

Therapist: ~ So is that being dumb or having a run of bad luck?

Guided Association/Guided Discovery. Through a simple sequence of
questions, such as “Then what?”, “What would that mean?”, “What
would happen then?”, the therapist can help the client explore the signifi-
cance he or she sees in events. This collaborative, therapist-guided tech-
nique stands in opposition to the technique of free association basic to
psychoanalysis, which involves unguided speech that, it is assumed, will
eventually get to areas of conflict and concern. The guided discovery tech-
nique involves the therapist working with the client to understand the
connections between the client’s ideas, thoughts, and images. For example:

Therapist: What would happen if you gave her a call?

Client: I can’t do that!

Therapist: Do you have any image of what would happen if you did call?
Client:  She’d laugh.

Therapist: ~ And then what would happen?

Client:  1'd feel like a fool.

Therapist: And then what?

Client: I'd be embarrassed, terribly embarrassed.

Therapist:  If you were to call, and she laughed and you felt embarrassed, what would that
indicate to you?

Client: I'm a complete idiot. What girl in her right mind would want to go out with me?

Examining the Evidence. One effective way to challenge a dysfunctional
thought is to examine both the extent to which the thought is supported or
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disconfirmed by the available evidence and whether other interpretations
would better fit the evidence. This process not only involves examining
the evidence but also involves considering the source of the data and the
validity of the client’s conclusions, as well as considering whether the
client is overlooking available data. Many clients begin with a conclusion
such as “I'm no good” and then selectively focus on evidence that supports
their conclusion. By examining the evidence, the client’s conclusion can be
more easily challenged and altered. For example:

Client: It's hopeless. I'll never get better. I'm going to live the rest of my life in this awful

state of depression.

Therapist: ~ You say that you'll never get any better. That you'll always be this way. Have
you ever felt better, less depressed?

Client: Yeah, but that was long ago. I spoke to someone who really knows this stuff, and
he said that I can expect to be this way forever.

Therapist: Who was that person? Was this person one of your previous therapists?
Client: Not exactly, but he really knows.
Therapist: Who was this?

Client: One of the guys on the psych unit. He told me that he knew lots of guys like me
and they never got better.

Therapist: ~ Was this someone on the staff or a patient?
Client:  One of the patients.

Therapist: It sounds like you're taking his opinion pretty seriously. Have you heard any
other opinions about your depression?

Client: The doctor who referred me to you said Cognitive Therapy could help me.
Therapist: Who do you think knows more about you odds of getting out of this
depression?

Client: I guess it's obvious now that you point it out.

Challenging Absolutes. By taking an idea literally, or to its full extreme,
the therapist can often help the client to move to a more moderate state-
ment of his or her views. A corresponding moderation in the intensity of
emotional responses typically follows. Absolutes such as never, always, no
one, everyone, and so on are often easy targets. Clients often complain
initially that the therapist is only drawing semantic distinctions; however,
“I've got some real problems at work, but I'm good at some of what I do”
has a very different impact from “I'm totally incompetent.” For example:

Client: No one would help me, no one cares.
Therapist: No one? No one in the whole world?
Client: Well, maybe my parents would care, but no one else.

Therapist: Let’s start with that. It’s not true that no one would care, someone would, your
parents would, anyone else?

Client: Well, Sue and Jan call me and ask if they can help. They seem to care, but no one
else does.



54 II ¢ CrLiNicAL PrRACTICE OF COGNITIVE THERAPY

Therapist:  So it sounds like it would be pretty realistic to say, “My parents and Sue and Jan
care and will help me if I need it, but I can’t count on most other people.” How do you
feel when you look at things that way?

Client: That’s not nearly as bad.

Considering the Odds. Clients often focus on the outcome they fear most
and react as though this worst possible outcome is certain. It can be quite
useful to examine the likelihood of the events they fear. For example:
Therapist: So, the thought that is most frightening to you is “He’ll never come back.” Do

you have any idea how likely it is that he’ll never come back?
Client: After the fight last night he probably won’t.
Therapist: Have the two of you had fights like last night before?
Client: Yeah, I guess we fight a lot.

Therapist: And has there been a time so far when he’s gone away angry and never come
back?

Client: No, either he comes back to me or I go to him.

Therapist: Do you see any reasons why last night’s fight should be different from the
others?

Client: No, I guess not.

Therapist: So what does that tell you about the chances of his never coming back?

Client: I guess it’s not too likely, is it?

Reattribution. A common statement made by clients is “It’s all my fault”
(or “It’s all his/her fault”). Although one cannot dismiss this out of hand, it
is unlikely that a single person is totally responsible for everything that
happens in a particular situation. Some clients take responsibility for
events and situations that are only minimally attributable to them, whereas
others tend to always blame someone else and take no responsibility. The
therapist can help the client distribute responsibility more equitably among
the relevant parties, often with substantial reductions in guilt or anger as
the result. For example:
Client: It’s all my fault. I really screwed things up this time. If I could only have handled

things differently, the relationship could have worked. If only I hadn’t been so demand-
ing. It could have been good, I blew it. What's left?

Therapist:  There’s much that you did both good and bad in the relationship. Is it all your
fault that things didn’t work out?

Client: Yeah. Who else?

Therapist: What part did Alicia play in the breakup? Did she do anything to contribute to
the difficulty? I know that you feel that it was all your fault. I think it would be helpful to
examine just what you contributed and what Alicia contributed to the ending of this
relationship.

Client: No, it’s my fault.

Therapist: Did Alicia do anything at all to contribute to the problem?
Client:  You mean besides being a bitch?

Therapist: Let’s start with that . . .
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Turning Adversity to Advantage. Clients often are quicker to identify the
disadvantages resulting from life changes than to recognize their advan-
tages. Explicitly checking to see whether an event has good as well as bad
aspects can have a major impact. There are times that even a seeming
disaster can be used to advantage. Losing one’s job may seem like a disas-
ter but may, in some cases, be the entry point to a new job or even a new
career. Having a deadline imposed may be seen as oppressive and unfair
but may be used as a motivator. This technique involves asking the client to
look to see if there is a silver lining to the cloud. Given that the depressed
individual often does the opposite and finds a dark lining to every silver
cloud, looking for the kernel of positive in a situation can be very difficult
for many clients. They may simply not see the positive, and if the therapist
points out positive aspects, they may react with greater negativity. It is
important for the therapist to make a point of identifying only realistically
positive sides to negative events and to avoid the tendency to become
overly optimistic in response to the client’s negativity. For example:

Client: Now that I've lost him, what do I do?

Therapist: With him gone, what keeps you in Philadelphia? You’'ve thought of other cities,
in fact we’ve spoken of wanting to move. In fact, you've disliked living here but stayed
here because of Larry.

Client: That's true, now I don’t have to sweat leaving. There’s no guy to leave. It is freeing.
I hate living in the city. But I don’t know whether I'm ready to do something new at this
point.

Therapist: Let’s explore that.

Direct Disputation. Although Cognitive Therapy generally advocates
guided discovery rather than directly challenging the client’s views, there
are times when direct confrontation is necessary. This is most likely to arise
when a client is seriously suicidal and the therapist must directly and
quickly work to challenge his or her hopelessness. Direct confrontation
also can be useful in other situations in which the therapist must intervene
quickly and the client is not willing or able to participate actively in the
process. Disputation and debate are potentially dangerous tools because it
can be difficult to present a convincing argument without seeming to de-
mean, nag, or browbeat the client, and without the discussion simply
becoming an intellectual debate. It is generally a good idea to encourage as
much collaboration as possible, to emphasize data rather than abstract
logic or philosophical principles, and to switch back to guided discovery as
soon as is feasible. For example:

Client: I'm going crazy. My mind is going. What am I going to do? I've got to do some-
thing before my mind is totally gone. I feel that I need to just run away. Maybe that will
help.

Therapist: I understand that you are terrified of going crazy, but obviously I'm not as
concerned as you are. Would you like to know why?

Client: I guess so.
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Therapist: ~ The reason that I'm not afraid of your going crazy is that this isn’t the way
craziness starts. You're anxious and very scared, but those are not signs of craziness.
Being afraid of craziness is very different from being crazy.

Client: You mean I'm not crazy?

Therapist: No, you're not crazy!

Externalization of Voices. The client can get very effective practice in
responding adaptively to dysfunctional thoughts by having the therapist
role-play the part of the client’s dysfunctional thoughts and having the
client practice more adaptive responding. A necessary foundation for this
exercise is a thorough discussion of ways of responding effectively to the
particular dysfunctional thoughts in question, and it may help to have the
therapist first model responding to dysfunctional thoughts that the client
presents. After this, the therapist can express a series of the client’s dys-
functional thoughts for the client to respond to. It is usually most effective
to start with dysfunctional thoughts that the client finds relatively easy to
handle and then build up to more problematic ones presented powerfully
and dramatically. For example:

Therapist: ~ I'd like to be your negative voice. I'd like you to be a more positive and
functional voice.

Client: I'll try.

Therapist: Okay. Let’s begin. “You really don’t know what you're talking about!”

Client: That’s not true. There are times that I may be over my head, but overall, I really do
know my stuff.

Therapist: “If you're so smart, what are you doing in this dead end job?”

Techniques for Eliminating Cognitive Distortions

Techniques that can be used to change cognitive distortions can ob-
viously be used to challenge automatic thoughts, as well. However, these
techniques are especially good at reducing the client’s belief in the value or
truthfulness of specific distortions. They, therefore, have a specialized val-
ue that we would like to emphasize.

Labeling of Distortions. Many clients find it useful to label the particular
cognitive distortions that they notice among their automatic thoughts and
find that simply doing this weakens the emotional impact of the thoughts.
A list of distortions such as the one in Chapter 1 can be provided to the
client. Feeling Good (Burns, 1980) is also an excellent self-help book that can
be useful in educating clients about cognitive distortions. Once the client
understands what each distortion is, he or she can watch for examples of
“personalizing,” “mind reading,” and so on, among his or her automatic
thoughts. For example:

Client: = He really doesn’t care. I can tell. If he cared he would call. He probably thinks that
I'm not worth it.



3 ¢ COGNITIVE AND BEHAVIORAL INTERVENTIONS 57

Therapist: ~ What are you doing?

Client: What do you mean?

Therapist: What are you doing right now as you think about him?

Client: You mean like in the book?

Therapist: Yes. Like in the book.

Client:  Mind reading?

Therapist: ~ Mind reading!

Client: I guess Iam.

Therapist: Can you really read his mind and know exactly what he’s thinking?
Client: (Laughing) Hey, I'm depressed, not crazy!

Decatastrophizing. An outcome that is fairly unlikely can be quite upset-
ting if it is so negative that it would be intolerable were it to happen. For
example, if you were to hear your physician say, “There’s only a 10%
chance that you have a brain tumor,” you probably would not be very
reassured. If the client is reacting as though the outcome he or she fears
would be completely devastating, the therapist can work to help the client
see whether he or she is overestimating the catastrophic nature of the
situation. Questions that might be asked of the client include: “What is the
worst that can happen?” or “If it does happen, how will your life be
different three months from now?” It is important that this technique be
used with gentleness and care so that the client does not feel ridiculed or
made fun of by the therapist. For example:

Client: She’ll think I'm an idiot. A moron. A loser.

Therapist: And if she does, how bad would that be?

Client: It would be awful.

Therapist: I understand that it would be embarrassing and feel bad, but what would be
awful about it?

Client: It just would be.

Therapist:  Let’s think that through. . . . What consequences would it have if she were to
think you were an idiot other than embarrassment?

Client: I guess it would be mostly embarrassing.

Therapist: And being embarrassed is really unpleasant for you. Does it have any lasting
effects?

Client: I guess not.

Challenging Dichotomous Thinking. With clients who see things as “all or
nothing,” a technique for breaking down the dichotomy can be quite
useful. Abstract discussions of whether things are ever really black and
white often have little emotional impact. However, two techniques can be
quite useful in reducing dichotomous thinking.

When dichotomous thinking is relatively mild, the simple process of
scaling can be used. In this process, the client rates the intensity of emo-
tions or the validity of automatic thoughts relative to the extreme ends of
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the continuum. This can help the client both to recognize the “in-between”
levels and to reduce habitual dichotomous thinking. Because the client has
been manifesting extreme thoughts and extreme behaviors, any movement
toward moderation is usually quite helpful. For example:

Therapist: If you put your sadness on a scale of 1-100, how sad are you?
Client: 90 to 95.

Therapist:  That's a lot. Can you think of the saddest you’ve ever been in your life? When
was that?

Client:  That’s easy. When my mother died.

Therapist: How sad were you then?
Client: 100!
Therapist: Can you remember a time that you were not sad at all?

Client: Not really.
Therapist: No time at all?
Client: Well, on my fifth birthday, I got a train set.

Therapist: Good. Let’s label that 0 for sadness. Use those two events, your fifth birthday
party as 0 sadness and your mom'’s death as 100 sadness. Compared to those events, how
sad are you now?

Client: Well, compared to that this is a 50, maybe 45.

When dichotomous thinking is more firmly entrenched, a more
powerful intervention is needed. This involves first confirming that the
client sees the issue in question dichotomously and then developing an
operational definition, in the client’s own words, of each pole of the dichot-
omy. Once this has been done, it is possible to examine the available data to
determine if the topic in question is truly dichotomous or not. For example:
Therapist: It sounds as though you see people as being either completely trustworthy or

not trustworthy at all with nothing in between.
Client:  Sure, you can either trust somebody or you can't.

Therapist: As you see it, what are the characteristics of a completely trustworthy person?
For example, if a Martian came down knowing nothing of humans, what should he look
for to decide who could be trusted.

Client: Well. . . . Trustworthy people follow through on what they say.
Therapist: ~ Some of the time? All of the time?

Client: All of the time. They never lie. They don’t let anything interfere with doing what
they say they will. They don’t let you down or hurt you.

Therapist: ~ Does that cover it, or is there more than that to trustworthiness?
Client: That’s about it.

Therapist: What would be a good label for the other extreme, the people who aren’t
trustworthy?

Client: Treacherous.
Therapist: And what would the characteristics of treacherous people be?
Client: They don’t follow through on what they say.
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Therapist: From what you said about the characteristics of untrustworthy people, it
sounds like they’d lie and deceive a lot. Am I right?

Client: Yeah, all the time. They try to take advantage of you when there’s a chance. They
try to hurt you then come up with excuses. They get your hopes up then let you down.

Therapist: ~ Does that pretty much cover it?
Client:  Yeah.

Therapist: Let’s see how this works in practice. Let’s take your sister-in-law. Which catego-
ry would she fall in?

Client: Oh, I can trust her.

Therapist: Does she meet the full criteria for trustworthiness? Don’t I rememberyou being
really upset last week that she hadn’t called when she said she would?

Client: I guess she doesn’t follow through on everything she says.

Therapist: So does that mean she’s “treacherous,” lying and deceiving all the time and so
on.

Client: No, she’s pretty nice.

Therapist: Hmm. She doesn’t seem to fall 100% in either category. Suppose we imagine a 0

to 10 scale where 0 means completely treacherous and 10 means absolutely, completely
trustworthy. Where would you rate her?

Client: She’d be about an 8.
Therapist: How about your mother?
Client: She’s not as reliable. She’d be about a 6.

Techniques for Changing Underlying Assumptions

The first step in effectively modifying dysfunctional beliefs and as-
sumptions is to identify these cognitions using the methods discussed in
Chapter 2 and to help the client to recognize his or her negative effects.
Once this has been done, the cognitive techniques discussed as ways of
challenging automatic thoughts can also be used effectively for challenging
dysfunctional underlying assumptions. In addition, it can be very useful to
help the client write a new assumption as an alternative to the dysfunc-
tional assumption.

Writing an Alternative Assumption. Even after a client recognizes the
assumptions that have been shaping his or her behavior and understands
the ways in which they are dysfunctional, he or she may be unable to find
an adaptive alternative view. The client may simply “draw a blank” when
trying to think of a more adaptive belief or may assume that the only
alternative is to go to the opposite extreme. It can be quite helpful for the
therapist to help the client to formulate a written alternative and test it
against the available evidence. For example:

Therapist: So it’s pretty clear that you've been operating on the assumption that “I've got
to be truly outstanding, and nothing short of that is worthwhile.” And that that has been

causing a lot of your problems with motivation. If that view is unrealistic and causes
problems, what would be a better view to live by?
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Client: “I'm just mediocre and that’s it. I may as well quit trying for more than that.”

Therapist: What effect do you think it would have on your motivation if you were to
assume that?

Client: Hmm, I guess there wouldn’t be much point to trying anything.

Therapist: So that view doesn’t sound like much of an improvement. Do any other alter-
natives come to mind?

Client: What else is there?

Therapist: Let’s try to think that through. Is it true that nothing short of outstanding is
worth doing? For example, when I play softball I'm not outstanding but I have a good
time. Is that worth doing?

Client: I guess it is if you want to have a good time.
Therapist: What does that suggest to you?
Client: That some things are worth doing even if you aren’t great at them?

Therapist: Let’s see if we can work this out clearly enough to put down on paper. What
sorts of things might be worth doing even if you aren’t outstanding?

Mental Imagery Techniques

Not all automatic thoughts are verbal in nature. It can be important to
assess the content of any mental images that occur in problem situations
and to deal with any dysfunctional images that occur. Whether or not
mental images play an important role in the client’s problems, mental
imagery can be used in responding to dysfunctional thoughts, as a way of
practicing new behaviors, or as a way of reducing problematic emotional
responses.

Replacement Imagery. If the client experiences dysfunctional images in
problem situations, one option is to help him or her to generate more
adaptive alternative images to replace the dysfunctional ones. For example:
Therapist: When you anticipate going into the grocery store, do you get any images or

pictures in your mind?

Client: I see myself having a panic attack, screaming at the top of my lungs, and running
out of the store, leaving all the groceries in the cart and pushing people aside as I rush
out. Everyone is staring at me, saying that I must be a lunatic.

Therapist: Has that ever actually happened?

Client: No. I get real anxious, but even if I have a panic attack I'm able to leave quietly
without attracting much attention.

Therapist: Do you have any idea what effect it would have if you were able to replace the
image of running out screaming with the image of leaving quietly?

Client: I guess I'd be a heck of a lot more comfortable with that, and it would be more
realistic too.

Cognitive Rehearsal. By visualizing an event in the mind’s eye, the client
can imaginally practice particular behaviors without encountering the prac-
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tical problems or risks that sometimes make it difficult to practice new

behaviors in real-life situations. By realistically imagining himself or herself

in a scene, the client can explore a range of possible responses, select the

most promising one, and practice it to some extent. For example:

Therapist: I'd like you to close your eyes and picture speaking with your girlfriend. Can
you picture that?

Client: Yeah. I don’t like it.

Therapist: Like what?

Client: ~ What I'm seeing.

Therapist: What do you see? Describe it.

Client: I see her listening to me and then turning away. I start crying and begging her to
stay, and then I start feeling embarrassed and want to die.

Therapist: How does she react when you start crying and begging?

Client: It just turns her off more.

Therapist: Let’s try to construct a picture of a way that you’d like to be able to react. What
would you would like to see happen?

Client: I’d like her to listen and understand.

Therapist: Yeah, if she listens and understands, there’s no problem. How would you like
to handle it if she turns away?

Client: I don’t want to beg, I need to stand up for myself.

Therapist: Do you think that would go better?

Client: Yeah. She’d respect that more, and I'd feel a lot better about it.
Therapist: So what would you actually say to her?

Client: (After further developing the imaginary scene) That sounds pretty good to me, but
I'm not sure [ could pull it off in real life.

Therapist: What if you were to practice it in imagination several times? Would that help
you remember the things you want to say?

Client: I bet it would.

Desensitization and Flooding Imagery. Ever since Wolpe’s pioneering
work (1958), mental imagery has been used in a variety of ways to reduce
or eliminate problematic emotional responses, especially anxiety. In sys-
tematic desensitization (Goldfried, 1971), the client proceeds through a
hierarchy of imagined scenes starting with a situation that elicits only mild
levels of anxiety. The client imagines the scene repeatedly, while practicing
relaxation techniques, until he or she is comfortable while imagining the
situation. The client then proceeds in a stepwise fashion until he or she is
comfortable imagining the situations that initially would have been most
frightening. Flooding in imagery (Stampfl & Levis, 1967, 1969) is a similar
approach in which the hierarchy of scenes is dispensed with and the client
imagines being in the situations that would be most intensely frightening
to him or her for an extended period until the anxiety gradually subsides.
Both of these techniques have been widely used clinically and have been
demonstrated to be effective with a range of problems.
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Coping Imagery. 1t is possible to combine the desensitization or flooding
approaches already discussed with cognitive rehearsal by having the client
imagine a problem situation, imagine that the problems which he or she
fears occur, and then imagine tolerating the anxiety and coping effectively
with the situation. This combined approach makes it possible to “decondi-
tion” the emotional responses and improve coping skills at the same time.
For example:

Therapist: ~ Now close your eyes and relax, and I'll start to guide you through the scene.

Client: Okay.

Therapist: The prof has just started passing out the math exam, and you're sitting there in
your usual seat waiting to get your copy of the exam. Do you have a clear image of that?

Client: Yeah, I can see the room real clear. Everybody’s sort of quiet and tense.

Therapist: How do you feel?

Client: I'm pretty tense.

Therapist: Remind yourself to use the relaxation exercise you've been practicing and go
ahead and do it, then continue imagining and signal when the exam gets to you by
raising your finger the way we discussed. . . . Now you look at the exam, and you realize
you don’t have the foggiest idea how to solve the first problem. It’s something you should
know how to do, but you can’t remember anything about it.

Client: Oh God!

Therapist: How do you feel?

Client: I'm really tense. I'm starting to break into a sweat, and my stomach doesn't feel too
good.

Therapist: Okay, stay with those feelings. Do you remember how you want to handle this
situation?

Client: Yeah, remind myself there’s no need to panic, I can come back to that one later,
then try to stay calm and go on to the next one.

Therapist: Try that as you imagine the exam. . . . How are you feeling?

Client: It’s working. I'm not nearly as tense, and I can think a lot clearer. Maybe one of the
other questions will remind me how to do that first one.

Therapist: Great! Let’s go on with that second question. Imagine that you pretty much
remember how to do it but can’t remember all the details. How do you want to handle

that?

When using a “coping imagery” approach, it is important to remember
that effective coping does not guarantee success. Therapist and client
should prepare for failure as well as success. In the case illustrated here,
the client found it quite useful to imagine both discovering that he had
done well on the exam and discovering that he had failed the course
despite his efforts. He found that both situations elicited problematic emo-
tions (imagining success initially evoked anticipation of future, even hard-
er exams while imagining failure initially elicited harsh self-criticism) that
he could then prepare to cope with.



3 ¢ COGNITIVE AND BEHAVIORAL INTERVENTIONS 63

Techniques for Controlling Recurrent Thoughts

Clients are often troubled by recurrent dysfunctional thoughts such as
chronic worries and ruminations. When this is the case, it is often useful to
help them find ways of controlling the recurrent thoughts (Note: These
techniques alone are often not effective in controlling obsessions. See the
discussion of Obsessive-Compulsive Disorder in Chapter 6 for approaches
to treating obsessions.)

Thought Stopping. Dysfunctional thoughts often have a snowball effect.
One dysfunctional thought may elicit another and, if the process continues
unimpeded, the client may be unable to respond to the thoughts effective-
ly, simply because dysfunctional thoughts occur faster than he or she can
develop responses. When this is the case, the client can be taught how to
interrupt the flow of thoughts in order to deal more effectively with both
the thoughts and the situation. The process is actually quite simple: The
client simply interrupts the stream of thoughts with a sudden stimulus,
imagined or real, then switches to other thoughts before the stream of
dysfunctional thoughts resumes. However, because most clients have been
advised repeatedly “Don’t worry about it!” and have been unable to do so,
a simple explanation of the technique is generally not credible and thus is
ineffective. The technique is much more effective when demonstrated to
the client:

Therapist: It sounds like these thoughts are really upsetting to you, and if there was some
way to stop them you'd feel a lot better.

Client: I know, Doc, but I've tried to get them out of my head and I just can't.

Therapist:  I'd like to try something. Can you get those thoughts started now.

Client: I guess so. I just keep thinking about the plane crashing. God, I'm sweating just
thinking about it. I'm really getting upset.

Therapist: (Slapping the desk loudly) Stop!

Client: —I —I — Okay.

Therapist:  Take a second to catch your breath. . . . How are you feeling?

Client: Boy, that got intense fast.

Therapist: Are the thoughts still running now?

Client: No, they’re gone.

Therapist: What just happened? What allowed you to stop?

Client: The noise, I guess. You startled me.

Therapist: Soit’s hard to just stop the thoughts, but a dramatic enough stimulus can break
the flow. . . . How do you think it would work if you were to be the one shouting “stop”?

Client: I don’t know. I guess it might work.
Therapist: Let’s try it.

After the client has seen that the technique works, the explanation of
the technique becomes credible, and the client can learn to use more ver-
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satile stimuli such as imagining a shouted “stop!” or snapping a sturdy
rubber band worn around his or her wrist. Thought stopping is easiest to
use when the stream of thoughts is just beginning, and clients often find
that they may need to do it periodically and to combine it with the follow-
ing technique.

Refocusing. Although clients often find that it is very hard to stop
thinking about their pressing concerns, there is a limit to how many things
a person can think about at once. By completely occupying his or her mind
with neutral or pleasant thoughts, it is possible for the client to block
dysfunctional thoughts for a period of time. Any cognitive activity with
which the client can occupy his or her mind will have this effect whether it
involves counting, focusing on calming and pleasant images, focusing on
external stimuli, or engaging in some activity that requires concentration.
Although this technique excludes the dysfunctional thoughts only for a
limited period of time, it can be very useful in allowing the client to estab-
lish some control over his or her thinking and in allowing him or her to
“take a break” from the dysfunctional thoughts. Also, if used conscien-
tiously, it seems to have the effect of reducing the frequency of rumination
in general. Increased compliance may be gained by emphasizing this to
ruminative clients.

This technique can be particularly useful in several different contexts.
When thought stopping is effective in disrupting the stream of dysfunc-
tional thoughts but the client finds that the thoughts resume quickly, re-
focusing can be used to keep the dysfunctional thoughts from resuming
immediately. When worries or dysfunctional thoughts make it difficult for
the client to get to sleep, imagining a pleasant, relaxing scene can block the
thoughts or worries long enough for the client to get to sleep. Finally, when
the client’s symptom is maintained by the stream of dysfunctional
thoughts, a refocusing technique such as the “outward focus” technique
used in controlling panic attacks (see Chapter 6) can disrupt the stream of
thoughts long enough for the symptom to subside.

Scheduling Worries. When a client’s concentration or mood is negatively
affected by recurrent thoughts or worries that are frequent but do not form
an unbroken stream, it is often possible to gain control over the worries by
scheduling specific time periods for the thoughts or worries and using the
focusing technique discussed to postpone these thoughts until the allotted
time. For example:

Therapist: It may sound strange, but one approach that often works well when people are
bothered by their worries interfering with accomplishing their work and enjoying their

free time is to schedule times to worry when it won’t interfere too much and then
postponing their worries until them.

Client: What do you mean?
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Therapist: Well, rather than getting immersed in your worries whenever your mind hap-
pens to drift onto an upsetting subject, you decide that you are only going to get immer-
sed at a particular time during the day. You make an agreement with yourself that you
will set aside a specific time for your worries and that you will stop them and refocus your
thinking any time you start to worry other than in the time period you have decided
upon. For some people, it’s not as big a struggle to stop thinking about something when
they know that they will be getting a chance to think about them soon. How does that
sound to you?

Client: That makes sense.

Therapist: ~ What we’d need to do is figure out a reasonable schedule to start with, then try
it out to see how it works for you. Do you have any ideas what sort of schedule would be
good to try?

Client: I don’t know. I don’t seem to go very long without worrying.

Therapist: It can take a certain amount of trial and error to find a good schedule. Often
scheduling 10 or 15 minutes every few hours is a good starting place.

Client: That sounds good. I could use my breaks and lunch.

Therapist: Let’s try that and see how it works; then you can adjust it if you need to. The
important thing is to have a clear agreement with yourself about when you’ll plan to
worry next and then to follow through on it. It’s normal, particularly at first, to have
worries pop up and have to intentionally set them aside until the right time. If you find it
really hard to postpone the worries, you may be trying to go too long between worry
sessions, and you might need to schedule more frequent times to worry.

If it has been established that the thoughts or worries are completely
unnecessary, it should be possible to gradually lengthen the interval be-
tween worry periods and simultaneously shorten their duration,
eventually- eliminating them. If the thoughts or worries involve topics
about which the client does need to think in order to make decisions, plan
a course of action, or resolve conflicting thoughts and feelings, it may be
possible to replace time spent worrying with time spent on effective prob-
lem solving.

Cognitive Techniques for Changing and Controlling Behavior

When maladaptive behavior is an important component of the client’s
problem, it might seem that interventions would need to be primarily
behavioral. However, a number of cognitive interventions are used pri-
marily for their impact on behavior.

Anticipating the Consequences of One’s Actions. Many clients handle prob-
lem situations much less effectively than possible because they fail to accu-
rately anticipate the consequences of their actions. Despite the obvious
disadvantages of acting without forethought, many otherwise capable and
effective clients act out of habit, act on impulse, or otherwise fail to think
clearly in problem situations. If a client shows a generalized inability to
plan effectively, a comprehensive intervention such as problem-solving
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training may be required. However, when he or she is able to deal effec-
tively in many other areas of life, quick improvement in means—end think-
ing and subsequent changes in behavior often results simply from clarify-
ing the client’s goals in particular problem situations and directing his or
her attention to the likely consequences of alternative courses of action. For
example:

Joan, a graduate student in art history, complained of chronic problems with
being overwhelmed by her workload. After all, when a paper was due she “had” to
read all relevant books and journals so that she could write a “truly comprehen-
sive” paper.

When asked if being comprehensive was a more important goal than getting a
good grade, preparing for a career in academia, or reducing her workload to man-
ageable proportions, she responded, “Gee, I never thought of it that way.” She
concluded that her top priorities were mastering her field and preparing for an
academic career. Her therapist then asked about her observations regarding the
consequences of attempts to write “truly comprehensive” papers. She quickly con-
cluded that such attempts were invariably counterproductive and willingly agreed
to try approaching her assignments differently.

Inducing Dissonance. When what one thinks and what one feels are in
conflict, anxiety is the result (Festinger, 1957). Although there are several
explanations of this cognitive dissonance phenomenon, it is sufficient to
recognize that it exists and can be used. Actions, feelings, or beliefs cause
dissonance when they conflict with personal, family, cultural, or religious
values. A therapist can induce dissonance by highlighting these conflicts
and then can help the client to resolve the dissonance in an adaptive way.
For example, a client who believes that his or her death will be meaningless
or go unnoticed is likely to experience little dissonance as he or she con-
templates suicide. If the therapist draws the client’s attention to the likely
effects of his or her death on children or family, the therapist can induce
dissonance. This will usually deter the client from making a suicide at-
tempt and motivate the client to look for another solution. For example:

Therapist: What effect will this have on your kids?
Client: They’ll survive.

Therapist:  I'm sure that they will survive, but with what effect? How will what you do
influence how they think, feel, or behave in the future?

Client:  Idon’t want to think of it.

Therapist: I know, but it is something that’s there, that you've got to at least look at.
Client: Why? Why do I have to look at it? Once I'm gone. . . .

Therapist: Once you're gone, the effects will linger,

Considering the Pros and Cons. When an informal look at the conse-
quences of the client’s actions is ineffective, working with the client to
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explicitly list the advantages and disadvantages of maintaining a particular
belief, behavior pattern, or course of action as well as separately listing the
advantages and disadvantages of at least one promising alternative can be
quite useful. This can help clients make more adaptive choices, improve
motivation for change, identify impediments to change, and help the client
to achieve a broader perspective. For example:

Client: I can’t stay in this marriage. If I stay, I'll die.

Therapist: There are many parts to the relationship from what you've described in the
past, both good and bad. So far you've been pretty uncertain about what you want to do.

Client:  You're right. I just can’t make up my mind.

Therapist: Let’s explore the possibilities. We can work at making two lists, the first can be
the advantages and the disadvantages of staying with Steve. The second can look at the
advantages and disadvantages of leaving.

Client: Aren’t they the same?

Therapist: We'll see. There will be some overlap, but I think the lists will show some very
different ideas too. It sounds like right now you see lots of disadvantages to staying with
Steve. What disadvantages come to mind?

The client may argue initially that there is no point in considering the
pros and cons of changing feelings, actions, or thoughts that he or she
cannot control. However, there is considerable value in weighing the pros
and cons of proposed change before investing time and energy in attempt-
ing to achieve it. If the client concludes that the change would be a good
idea, then the therapist and client can work together to develop whatever
control over feelings, actions, or thoughts is needed.

Self-Instructional Training. Meichenbaum (1977) has developed an ex-
tensive model for understanding the role of self-instructions in controlling
impulses and behavior. According to Meichenbaum’s view, children nor-
mally develop the ability to use self-instructions to control impulses and
behavior by moving from overt repetition of instructions to overt verbaliza-
tion of self-instructions to subvocalization of self-instructions and finally to
the use of self-instructions without verbalization. However, some indi-
viduals either have failed to master the use of self-instructions or fail to use
self-instructions effectively. When a client has problems with impulse con-
trol, explicit training in self-instruction may help him or her to develop
more skill in self-control. Once therapist and client have developed a set of
instructions that, if followed, would result in more adaptive behavior, the
client can start at first by repeating the self-instructions out loud. With
practice, the client can learn to use the instructions without needing to say
them out loud, and eventually the instructions can become automatic. For
example:

Therapist: How can you deal more effectively with Jon (the son) when he starts to act up?

Client: What do you expect me to do? I just act this way.
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Therapist: ~ Would you like to be able to act differently?

Client: Sure, but I just respond. I need some space. I want to throw him out of the
window.

Therapist: ~ What would happen if you could tell yourself the following: “I need to just
walk away and not respond. I need to walk away and not respond.”

Client: ~ Well, if I listened to myself, I would probably be in far better shape.

Therapist: ~ That’s interesting! If you could tell yourself, very directly, very forcefully to
leave the situation, both you and Jon would do better. Is that so?

Client: I suppose. But how can I talk rationally to myself when I'm so angry?

Therapist: Let’s practice some and see if you can get to where you can do that.

Self-Motivation. Clients often present a lack of motivation as one of
their primary problems or attribute their failure to take necessary actions to
a lack of motivation. Often this problem is actually due to fears about the
consequences of the actions or is due to indirectly expressed anger and
resentment (see Chapter 13). However, many clients, particularly de-
pressed ones, experience problems that are largely due to a lack of moti-
vation. When this is the case, it is possible to help the client learn to
develop greater motivation.

Both a feeling of enthusiasm or motivation and goal-directed behavior
result when the individual can see actions that will lead to attainment of a
valued goal and is reasonably confident that attempts at attaining the goal
can be successful. Individuals who lack motivation typically do not have
clear goals in mind, have not identified a course of action that will result in
their attaining the goals, or doubt their ability to succeed at the endeavor. If
the therapist can help clarify the client’s goals, help him or her to develop a
plausible plan for attaining the goals, and increase his or her expectancy of
success, the client’s motivation will be enhanced. For example:

Client: I know I should be working on the project, but I just can’t get myself to.

Therapist:  You said a few minutes ago that one thought that runs through your head
when you're procrastinating is “why bother?” Do you have an answer for that? Is there
any point to “bothering” with the project?

Client: I'm supposed to do it; they've assigned me to it.

Therapist: And you've tried to get started on it by telling yourself that you have to, you're
supposed to. How well has that worked so far?

Client: Obviously, it hasn’t worked at all.

Therapist: Suppose there were some legitimate reasons why this project was worth both-
ering with. . . . Do you think that might make a difference?

Client: Like what?
Therapist: Are there any good reasons for bothering with it that you see right off the bat?
Client: I'll get in trouble if I don't.

Therapist: ~ That sounds like a possible reason to bother with it. Do you see any other
reasons?
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Client:  Not really.

Therapist: How do you feel while you're in the office procrastinating?

Client: I'm usually pretty bored and afraid of getting caught.

Therapist: Do you have any idea how you’d feel if you were working away on the project
and making headway on it?

Client: I certainly wouldn’t be afraid of getting caught. I usually get wrapped up in my
work pretty quickly and enjoy it some.

Therapist: Suppose that tomorrow when you want to get to work, you remind yourself:
“Even though I'd rather not have this project, I'll probably feel better working on it than
killing time,” “The sooner I get started, the sooner I'll be done with it,” “If I do a good job,
maybe they’ll give me something more interesting to do next,” and so on. What effect do
you think that would have?

Client: It should make it a heck of a lot easier to get started.

Of course, any fears or unexpressed resentments that play a role in the client’s
failure to act may need to be addressed as well.

BeEHAVIORAL TECHNIQUES

Behavioral techniques can be used in several ways within Cognitive
Therapy. They can be used straightforwardly to achieve behavior change
they may be needed to teach the skills necessary for the client to reach his
or her goals, or they may be used primarily to achieve cognitive change. It
is beyond the scope of the present volume to describe the full range of
behavioral techniques available to the clinician (see Bellack & Hersen, 1985;
Bellack, Hersen, & Kazdin, 1982). We will instead discuss a number of
techniques that most frequently prove useful in Cognitive Therapy.

The balance of cognitive to behavioral techniques depends on the par-
ticular symptom being addressed and on the overall goals of therapy. A
useful heuristic for estimating the cognitive versus behavioral focus of the
therapy is for the therapist to make a subjective estimate of the degree of
the client’s pathology or lack of effective coping skills. In general, the more
severe the problem, the greater the emphasis on behavioral work, and the
less severe the problem, the more cognitive the approach (see Figure 5).
Note that even with the least severe problems, some of the work will be
behavioral, and that with the most severe problems, some of the work will
be cognitive. Other factors that influence the balance between cognitive
and behavioral techniques include the client’s responsiveness to verbal
interventions and the extent to which anxiety plays an important role in
the client’s problems. Clients who do not respond well to verbal interven-
tions because of intellectual limitations or communication difficulties may
require greater reliance on behavioral interventions. When anxiety is a
significant component of the client’s problems, in vivo exposure to the
situations that elicit the anxiety is often essential for effective treatment.
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F1Gure 5. The typical balance between cognitive and behavioral interventions.

Techniques Used Primarily for Behavior Change

Graded Task Assignments. Many clients feel overwhelmed by the tasks
that face them and see themselves as unable to change their behavior
and/or powerless to change the situations in which they find themselves.
The tasks the client faces can be made less overwhelming and more man-
ageable by helping the client to approach them systematically and to break
large tasks into manageable subtasks. By utilizing a “shaping” strategy,
with each small step moving the client closer to the eventual goal, we can
often help the client who has been immobilized by anxiety or depression to
begin to expand his or her activities in a gradual manner. For example:

Roger, a married man in his late 60s, had been quite inactive for some time. He
reported that whenever he considered trying any activity his immediate thought
was “I can’t do that, that's too much for me,” and that he invariably decided not to
attempt the activity. When his therapist asked for a specific example when this had
occurred, Roger reported that for some time he had wanted to clean out the base-
ment and that several times in the past week he had considered starting on it but
had given up. In describing the amount of effort that it would require to complete
the task, Roger said “It’s an incredible mess. It must be about 30 by 60, and it's
literally packed to the ceiling. We've just been storing odds and ends down there
for years. There’s no way I could clean that place out.” However, when asked how
hard it would be to take one box from the basement, sort out the things that were
worth saving, and discard the rest, Roger’s response was, “That wouldn’t be too
hard as long as I took my time.” His therapist then asked, “Suppose you took care
of just one box a day. . . . What would happen?” And Roger responded, “Sooner or
later I'd get it cleaned up. But I could do more than one box a day, and I could get
my son to help.”



3 ¢ COGNITIVE AND BEHAVIORAL INTERVENTIONS 71

At the close of the session, he agreed to try working on the basement one box
at a time and to be careful not to overload himself. Over the next several weeks he
found that he was able to make steady progress on cleaning the basement and that
he was able to successfully use the same approach with other tasks as well.

With many clients, progress on the small steps is quite reinforcing and
results in substantial improvement in mood and motivation. However, for
some clients, especially those who are demanding and perfectionistic, their
response to small sequential steps is often “so what?”, “big deal,” or “it’s
not enough.” Often this can be addressed by reminding the client that the
small steps he or she has completed are steps toward a larger, worthwhile

goal.

Activity Scheduling. Another situation in which clients often feel over-
whelmed and helpless is when they have not had the forethought to plan
ahead in order to use their time effectively, to choose among conflicting
priorities, and to allocate time for relaxation and enjoyment as well as
work. When the problem is mild, an unstructured discussion of these
issues may be sufficient; but it often is valuable to address these issues
more systematically by using the Activity Schedule (Figure 6). This form

F1GURE 6. The Activity Schedule.
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provides a simple way for clients to record the ways in which they use their
time as well as relevant information regarding mood. A detailed assess-
ment of the client’s use of his or her time can be used to identify inefficien-
cies and to reevaluate the client’s choices among conflicting priorities.
Once the client has developed some ideas of how to better utilize his or her
time, the Activity Schedule form can be used prospectively to write out a
plan for using time effectively and to monitor the effectiveness of this
intervention.

Clients often find that by reviewing their use of time, it is possible to
both be more productive and have more free time. For example:

Tom was a retired classical pianist who complained that there was simply not
enough time in his day for some of the activities that would help in alleviating his
depression, such as exercising and playing his piano. When he completed an
Activity Schedule at his therapist’s request, the therapist noticed that over 3 hours a
day were occupied by activities that Tom labeled morning ritual and after dinner
ritual. This very orderly, meticulous man had developed a ritualized sequence of
household chores, personal hygiene activities, and meditation exercises that he
performed methodically twice a day. As therapist and client reviewed these ac-
tivities, their value to the client, and the negative impact of devoting so much time
to the activities, the client chose to drop some of his rituals and streamline the rest.
As a result he was able to find time to exercise and practice the piano each day and
had additional free time to spend with his wife and on his hobbies.

Social Skills Training. When a client describes having social difficulty,
the therapist cannot assume that the client is being unrealistically pessi-
mistic in anticipating negative reactions from others. He or she may lack
important social skills that must be learned in order for interpersonal in-
teractions to go well. The therapist can work to help clients gain social
skills that they have not mastered in the course of their development.
These skills might include dressing appropriately, learning how to shake
hands and make eye contact, learning how to start a conversation and be a
good listener, and so on. In addition to directly teaching the needed skills,
the therapist can facilitate their development through audiotaped or vid-
eotaped feedback, through within-session practice (e.g., role playing), and
then through graded task assignment. When it is feasible, a group setting
can be particularly useful for social skills training. For a more detailed
discussion of social skills training methods see Curran and Monti (1982)
and Kelly (1982).

Assertiveness Training. Many unassertive individuals are inhibited from
becoming more assertive by their expectancies regarding the reactions of
others rather than by actual skill deficits. However, assertion training can
be quite useful for two reasons. First, many unassertive individuals are
relatively unskilled at assertion and can benefit from polishing their skills.
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Second, assertion training can be an effective way to challenge the client’s
expectancies regarding the consequences of assertion. One can discuss the
advantages of assertive behavior at length, but if it is possible to induce the
client to try acting assertively and observe the consequences, this will
produce cognitive change much more quickly than will verbal intervention
alone. For a detailed description of assertion training techniques, see
Bower and Bower (1976), Jakubowski and Lange (1978), and Lange and
Jakubowski (1976).

Behavioral Rehearsal. It can often be useful to help clients develop or
polish a variety of skills in addition to social skills and assertion. Session
time can be used to practice behaviors such as discussing a problem with a
significant other, disciplining a child, or saying farewell to a friend. This
practice allows the therapist to give feedback and coach the client on more
effective responses. This strategy may be used for skill building, to practice
existing skills, or to increase the client’s comfort in dealing with the situa-
tions. In individual therapy, this is usually done by role playing the interac-
tion, having the therapist take either the client’s role to model the desired
behavior or take the role of the person with whom the client is interacting.
It is not easy to both play a role realistically and provide useful feedback;
therefore, when an appropriate individual is available to assist with the
role-play or group therapy is feasible, it may be advisable for the therapist
to coach the client without enacting a role himself or herself. For many
clients, learning to rehearse behaviors as a way of preparing for situations
with which they expect to have difficulty is extremely helpful (Bower &
Bower, 1976).

Techniques Used Primarily to Change Mood or Emotion

Activity Scheduling. Activity scheduling was discussed as a way of
helping clients manage their time more effectively. The same technique can
also be used effectively for another purpose. Initial interventions with se-
riously depressed clients can be quite difficult if they respond slowly (or
not at all) to the therapist’s questions and are quite inactive outside of
therapy. If it is possible to improve the client’s mood somewhat, he or she
will usually become more responsive to verbal interventions and will be
easier to engage:in therapy. It is obvious that the use of antidepressant
medication is one possible way to improve the client’s mood.

Another strategy is to increase the client’s activity level because an
increase in activity level often produces an immediate improvement in
mood. The main problem with this option is that seriously depressed cli-
ents are usually quite apathetic and inactive and can be quite difficult to
motivate. When working with inpatients, the staff can actively intervene to
increase the client’s activity level. Therapists working with outpatients
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must find some way to induce clients to voluntarily increase their activity
level unless family members can be recruited to help.

The “self-motivation” strategy discussed earlier in this chapter can be
quite useful for this purpose. As long as the rationale for increasing the
client’s activity level is presented convincingly, the client can increase his or
her chances of successfully increasing his or her activity level by reminding
himself or herself of the purpose of increased activity and the evidence that
this will prove helpful.

Therapist: Have you noticed any times when you've felt particularly depressed during the
past week?

Client: — Yesterday I felt really lousy.

Therapist: At the time when you were feeling particularly lousy, what were you doing.

Client: Nothing, just sitting and thinking about my daughter.

Therapist: I understand that you've been feeling depressed constantly for months now.

Do you remember any times in the past week when you’ve been a bit less depressed?

Client: Not really.

Therapist: Were there any times when you ended up doing something active despite your
depression?

Client: Monday, my sister talked me into going shopping.

Therapist: How did you feel while you were out shopping?

Client: I was still depressed.

Therapist: ~ How did your level of depression then compare with the way you were feeling
yesterday when you were particularly depressed?

Client: It wasn’t nearly that bad.

Therapist: ~ So one of the times when you've felt the worst this week was when you were
just sitting and thinking. At another time when you were more active, you felt depressed
but a bit less depressed. A lot of people find that when they’re depressed, if they can be
more active, it helps them feel less depressed. Does that seem to be true for you?

Client: I guess so, but I can’t get myself to do anything.

Therapist: ~ That's often part of the problem. When people are depressed, they usually
don’t feel like doing anything and find it hard to get themselves to be active even if
they’re sure it will help. Would you like to learn a simple way to make it easier to motivate
yourself to take action?

Client: What is it?

Therapist: ~ To motivate a person to take action is for them to see something they want and
the steps that will get it. When people are depressed, they often find it hard to be clear on
the specific things they want in a particular situation. They also find it hard to believe that
their actions will accomplish anything, so they don’t see any point to taking action. But
there’s something we can do about that. Suppose you're sitting at home and thinking.
One thing we know is that you'd like to feel less depressed. Right? -

Client: Yeah.

Therapist: And you know from your own experience as well as what I've told you that
being more active is likely to result in your feeling less depressed. . . . What effect do you
think it would have if while you were sitting at home you were to say to yourself, “Boy, I
sure don't feel like doing anything but I'd like to feel less depressed, and I know that if I
get up and get involved in doing something I'll end up feeling better”?
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Client: I guess it would make it a ot easier to get in gear.

Therapist: What do you think of trying this out to see how it works for you? (client nods)
Do you have any ideas what activities would be good to try?

The therapist would then proceed to identify a range of activities in
which the client could engage. Obviously it is important for the activities to
be ones that would be practical for the client to engage in, that would not
be overly ambitious, and that the client would be willing to try. The ac-
tivities that tend to have the most beneficial impact on mood seem to be
those that occupy the client’s mind, involve some exertion or exercise, are
potentially enjoyable, or are seen as “worthwhile.” Once a range of appro-
priate activities has been identified, the Activity Schedule can be used to
develop a plan for the client to follow and to monitor the client’s activities
and their impact on his or her mood.

It is important for the client to realize that increased activity is not
intended to be “fun” or to eliminate his or her depression completely. The
goal of this intervention is to improve the client’s mood so that he or she
will be more able to participate actively in therapy and to become more
responsive to verbal interventions. If the client expects more than this, he
or she will be disappointed and may erroneously conclude that the inter-
vention was a failure.

In-Vivo Exposure. For many problems, the most effective manner of
intervention may involve therapist and client working together in the actu-
al situations in which the client’s problems arise. The advantages of in-vivo
observation for collecting data were discussed in Chapter 2, and it seems
obvious that intervention in vivo makes it impossible for the therapist to
tailor treatment to the demands of the situation and to obtain immediate
feedback regarding the effects of the intervention. As will be seen in Chap-
ter 6, in-vivo interventions are particularly useful for reducing excessive
anxiety. Agoraphobia, social phobia, and social anxiety difficulties respond
well to the therapist working with the client in the very situations where
the client is most anxious.

Relaxation and Breathing Exercises. The use of progressive relaxation,
focused breathing, or meditation can be helpful as a way for clients to gain
a sense of control over their anxiety and to lower their anxiety level. How-
ever, clients with clinically significant levels of anxiety typically require
additional interventions that address the cognitive and behavioral aspects
of their excessive anxiety (see Chapter 6). Bernstein and Borkovec (1976)
provide a good primer for those who are not familiar with these widely
used techniques. Relaxation techniques can include the use of imagery
(Edwards, 1989; Freeman, 1981), progressive muscle relaxation (Benson,
1975; Wolpe, 1958), autohypnosis (Davis, Eshelman, & McKay, 1982), and
patterned breathing, as well as a variety of other strategies.
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Shame-Attack Exercises. Many clients worry a great deal about what
other people will think of them and go to great lengths to avoid situations
that might prove embarrassing. Shame-attack exercises, which are favored
by Ellis (1969) and his colleagues (Grieger & Boyd, 1980; Wessler & Wessler,
1980), are a method for reducing excessive sensitivity to the reactions of
others. This technique involves having clients intentionally perform ac-
tivities that are likely to attract unfavorable attention in order to test the
client’s catastrophic thinking about the importance of what others will
think. For example, if a client tries loudly calling out each stop while riding
on the subway or leading a banana down the street on a leash, he or she
generally discovers that most people do not respond in extreme ways and
that if someone does notice and think poorly of him or her, the conse-
quences are minimal. The shame-attack experiences that offer the greatest
value are exaggerations of experiences that are similar to ones that the
client may actually wish to perform because this is likely to enhance gener-
alization. After all, there is limited value in becoming comfortable doing
ape imitations in public if one is still uncomfortable eating at nice restau-
rants for fear of using the wrong fork. Grieger and Boyd (1980, p. 153)
outline four conditions for the optimal use of the shame attack. (1) The
exercises should be used regularly after the identification of the irrational
ideas. (2) The client should generate the exercise rather than the therapist
concocting the most absurd or bizarre experiences. (3) The therapist must
closely monitor the client’s experience so that the client does not engage in
dangerous or life-threatening behaviors. (4) The therapist needs to follow
up on the results of the exercise and review the results or insights gained
by the homework.

Behavioral Techniques Used Primarily to Achieve Cognitive Change

Behavioral Experiments. One of the most powerful ways to achieve cog-
nitive change is to obtain evidence from personal experience that is incom-
patible with the target cognition. In Cognitive Therapy, this is most often
done through designing a behavioral experiment in which the client inten-
tionally tests the validity of his or her views. In order to do this, it is
necessary to clearly specify the belief or expectancy being tested and then
to operationalize it so that it can be tested unequivocally in a way that is
both likely to be successful and is practical. For example:

Therapist: It sounds like your basic idea is, “I've got to do whatever is socially expected,
or people will get upset with me.” What do you think, is that true?

Client: I don’t know. I've always done what I was supposed to.

Therapist: How could you find out if this idea is true or not?

Client: I guess I could try doing something that’s not expected and see what happens.

Therapist: ~ That sounds like a reasonable idea. What would be a good thing to try?
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Client: I guess I could do somersaults down the hallway at work.
Therapist: Could you actually get yourself to do that in real life?
Client: God, no! I'd be too scared.

Therapist: How about starting with something more trivial that you could actually get
yourself to try?

(After some discussion)

Therapist: So we're agreed, you're going to try wearing a tie that clashes with your suit
and see if people at work get upset. . . . How will you know whether they’re upset or
not?

A well-designed behavioral experiment can be very effective, particu-
larly when the client accepts the therapist’s point of view intellectually but
is not yet convinced “on a gut level.” However, it is important for the
therapist to explore the conclusions the client draws on the basis of the
behavioral experiment as well as the results of the experiment because
clients frequently fail to draw conclusions that seem obvious to the thera-
pist or draw conclusions that do not follow logically from the results of the
experiment.

Fixed Role Therapy. Often clients want to wait until their emotional
responses or their beliefs change before changing their behavior. For exam-
ple, an unemployed client might prefer to apply for jobs only after he or
she feels confident about succeeding. Unfortunately, this could mean a
long wait. Often it is easier to feel differently or believe differently as a
result of acting differently than it is to change feelings and beliefs without
first changing behavior. One application of this principle is fixed role thera-
py, a technique usually associated with Kelly’s (1955) personal construct
theory. As practiced in Cognitive Therapy, this technique consists of the
therapist and client identifying the ways in which the client would behave
differently if the desired feeling or belief were present. The client then
agrees to try acting “as if” the desired feeling or belief were present. For
example:

Carrie, a college freshman, complaired of low self-esteem that inhibited her
academically and in her personal life. After cognitive interventions were only par-
tially effective, she and her therapist identified a number of ways in which she
thought she would act differently if she had higher self-esteem. These included
asking more questions in class, being more assertive with roommates, and dressing
more dramatically. With some hesitation she agreed to try acting in those ways
despite her low self-esteem. When she returned to therapy the following week, she
reported proudly that not only had these behaviors proven successful but that she
also was feeling much less insecure and more able to fully believe that she was a
likeable and capable person.

Role Reversal. When the client’s extreme reactions are based on a lack of
understanding or a misunderstanding of the other person’s point of view,
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it can be quite useful to reverse the roles so that the client is required to try
to take on the other person’s role within the sessioit. This can be done
verbally (e.g., “How do you think you’d feel if your boyfriend just said
‘Okay’ in that situation?”) or in imagination. However, with clients who
are willing to try role playing, it can have a particularly strong impact if the
client attempts to act out the other person’s side of the interaction while the
therapist, having been coached by the client, acts out the client’s role. One
of two outcomes are common. Often the client obtains a new and much
more accurate understanding of the other person’s point of view, which he
or she is then able to use both in responding to dysfunctional thoughts and
in dealing with the other person more effectively. On other occasions, the
client’s misunderstandings and misperceptions persist. If this is the case, it
is possible for the therapist to point out the differences between the client’s
enactment of the other person’s role and the other person’s actual behavior
as evidence that that person reacts very differently from the client’s expec-
tations. Then the therapist and client can go on to try to develop a more
accurate understanding of the other person.

Bibliotherapy. Reading appropriate books in conjunction with therapy
can be very helpful for some clients. Books like Feeling Good (Burns, 1980),
A New Guide to Rational Living (Ellis & Harper, 1975), Cognitive Therapy and
the Emotional Disorders (Beck, 1976), Coping with Depression (Beck & Green-
burg, 1974), Talk Sense to Yourself (McMullin & Casey, 1975), Getting Un-
depressed (Emery, 1988), or Woulda, Coulda, Shoulda (Freeman & DeWolf,
1989) can consolidate points made in therapy sessions and help the client
do much of the therapy work on his or her own. It should be stressed that
the bibliotherapy should be used as only one part of the overall psycho-
therapy and not as an alternative to effective intervention on the part of the
therapist. It is important for the therapist to monitor the client’s under-
standing of the material he or she has read, to correct misconceptions, and
to help the client implement the changes discussed in the readings. No
matter how eloquent an author may be, his or her words have no effect
until they are put into practice.

CONCLUSIONS

A review of the full range of therapeutic techniques that can prove
useful in Cognitive Therapy is far beyond the scope of this chapter. How-
ever, some of the more frequently used techniques are described here. In
addition to the references cited in connection with specific techniques,
several volumes may be useful to clinicians. Feeling Good (Burns, 1980) is
written as a self-help book; however, it describes a wealth of specific inter-
ventions and can be a useful resource for therapists as well as being useful
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as a reading for clients. Another source for ideas regarding cognitive inter-
ventions is the Handbook of Cognitive Therapy Techniques (McMullin, 1986), a
“how-to” guide that discusses 80 specific intervention techniques. Among
the many works describing behavioral interventions, Rimm and Masters
(1979) and Nay (1976) provide discussions of a great variety of intervention
techniques.

The wide range of therapeutic techniques that can be used within
Cognitive Therapy provides the therapist with a valuable resource. How-
ever, it is important for the therapist not to become preoccupied with
techniques and attempt to apply them without a clear conceptualization of
the client’s problems and a strategic plan for intervention. A therapist who
is able to develop an accurate understanding of his or her client and then
think strategically will be able to develop effective interventions even if he
or she knows few established techniques. On the other hand, a therapist
who has mastered many techniques but applies them without a concep-
tualization of the client to guide his or her intervention will often find that
ostensibly powerful techniques prove ineffective.



4

The Treatment of Depression

A discussion of the treatment of depression has a special place in any book
on Cognitive Therapy. Depression was, after all, the first problem area to
which Beck (1967, 1976) applied Cognitive Therapy. It is also the clinical
problem that has been most extensively studied in terms of the efficacy of
Cognitive Therapy (Simon & Fleming, 1985). Finally, depression, by itself
and in combination with other disorders, is arguably the most common
problem seen in clinical practice (Seligman, 1975).

The term depression refers to a broad range of affective disorders.
Rather than being a unitary phenomenon, it is a highly complex, multidi-
mensional clinical syndrome. In its clinical presentation, depression may
be mild or severe, obvious or masked, episodic or chronic. Depression has
emotional and behavioral manifestations, as well as distinctive cognitive
patterns and neurochemical changes. There can be chronic, low-level de-
pression with very subtle symptoms, or severe depression with definite
and extremely problematic symptoms. The clinical symptomatology of de-
pression is observed in every age, racial, and ethnic group, both sexes, and
across the socioeconomic spectrum. Depression manifests itself both inter-
personally and intrapersonally and can have major impact on the indi-
vidual, the couple, and the family (Freeman, Epstein, & Simon, 1986).

The goal of this chapter is twofold. For readers who are familiar with
Cognitive Therapy of depression, it will refresh their knowledge, while
also discussing aspects of Cognitive Therapy of depression that have not
been emphasized in previous discussions of this subject. For readers who
are not familiar with Beck’s approach to depression (Beck, Rush, Shaw, &
Emery, 1979), it will provide an overview of Cognitive Therapy of depres-
sion and will introduce many of the concepts, strategies, and interventions
that will be adapted in subsequent chapters for use with other disorders.

ASSESSMENT

Because depression is not a unitary phenomenon, the clinician is faced
with the task of discriminating between a number of related disorders
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ranging from Adjustment Disorder with Depressed Mood through Dys-
thymic Disorder and Cyclothymic Disorder to Bipolar Disorder, De-
pressed, and Major Depression. The assessment process is further compli-
cated by the fact that complaints of depression can be secondary to other
disorders and that depressed individuals may present symptoms of other
disorders rather than complaining of depression. The distinctions between
these various disorders are not academic; they can have important implica-
tions for intervention. Fortunately, the detailed information provided by
the type of initial evaluation described in Chapter 2 provides the informa-
tion needed to draw these distinctions.
Consider the following case example:

“Frank” was a 45-year-old, married man with three children who had been
employed as a machine tool salesman. At the time when he sought treatment,
Frank had been unemployed for several months and was feeling quite depressed
and hopeless over his career difficulties and the prospect of not being able to
provide well for his family. He had become increasingly withdrawn and inactive,
was unable to job hunt effectively, and spent most of his time sitting around the
house brooding about his problems and feeling miserable.

The mildest of the various forms of depression is Adjustment Disorder
with Depressed Mood (see Table 4). In this form of depression, an indi-
vidual whose premorbid functioning has been unremarkable experiences
an identifiable stressor and becomes depressed, but his or her depression
does not satisfy the diagnostic criteria for other disorders. It is sometimes
assumed that no intervention is needed with adjustment disorders because
they tend to be time limited without intervention. However, if effective
intervention can decrease the client’s distress, speed recovery, improve the
outcome, and decrease the risk of the client’s problems progressing to the
point where they qualify for a more serious diagnosis, then it could be

TaBLe 4. DSM-III-R Diagnostic Criteria for Adjustment Disorder
with Depressed Mood

A. Areaction to an identifiable psychosocial stressor (or multiple stressors) that occurs within
3 months of onset of the stressor(s).
B. The maladaptive nature of the reaction is indicated by either of the following;:
1. Impairment in occupational (including school) functioning or in usual social activities
or relationships with others
2. Symptoms that are in excess of a normal and expectable reaction to the stressor(s).
C. The disturbance is not merely one instance of a pattern of overreaction to stress or an
exacerbation of one of the mental disorders previously described.
. The maladaptive reaction has persisted for no longer than 6 months.
. The disturbance does not meet the criteria for any specific mental disorder and does not
represent Uncomplicated Bereavement.

m
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TasLE 5. DSM-III-R Diagnostic Criteria for Dysthymic Disorder

A. Depressed mood for most of the day, more days than not, as indicated either by subjective
account or observation by others, for at least 2 years.
B. Presence, while depressed, of at least two of the following:
1. Poor appetite or overeating
. Insomnia or hypersomnia
. Low energy or fatigue
. Low self-esteem
Poor concentration or difficulty making decisions
6. Feelings of hopelessness
. During a 2-year period of the disturbance, never without the symptoms in A for more then
2 months at a time.
. No evidence of an unequivocal Major Depressive Episode during the first 2 years of the
disturbance.
. Has never had a Manic Episode or an unequivocal Hypomanic Episode.
. Not superimposed on a chronic psychotic disorder, such as Schizophrenia or Delusional
Disorder.
G. It cannot be established that an organic factor initiated and maintained the disturbance.
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quite valuable. In Frank’s case, his initial reaction to being fired would have
satisfied the diagnostic criteria for this disorder, but his depression soon
progressed further.

Dysthymic Disorder (Table 5) and Cyclothymic Disorder (Table 6) are
characterized by more chronic and persistent problems than result from an
adjustment disorder but milder symptomatology than either Major De-
pression or Bipolar Disorder. It would be natural to assume that Dysthymic
Disorder and Cyclothymic Disorder would respond to treatment more
quickly than Major Depression and Bipolar Disorder because the symp-
toms are milder and result in less impairment. However, the high instance
of substance abuse among clients with Cyclothymic Disorder and the high
incidence of personality disorders among clients with Dysthymic Disorder
greatly complicate and slow treatment.

TasLe 6. DSM-III-R Diagnostic Criteria for Cyclothymic Disorder

A. For at least 2 years, presence of numberous Hypomanic Episodes and numerous periods
with depressed mood or loss of interest or pleasure that did not meet Criterion A of Major
Depressive Episode.

B. During a 2-year period of the disturbance, never without hypomanic or depressive symp-
toms for more than 2 months at a time.

C. No clear evidence of a Major Depréssive Episode or Manic Episode during the first 2 years
of the disturbance.

D. Not superimposed on a chronic psychotic disorder, such as Schizophrenia or Delusional
Disorder.

E. It cannot be established that an organic factor initiated and maintained the disturbance.
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In fact, the individual with Dysthymic Disorder is probably the most
difficult depressed patient to treat. This client gains little pleasure from life
without being severely debilitated and often without having obvious pre-
cipitants for his or her depressed moods. Severely depressed clients are
powerfully motivated to change by the intensity of their distress, though
the severity of their depression may initially mask this motivation to
change. However, the dysthymic experiences a much more tolerable level
of distress and thus is less motivated to change. Furthermore, initial inter-
ventions with seriously depressed clients often produce noticeable changes
early in therapy, and when client’s level of depression changes from a BDI
score of 32 to a score of 21, there is great clinical change. The client feels
better, does more, and thinks differently and is encouraged to persist in
therapy because it obviously is helping. With dysthymic clients, initial
changes usually are slower and less obvious. When the dysthymic goes
from a BDI score of 13 to an 11, the change is barely noticeable, and the
client sees little indication that therapy is accomplishing anything. Given
the small changes, whatever motivation for treatment the client had ini-
tially tends to disappear altogether.

The DSM-III R (APA, 1987) criteria for Major Depressive Disorder are
given in Table 7. As can be seen, this is the diagnosis given for severe,
episodic depressions that are extremely incapacitating for the individual. It
is sometimes assumed that clients who are this severely depressed need
antidepressant medication or hospitalization or some more “powerful”

TasLE 7. DSM-III-R Diagnostic Criteria for Major Depressive Disorder

At least five of the following symptoms have been present during the same 2 week period and
represent a change from previous functioning; at least one of the symptoms is either (1)
depressed mood, or (2) loss of interest or pleasure. (Do not include symptoms that are clearly
due to a physical condition, mood-incongruent delusions or hallucinations, incoherence, or
marked loosening of associations.)

1. Depressed mood most of the day, nearly every day, as indicated either by subjective
account or observation of others

2. Markedly diminished interest or pleasure in all, or almost all, activities most of the day,
nearly every day

3. Significant weight loss or weight gain when not dieting (e.g., more than 5% of body weight
in a month), or decrease or increase in appetite nearly every day

4. Insomnia or hypersomnia nearly every day

5. Psychomotor agitation or retardation nearly every day (observable by others, not merely
subjective feelings of restlessness or being slowed down)

6. Fatigue or loss of energy nearly every day

7. Feelings of worthlessness or excessive or inappropriate guilt (which may be delusional)
nearly every day (not merely self-reproach or guilt about being sick)

8. Diminished ability to think or concentrate or indecisiveness, nearly every day

9. Recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation without a
specific plan, or a suicide attempt or a specific plan for committing suicide
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TasLE 8. DSM-III-R Diagnostic Criteria for Bipolar Disorder

A. Current (or most recent) episode involves the full symptomatic picture of both Manic and
Major Depressive Episodes (except for the duration requirements of 2 weeks for depres-
sive symptoms), intermixed or rapidly alternating every few days.

B. Prominent depressive symptoms lasting at least a full day.

intervention rather than “talking therapy.” In fact, Cognitive Therapy
works well even with clients who are quite severely depressed, and it has
been found to be at least as “powerful” as the other treatment options (see
Simon & Fleming, 1985, for a recent review of research on the effectiveness
of Cognitive Therapy). At the time of his initial evaluation, Frank clearly
met the diagnostic criteria for Major Depression. He reported a constant
depressed mood and appeared quite depressed; he reported that he no
longer felt any interest in or enjoyment from his usual activities; he had a
constant problem with waking in the early morning hours and being un-
able to get back to sleep; he reported chronic fatigue; and he felt totally
worthless.

Bipolar Disorder is perhaps more widely known by the older term,
Manic-Depressive Disorder. Many persons assume that this disorder is
characterized by a regular alternation between manic and depressive epi-
sodes but in actuality the essential feature of Bipolar Disorder is a history of
one or more manic episodes accompanied by one or more depressive epi-
sodes. From the diagnostic criteria shown in Table 8, it is clear that the
pattern of manic and depressive episodes can vary considerably from client
to client. The presence of manic episodes complicates treatment of de-
pressed clients who have a Bipolar Disorder. First, clients usually fail to
come in for therapy during manic episodes despite the degree of impair-
ment that can result from a manic episode. Second, no cognitive interven-
tions have been demonstrated to be effective in treating manic episodes.
Therefore, there is a consensus that Cognitive Therapy is an appropriate
treatment for depressive episodes in clients with Bipolar Disorder as long
as appropriate medication is used to control the manic episodes.

It is important to note that both Cyclothymic Disorder and Dysthymic
Disorder can co-occur with Bipolar Disorder or Major Depression. When a
sufficiently detailed history of the client’s symptoms is available, it is possi-
ble to diagnose both disorders by examining the pattern of symp-
tomatology over time. However, often a detailed history is not available,
and the Cyclothymic or Dysthymic Disorder is not apparent until the cli-
ent’s Major Depressive Episode has been at least partly treated.

Although the term masked depression is not a diagnostic label, it still is a
concept that the clinician needs to consider. When a client complains of
being “blue,” “down,” or “sad,” his or her depression is easy to recognize.
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However, individuals differ widely in the extent to which they are able to
recognize and express their emotions and in the extent to which they are
willing to acknowledge having psychological problems. Depressed indi-
viduals may seek help either without recognizing their depressed mood or
without being willing to admit that they are depressed. When this is the
case, they are likely to present “nonpsychological” symptoms such as
sleeping difficulty, eating problems, loss of appetite, loss of libido, or a lack
of motivation without mentioning feelings of sadness or depression. Often
if these individuals are asked directly about depressed mood, periods of
tearfulness, and so forth, it is possible to determine if they are indeed
depressed. In addition, the Beck Depression Inventory (see Chapter 2) can
be useful in determining the extent to which a client’s complaints corre-
spond to symptoms of depression. Obviously, when a client’s “medical”
complaints are symptoms of depression, effective treatment of the depres-
sion should alleviate the symptoms.

Conversely, a client’s depressed mood may reflect a “secondary de-
pression,” where the depressed mood is a response to some other medical
or psychiatric problem (Shaw, Vallis, & McCabe, 1985). Problems ranging
from cardiac surgery to agoraphobia can elicit a depressed mood or a full
depressive disorder as a reaction to either the actual impact the problem
has on the client’s life or the client’s expectations about the effects it will
have. Whether the depression is primary or secondary, cognitive therapy
techniques can be used for treatment of the depression. However, when
depression is a response to another psychiatric disorder, it may be more
appropriate for therapist and client to focus most of their efforts on treating
the primary disorder because the depression is likely to lift if the primary
disorder can be resolved.

Cognitive Therapy can also be applied to helping clients deal with
objectively tragic or saddening life problems. Many life situations cause
realistic sadness, frustration, or grief. For example, Holmes and Rahe
(1976) found the death of a loved one to typically be the most powerful
stressor that persons experience. DSM-III-R (p. 361) states that individuals
experiencing “uncomplicated bereavement” frequently suffer a full de-
pressive episode and may enter therapy for associated symptoms. Assess-
ment of the client who is responding to a life crisis does not differ from that
of any other client. The therapist must assess the degree to which the
client’s response is realistic as well as any distortions in the client’s thinking
that aggravate the situation. When dysfunctional beliefs and cognitive dis-
tortions do not disrupt the normal grieving process, support and reas-
surance from the therapist may be sufficient. However, when cognitions
about the loss intensify the grief or block the normal grieving process,
Cognitive Therapy can be quite useful.

Even when a client presents with classic symptoms of depression, it is
important for the therapist to be certain that depression is, in fact, the
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problem. A wide range of medical problems can contribute to depression
or produce symptoms that mimic depression. Therefore, if the client has
not had a complete physical exam in the past year, he or she should be
directed to get one early in treatment to rule out the possibility that a
medical disorder is involved. Obviously, treating a low thyroid level or
congestive heart failure with Cognitive Therapy or with any other psycho-
therapy will be ineffective and may even constitute malpractice.

As outlined in the Beck Depression Inventory, a wide variety of symp-
toms are associated with depression, including feelings of sadness and
depression, pessimism, and hopelessness, feelings of failure, dissatisfac-
tion with activities, guilt, dissatisfaction with self, self-criticism, suicidality,
tearfulness, irritation, loss of interest in others, difficulty making decisions,
dissatisfaction with appearance, lack of motivation, early-morning waking,
fatigue, loss of appetite, weight loss, overconcern with health, and de-
creased sexual desire. In addition to the distinction between the various
diagnostic categories, the therapist must also assess the pattern of de-
pressive symptomatology for a particular client.

Two individuals coming for treatment may have identical levels of
depression, but the particular constellation of symptoms on the BDI may
be very different. If both individuals have a score of 25 (out of 63), it would
indicate a moderate to severe clinical depression. However, for one indi-
vidual, the major manifestation of his or her depression might be interper-
sonal, whereas for the other the manifestations might be intrapersonal.
The individual whose symptom picture is primarily interpersonal might
have difficulty because of a loss of libido, loss of interest in other people,
and a general dissatisfaction and boredom with everything. The patient
whose symptom picture is primarily intrapersonal might have problems
with self-blame, guilt, self-criticism, disappointment, and self-hate. Both of
these patients might have other symptoms in common such as feelings of
hopelessness, with a corresponding risk of suicidality for both. Any
number of combinations of symptoms may occur and account for much
variability between one depressed client and the next. When the therapist
understands the client’s symptom pattern, interventions can be selected
that focus on the specific problem areas that are posing difficulties for the
client.

In addition to correct diagnosis and assessment of the pattern of de-
pressive symptomatology, the therapist must also determine whether the
client can be effectively treated with outpatient psychotherapy or whether
he or she should be hospitalized. This, of course, would depend upon the
client’s level of functioning, support system, and suicidality, among other
factors. Hospitalization is most commonly needed when the client is sui-
cidal and interventions within the session have not been sufficiently effec-
tive to alleviate the risk of a suicide attempt. This is discussed more fully in
Chapter 5.
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CONCEPTUALIZATION

The cognitive view is that depression is characterized by a “cognitive
triad” of a negative view of the self, a negative view of the world,* and a
negative view of the future (Beck, 1976; Beck et al., 1979). This cognitive
triad is manifested in the content of the individual’s “automatic thoughts,”
his or her immediate, involuntary, nonreflective cognitive response to a
situation. In Frank’s case, he made many negative statements that reflected
these automatic thoughts, such as “I'm not good enough,” “I've never
really been successful,” “I'll never get anywhere,” and “I'll fail,” and he
believed these statements implicitly. These views contributed to Frank’s
depressed mood, his low motivation for job hunting (“I'm not good
enough. I'll fail. Why bother?”), and to his pervasive sense of hopelessness
and dissatisfaction.

If Frank’s negative views had been accurate, his mood and his actions
would have been easy to understand. However, when the situation was
examined in detail, it turned out that Frank lost his job as part of a major
work force reduction resulting from a recession. Not only had the layoff
been based on seniority rather than on any lack on Frank’s part, but he
actually had received very positive evaluations on the job and had been
promoted regularly before the firm’s economic difficulties. Frank’s former
supervisor had a high opinion of his abilities and expressed confidence that
Frank would be able to get a good job and do well in it. By all accounts
(except Frank’s), his view of himself as a failure, his pessimistic outlook,
and his subsequent lack of motivation were completely unrealistic. How
could an intelligent, well-educated man develop such an unrealistically
negative view of himself?

The cognitive view argues that an individual’s schemas, beliefs, and
assumptions constantly and automatically shape his or her perceptions and
interpretations of events. In the course of growing up, Frank had been
taught, both explicitly and implicitly, that success was essential for one to
be worthwhile, to be liked, and to enjoy life. In addition, he had been
taught that the way to succeed was to set very high standards and to push
very hard in trying to meet those standards. Consequently, he viewed
most situations in terms of success and failure, had a lifelong pattern of
setting unrealistically high standards for himself, and tried to do things
perfectly. These beliefs and assumptions predisposed him to be unreasona-
bly self-critical and to react strongly to perceived failures.

Frank’s cognitive distortions intensified the impact of his dysfunc-
tional beliefs. He was particularly prone to the distortions of “dichotomous

*It is important to note that Beck uses the phrase negative view of the world to refer to the
depressed individual’s negative view of his or her personal experience, not a negative view of
the world in general.
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thinking” and “labeling”. For example he viewed success and failure in
absolute terms. As he saw it, anything that was not a complete success was
clearly a total failure, and if he failed at a task, then he was a failure.
Because being laid off, whatever the reason, was not success, then by
definition he was a failure. This view of himself had a broad impact. After
all, what prospective employer would choose to hire a failure? Frank’s view
was that even if he was able to fool someone into hiring him, it would lead
inevitably to disaster because he was a failure. Thus it was not surprising
that Frank was unable to motivate himself to actively apply for another job.
From his point of view, job hunting seemed futile at best and potentially
disastrous.

The combination of his unrealistically high standards for himself and
his dichotomous thinking about success and failure was particularly devas-
tating for Frank. Because his standards for judging his performance as
success were excessively severe, he was doomed to frequently fall short of
his standards. When the “failure” was relatively minor, Frank simply be-
came quite upset with himself and redoubled his efforts, but each time a
significant “failure” occurred Frank would begin to consider himself a com-
plete failure. He would then expect to fail at anything he tried and would
lapse into a depression. This pattern of cognitions had been responsible for
his history of recurrent episodes of depression in response to perceived
failures.

The third factor that completed the picture of Frank’s depression was
the impact his mood had on his cognition. As discussed in Chapter 1,
perception and evaluation of personally relevant events is negatively
biased during depression. Thus Frank showed a tendency to selectively
recall previous failures and shortcomings and to be biased toward in-
terpreting ambiguous situations negatively. Because both recall of sad
events and biased perception of events would tend to elicit a depressed
mood, the tendency of moods to bias cognition in a mood-congruent way
perpetuated and amplified Frank’s depressed mood.

These three factors set the stage for the “downward spiral of depres-
sion” (Figure 7). In Frank’s case, his schemas and basic assumptions about
failure and self-worth predisposed him to depressive reactions when con-
fronted by “failure.” When he was laid off, these beliefs about the signifi-
cance of failure were activated, and a stream of negative automatic
thoughts about himself, his situation, and his future prospects resulted.
Given his proclivity for dichotomous thinking, these negative thoughts
were quite extreme and seemed completely plausible to him. These nega-
tive thoughts then elicited a depressed mood that further biased Frank’s
perception and recall in a depression-congruent way. This resulted in his
selectively remembering past failures while overlooking experiences that
were inconsistent with his negative views. Thus his thoughts became in-
creasingly negative, his mood increasingly depressed, and so on. As a
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result, it was possible for Frank’s reaction to being laid off to spiral from
shock and disappointment to significant depression over a short period of
time.

A number of additional factors commonly tend to perpetuate depres-
sions once they occur. The depressed individual’s lack of motivation often
results in a decrease in activity that has several effects: The unoccupied
time provides additional opportunity for depressing ruminations, the de-
pressed individual may become concerned or self-critical over his or her
decreased productivity, and the individual has fewer experiences that he or
she might possibly enjoy or find worthwhile. Also, the changes in the
depressed individual’s behavior as well as his or her expressions of de-
pressed mood may affect interpersonal interactions in a way that is likely to
perpetuate the depression.

STRATEGIES FOR INTERVENTION

The cognitive conceptualization of depression in terms of the “down-
ward spiral of depression” suggests that it is important to break the depres-
sion-perpetuating cycle of negative automatic thoughts — depressed mood —
biased recall and perception in order to alleviate the depression. This cycle can
be broken at any point. Thus Frank’s therapist hypothesized that if Frank
could be induced to take a more balanced view of himself, his experiences,
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and his future prospects, or if his mood could be improved, or if the
biasing impact of his depressed mood on perception and recall could be
counteracted, the cycle that perpetuated his depression could be broken,
and his depression should subside. However it can be seen from Figure 7
that if Frank and his therapist accomplished only this without modifying
his dysfunctional beliefs, Frank would still be at risk for a relapse whenever
he experienced a setback or failure that could restart the downward spiral.
In order to achieve lasting results, it would be necessary to modify the
beliefs and assumptions that predisposed Frank to depression and to help
him plan effective ways to handle situations that might precipitate a
relapse.

The general strategy of first attempting to disrupt the cycles that per-
petuate the client’s depression and then attempting to modify the beliefs
and assumptions that predispose the individual to depression can be im-
plemented in many ways within the framework of “collaborative em-
piricism” outlined in Chapter 1. A wide variety of techniques for modifying
automatic thoughts, dysfunctional beliefs and assumptions, dysphoric
moods, and maladaptive behavior are available to the therapist. If it is
possible to develop a clear understanding of each client and use this as a
foundation for an individualized treatment plan, the therapist can inter-
vene more effectively than if he or she uses a “standard” approach to all
depressed clients.

COGNITIVE AND BEHAVIORAL TECHNIQUES

After working to establish a collaborative therapeutic relationship,
Cognitive Therapy for depression often begins either with behavioral inter-
ventions designed to improve the client’s mood or with cognitive interven-
tions focused on identifying and challenging dysfunctional automatic
thoughts. In Frank’s case, his depression was so intense that he was largely
inactive at home and was fairly unresponsive during the session. Frank'’s
answers to the therapist’s questions were slow and terse and he was not
able to participate actively in a collaborative approach to dealing with his
problems. This led the therapist to conclude that it would be quite useful to
focus initially on improving Frank’s mood in the hope that this would
increase his responsiveness to verbal interventions and his motivation to
take an active part in therapy. Despite Frank’s lethargy, it was possible to
use a guided discovery approach to analyzing the differences between
times when Frank’s depression was particularly intense and times when it
was less intense and to demonstrate that his level of activity had an impor-
tant impact on his mood. This made it possible to introduce Frank to
activity scheduling (Chapter 3) in a way that resulted in his being willing to
try it as a “homework assignment.”
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When Frank tried to intentionally be more active despite his depres-
sion, he quickly discovered that by simply increasing the number of things
that he did each day, he was able to improve his mood substantially. Al-
though this intervention did not eliminate Frank’s depression or his pro-
crastination, it resulted ini Frank’s being much more responsive and moti-
vated during sessions and provided him with clear evidence that he was
not helpless in the face of his depression. At this point, it was possible to
engage Frank more actively in collaboration and clarify his goals for
therapy. :

The productive targets for initial cognitive interventions can be se-
lected by paying special attention to the cognitive triad, the client’s nega-
tive views of self, world, and future. Just as symptoms differ, the relative
importance of issues relating to self, world, and future differ for each
client. By assessing the importance of each of the three factors, the thera-
pist can determine which of the three to emphasize in initial interventions.
In addition, another aspect of the early phase of therapy is to orient the
client to the cognitive view of depression and to establish a collaborative
relationship. This assessment of the roles of each aspect of the cognitive
triad in the client’s depression can be visualized in a way that can be used
to help the client have a better understanding of the focus of the therapy.

The cognitive triad can be pictured as an equilateral triangle. One can
draw a perpendicular line from each of the three sides (Figure 8), with the
degree of importance of a particular factor represented by the length of the
line such that the shorter the line, the greater the degree of importance of
that factor for the individual and the longer the line, the less important that
particular factor is. Thus, the intersection of the three lines will be closest to
the factor or factors that are most strongly represented in the client’s cogni-
tions. For example, a client who voices many statements reflecting low self-
esteem and a negative view of his or her experiences but who does not
emphasize a negative view of the future would be seen as having problems
primarily with negative views of self and world and would be represented
graphically by Pattern “A” in Figure 8. The client’s concerns would be
voiced by statements reflecting low self-esteem and negative views of
world and experience. When questioned about current hopelessness and
suicidality, this client might say, “Kill myself? Oh, No! Ill just continue to
live my poor, miserable life because I deserve to.” It must be remembered,
of course, that the representation of negative thoughts of the self, world,
and future can change at any time. Thus, the therapist should not be lulled
into complacency regarding the future suicidal potential of a client who is
not currently hopeless.

If the client’s concerns focus primarily on self and future, the ver-
balizations might include those reflecting low self-esteem and suicidal
thoughts, for example, “What good am I? I deserve to die. The world
seems to get along pretty well; it’s me that is at variance with the rest of the
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FiGure 8. Graphic representation of the relative importance of components of the cognitive
triad.

world.” In Frank’s case, by far the most important aspect of the cognitive
triad was his negative view of himself. He was preoccupied with the belief
that he was a complete failure, and to a lesser extent with the belief that he
was doomed to remain a failure. His view of the world was the least
distorted of the three aspects of the cognitive triad but was also the aspect
on which he focused the least. This is shown in Pattern “B” in Figure 8.

Finally, if the client’s concerns involve a negative view of the world
and the future (Pattern “C”), a view that is common among clients who
have Axis II diagnoses as well, the client’s verbalizations might include a
diatribe against the ills and evils of the world and a multitude of reasons as
to why the client is powerless to improve things. When asked about self-
esteem or personal contributions to their difficulty, this type of individual
will often go on in great detail about how he or she has tried and not
succeeded because of the world’s problems and present him or herself as
an innocent victim.

Interventions directed toward challenging negative automatic
thoughts typically play a major part in Cognitive Therapy with depressed
clients. In working with Frank, the therapist’s next goal was to demon-
strate the connection between automatic thoughts and mood to Frank and



94 II » CrinicaL Practice oF COGNITIVE THERAPY

to work to help him learn to challenge his negative automatic thoughts.
This was done by asking Frank to identify a point in the past when he had
experienced a noticeable increase in his depressed mood and then pin-
pointing the automatic thoughts that occurred in that situation as follows:

Therapist: Can you think of a particular point in the past week when you became notice-
ably more depressed? A time when your mood took a turn for the worse?

Client: Um . . . I guess I got pretty depressed Thursday morning.

Therapist: What was the situation at the time when your mood shifted?

Client: Let me think. . . . The mail had just come, and I was sitting on the couch flipping
through it.
Therapist: Do you remember what thoughts were running through your mind as you sat

there flipping through the mail?

Client: No, I don’t think anything was on my mind.

Therapist: Let’s try something that should make it easier to remember whatever you
might have been thinking. What I'm going to ask you to do is imagine that situation over
again as realistically as you can. People often find that that makes it easier to remember
the details. How does that sound?

Client: Ok.
Therapist: So settle back in a comfortable position, close your eyes to shut out distractions,
and let yourself relax. . . . Now I'd like you to imagine being back in that situation as

realistically as you can. It's Thursday morning, the mail has just come, and you’re flip-
ping through it. Imagine the room just the way it was on Thursday, the mail in your
hands, the whole situation. . . . How do you feel as you imagine that?

Client: I'm starting to feel depressed like I did then.
Therapist: What thoughts are running through your head?
Client: I'm thinking about the bills.

Therapist: What I'd like you to do is try to quote the thoughts as much as possible in the
same words as when they ran through your head because sometimes the wording can
make a big difference.

Client: “Look at all these bills! I'll never be able to pay them off. How’s Jack ever going to
go to college?”

Therapist: Ok. Stop imagining and open your eyes. Do you think those thoughts might
have something to do with your getting more depressed right then?

The therapist was then able to explain the cognitive view of the impact
of automatic thoughts on mood using Frank’s reactions to illustrate his
points. He was then able to introduce the idea of challenging negative
automatic thoughts as follows:

Therapist: When you went ahead and opened the mail, how did it turn out?
Client: Well, they weren't all bills, and it wasn’t as bad as I expected.
Therapist: Are you going to be able to pay them off?

Client: Yeah. I'm getting unemployment, and my wife works part time so we haven’t had
to dip into our savings yet.

Therapist: How do you think you would have felt if instead of thinking “I'll never be able
to pay them off,” you'd been thinking “These damn bills are a pain It’s a good thing I've
got unemployment and some money in the bank”?
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Client: I'd probably have felt better.
Therapist: Which would have been closer to the truth?
Client:  That they're a pain.

After discussing the merits of looking critically at automatic thoughts and
“talking back” to the ones that are exaggerated or distorted, the therapist
was able to demonstrate the use of the Dysfunctional Thought Record
(Chapter 2) by showing Frank how the therapist had recorded Frank’s
thoughts on a DTR sheet. Frank’s next homework assignment was to use
the DTR to record his automatic thoughts at times when his mood wors-
ened and to begin reading Feeling Good (Burns, 1980) in addition to main-
taining his increased activity level.

One of the most frequently used strategies in Cognitive Therapy is
that of developing adaptive responses to dysfunctional thoughts (see
Chapter 3). In Frank’s case, negative thoughts relating to his self-worth,
judgments of his performance, and the futility of trying to find another job
frequently occurred at the times when he became more depressed. Most of
Frank’s negative thoughts were not actually true (as is the case with most
depressives), and therefore could be challenged with specific disconfirm-
ing evidence from his life. By correcting exaggerations and distortions in
his automatic thoughts, Frank was able to improve his mood considerably.
However, as Frank examined his automatic thoughts, he discovered some
of them to be “true, but not useful.” For example, Frank experienced peri-
ods during which he ruminated over the possibility that his savings might
eventually be exhausted. Although such an eventuality was possible and
would have posed a serious problem were it to occur, Frank’s periods of
ruminating about this were very depressing to him and did nothing to
forestall the problem. Dysfunctional thoughts of this type can be handled
adaptively by the client’s learning to control the occurrence of these
thoughts through techniques such as “thought stopping” and “scheduling
worries,” through replacing them with more adaptive thoughts, or through
developing effective plans for preventing or handling the anticipated prob-
lem. In Frank’s case, he found that when he took active steps to find a new
job, these worries subsided.

Often the automatic thoughts or themes among automatic thoughts
that come up most frequently are the most important to address. Frank’s
conviction that he was “a complete failure” was a recurrent theme among
the thoughts that he recorded on the DTR and thus was selected as the
next target for intervention. This view of himself probably could have been
addressed in the abstract through a philosophical analysis; however, it was
simpler and more powerful for the therapist to guide Frank to examine the
evidence bearing on the question of whether Frank was indeed a complete
failure. The therapist discovered that Frank had been laid off, purely on the
basis of seniority, in a work force reduction after years of being one of the
better salesmen at his firm and of providing well for his family. Once this
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evidence had been made explicit, Frank no longer accepted the view that
he was “a complete failure” and instead endorsed the view that he had
failed at some things and succeeded at others.

The discussion of success and failure highlighted Frank’s long-stand-
ing tendency to set unrealistically high standards for himself and the nega-
tive consequences this had for him. The therapist chose to intervene here
by examining the pros and cons of holding very high standards for oneself.
Frank initially expressed a strong conviction that it was necessary to do his
work perfectly in order to be successful, but as he and his therapist consid-
ered the available evidence, he quickly realized that this approach resulted
in considerable stress and pressure, resulted in his often becoming preoc-
cupied with trivial imperfections in his work, and resulted in his interpret-
ing performance with which his superiors were quite pleased as being
inadequate. In addition to continuing to use DTRs, he agreed to try a
behavioral experiment (Chapter 3) of doing a “good but not perfect” job on
several household tasks in order to test whether setting more moderate
standards for himself was actually a good idea.

Noncompliance with homework assignments can be very useful in
identifying important issues that have not yet been addressed. It was at
this point in therapy that Frank suddenly found himself unable to get
around to doing the homework despite having been quite reliable about
doing it previously. At the same time, he began experiencing upsetting
visual images and disturbing dreams of himself ending up as a vagrant.
When he and his therapist examined the thoughts that occurred when he
tried to do his homework and when the images occurred, they uncovered
an intense fear that if Frank relaxed his perfectionism at all, the conse-
quences would be disastrous. Once the fear was identified, Frank and his
therapist were able to challenge it successfully, and Frank’s work on reduc-
ing his perfectionism then proceeded without a hitch.

At this point in therapy, Frank’s depression had subsided to non-
clinical levels and he had begun active job hunting. When the client’s goals
for therapy have been attained and he or she is free of depression, it may
seem that the time for termination has arrived. However, if therapy is
stopped before identifying and challenging the client’s dysfunctional as-
sumptions and preparing him or her to handle future setbacks, he or she
will continue to have a predisposition toward depression. The middle stage
of Frank’s therapy began with identifying the basic assumptions that pre-
disposed him to depression by looking for patterns among the automatic
thoughts collected thus far in therapy and use of the “downward arrow”
technique (Chapter 2). Once the assumptions were identified, it was possi-
ble to help Frank to look at them critically, to work to develop more adap-
tive alternative beliefs, and to test them through behavioral experiments
(Chapter 3). For example, one of Frank’s basic assumptions that had been
uncovered in examining his difficulty through the antiperfectionism home-
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work assignments was the idea that in order to succeed he must constantly
set very high standards for himself and work as hard as possible or, in his
own words, “If I quit pushing I might end up there [as a vagrant on a
streetcorner].” When asked whether he had any evidence that would sup-
port this view Frank pointed to his poor performance when depressed.
However, the therapist was able to remind Frank that they knew from
previous sessions that he did not lower his standards for himself or quit
trying to force himself to work hard when he was depressed; the problem
was that when he was depressed this approach to motivating himself was
ineffective. In fact, the approach to self-motivation that had proven effec-
tive in overcoming his inactivity and procrastination included setting mod-
erate, clearly manageable goals rather than high standards for himself and
focusing on what he hoped to accomplish through the activity rather than
pushing himself or dwelling on the bad consequences that would occur if
he did not act. After reviewing his experiences in several other situations,
it was clear to Frank that the available evidence was incompatible with his
initial assumption.

Although this review of the evidence did not completely eliminate his
belief in the assumption that a more positive, less pressured approach to
work would lead to disaster, it prepared Frank to test the assumption
through a “behavioral experiment” in which he tried his new approach to
self-motivation with job hunting tasks and compared the results with the
results he had achieved by setting high standards and putting a lot of
pressure on himself. He was surprised to discover that the new approach
not only was much more pleasant but also resulted in his completing more
applications and being able to present himself more confidently in inter-
views. After this experience, he no longer accepted his former assumption
that it was necessary to set high standards for himself and constantly push
himself.

Work on relapse prevention generally focuses on clearly identifying
situations that would be likely to present a risk of relapse and pinpointing
early warning signs of relapse. The next step is to develop plans for coping
with those situations should they arise. With Frank, it was already clear
that work-related “failures” were the primary situation in which there
would be a risk of another depression. From a review of Frank’s response to
earlier work-related setbacks, he and his therapist learned that a consistent
early sign that he was starting down the path to depression was when he
began to feel increasingly pressured and to focus solely on work. Knowing
this, he and his therapist were able to formulate a plan for handling set-
backs that included intentionally resisting his tendency to withdraw and
become inactive, using adaptive self-statements (such as “Failing at one
task doesn’t make me a failure in general” and “The thing to do is to plan
ahead rather than dwelling on this setback”), taking active steps to deal
with the situation, rereading the portions of Feeling Good (Burns, 1980) that
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he had found particularly useful, and returning to therapy for a “booster
session” if necessary.

Particular attention was paid to Frank’s expectations regarding future
problems. Initially he expected never to feel depressed again and was at
risk for reacting to a future period of sadness or depression with thoughts
like, “Oh my God, I'm depressed again! Cognitive Therapy didn’t work, it
really is hopeless.” Obviously, these unrealistically optimistic expectations
regarding the long-term effects of therapy might be encouraging initially
but could predispose him to relapse when he encountered future prob-
lems. His adoption of the more realistic view that Cognitive Therapy had
equipped him with the skills he needed to cope effectively with depression
and to prevent depressed moods from becoming major problems de-
creased the risk of his overreacting to future setbacks and should decrease
the risk of relapse.

The final stage of therapy is termination. It is usually a collaborative
process during which therapy sessions are gradually scheduled less fre-
quently so that therapist and client have an opportunity to see whether the
gains achieved in therapy persist without frequent intervention by the
therapist. In Frank’s case, termination was more abrupt than usual because
soon after he and his therapist began discussing termination he began a
new job some distance away and was unable to come in for therapy at the
times when the therapist could be available. Therefore it was necessary to
handle the final steps of work on relapse prevention and termination by
telephone. At the close of therapy, Frank had been completely free of
depression for 3 weeks, had been able to actively pursue job hunting
without procrastination, had resumed his normal family and social ac-
tivities, had begun a new job about which he was enthusiastic, and was
experiencing substantially less stress and pressure than he had previously
experienced when starting other jobs. Because termination had been more
abrupt than usual, there had not been an opportunity to observe how
Frank coped with a significant setback or failure, but he had a clear plan for
handling failures adaptively, was confident that he would be able to do so,
and was comfortable with the idea of returning for a booster session if
necessary.

CONCLUSION

Because Beck originally developed Cognitive Therapy specifically for
the treatment of depression, it is not surprising that the majority of out-
come studies of Cognitive Therapy have involved the treatment of depres-
sion. In controlled outcome studies, Cognitive Therapy has been found to
be an effective treatment for depression, to be at least as effective as treat-
ment with antidepressant medication and often to be superior, and possi-
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bly to have a lower dropout rate than treatment with antidepressant medi-
cation (Simon & Fleming, 1985). In almost all comparisons between Cog-
nitive Therapy and alternative treatment approaches, Cognitive Therapy
has been found to be at least as effective as the alternatives and often more

effective.

The cognitive approach to the treatment of depression is not only a
well-developed, well-validated approach to effectively treating an impor-
tant problem, it is also the “standard” Cognitive Therapy approach that
serves as a foundation for the cognitive approach to other, more complex
disorders. Thus a solid understanding of Cognitive Therapy of depression
is strongly recommended.



5

The Treatment of Suicidal Behavior

Cognitive Therapy with a suicidal client is quite different from therapy
with a depressed client who is not suicidal. Even the most experienced
therapist reacts with a surge of emotion when it becomes clear that a client
is seriously considering taking his or her own life. The suicidal client pres-
ents the therapist with a life and death crisis that demands an immediate
response and in which the possible consequences of ineffective interven-
tions are obvious. At the same time, Cognitive Therapy’s collaborative
approach can be difficult to implement when the client is seriously consid-
ering suicide and the therapist has the conflicting goal of keeping the client
alive. Finally, it can be difficult to use a guided discovery approach when
the client’s motivation for therapy is questionable and the therapist feels
realistic pressure to intervene quickly.

Given the pressure the therapist is under and the potential seriousness
of the situation, it is essential for the therapist to have a clear understand-
ing of suicidal thinking and behavior to guide effective intervention. A
large body of clinical lore regarding suicide has been developed over the
years (Freeman & White, 1989). Some of these beliefs are valid and useful,
whereas others are myths that can contribute to the therapist’s under-
estimating the risk of suicide, having difficulty in developing a concep-
tualization of the problem, and most serious of all, having difficulty in
developing and implementing effective treatment strategies. Some beliefs
about suicide that are common among clinicians include the following:

1. Suicide is a “cry for help.” It is certainly true that some clients threaten
suicide or make ostensible suicide attempts in an attempt to demonstrate
the magnitude of their distress and obtain the help they feel they need.
However, if this was generally the case, few clients would make potentially
lethal suicide attempts because one can hardly receive help after one is
dead. It is far more useful to view a suicide attempt as a statement that the
individual sees few or no other options left to effect a change in his or her
life. The strong relationship between hopelessness and suicide that has
been found in a number of studies suggests that suicidality is often an
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indication that the client has concluded that he or she is beyond help rather
than being a “cry for help.”

2. Suicide is hostility turned inward. The traditional psychodynamic con-
ceptualization of suicide is that the suicidal individual is so enraged and
furious at some significant other that he or she wishes to kill them. How-
ever, rather than turning the rage and murderous intent on the object of
the anger, the suicidal individual is forced, by virtue of socialization, to kill
himself or herself. Similarly, the traditional view of depression is that it also
results from hostility turned inwards. Little evidence has been found to
support either of these views. In fact, Beck initially developed his cognitive
view of depression after first unsuccessfully attempting to provide em-
pirical support for the psychodynamic view of depression by analyzing the
content of the dreams of depressed individuals (see Beck, 1976). He found
that the dreams of depressives were characterized more by themes of de-
feat and deprivation than by the expected indications of hostility turned
inwards.

3. Suicide risk can be determined from history and demographic charac-
teristics. Most clinicians are aware that suicide rates vary with sex, age,
social support, and other factors; and attempts have been made to use
factors such as these to develop criteria for estimating suicide risk (e.g.,
Patterson, Dohn, Bird, & Patterson, 1983). Although criteria based on these
factors can improve judgments about suicide risk made by relatively un-
sophisticated assessors (Patterson et al., 1983), this approach is of limited
utility when used on a case-by-case basis. These factors are relatively stable
over time, although suicide risk can fluctuate widely. Therefore, over-
reliance on these factors will lead to overestimation of suicide risk with
some clients and underestimation of suicide risk with others. For example,
all depressed males over 45 who are unmarried and socially isolated would
obtain a score on Patterson’s scale that would suggest that hospitalization
should be considered due to suicide risk. Conversely, many of the authors’
clients who have been at high risk for suicide or who have made suicide
attempts would not have been classified as high risk on the basis of back-
ground characteristics alone.

4. Clients are more likely to make suicide attempts as they get less depressed.
It is true that the client who is so severely depressed that he or she cannot
get out of bed is not likely to have the energy to plan and carry through a
suicide attempt. As this client becomes less depressed, he or she will have
more energy and may make a suicide attempt if his or her suicidality
persists while the depression lifts. The more typical depressed individual,
however, does not become more suicidal as his or her depression lifts;
instead he or she becomes increasingly hopeful and commensurately less
suicidal as problems are overcome.

5. The risk of suicide is higher at holiday times. The popular media have,
over the years, focused on holiday time as a time of increased depression
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and suicide. There is, in fact, no evidence that there is higher rate of
suicide, psychiatric hospitalization, or depression at the holiday seasons.
As a matter of fact, the suicide rate and rate of suicide attempts are higher
in the spring (Lester, 1983).

6. If you talk openly about the topic of suicide with clients, you might “put the
idea in their heads.” Novice therapists often fear that talking explicitly about
suicide may give the client an idea that he or she had not considered
previously. As a result, they are inclined to avoid talking about suicide in
order to avoid responsibility for any negative consequences. This fear
might make sense if clients were generally unaware of suicide. However,
the possibility of suicide is not a closely held secret. Any client who is even
remotely at risk for attempting suicide will have considered this option
long before the therapist raises the topic. Abundant clinical experience
shows that explicit discussions of suicide in therapy make it possible to
address the issues directly and therefore are much more likely to reduce
the risk of suicide than to increase it.

7. Talking about suicide decreases the risk. This belief is based on a
“hydraulic” model of psychological functioning that assumes that talking
about an impulse dissipates the energy. Thus talking about suicide would
automatically eliminate the need to act on the self-destructive impulse.
However, simply talking about an impulse does not necessarily make it
disappear. A discussion of suicide may decrease the risk of a suicide at-
tempt, increase the risk, or have no effect depending on the content of the
discussion and the client’s reaction to it. Thus simply discussing suicide is
not necessarily an effective intervention; it is also important to address the
client’s motivation for suicide and develop viable alternatives to suicide.

8. If the client was serious about suicide, he or she would not bring it up in
therapy. 1t certainly is natural to assume that a client who is serious about
suicide will not bring it up in therapy because the therapist is likely to
interfere. Thus it is possible to conclude that willingness to talk about
suicide shows that the client isn’t “really” serious. However, a high propor-
tion of persons who go on to commit suicide do, in fact, directly or indi-
rectly communicate their intent to significant others (Robins, Gassner,
Kayes, et al., 1959). However, evasiveness in talking about suicide does not
necessarily mean that the risk of suicide is low.

9. If someone is serious about suicide you cannot stop them. Although it is
true that even hospitalization cannot permanently prevent a person who is
determined to commit suicide from finding an opportunity to do so, this
does not mean that the therapist is helpless when confronted by a seriously
suicidal client. For one thing, episodes of serious suicidality tend to be time
limited; thus simply delaying a suicide attempt may allow time for the
immediate crisis to pass. The key to intervening effectively with a seriously
suicidal client is to challenge the client’s conclusion that suicide is the most
promising option he or she has rather than trying to make suicide impossi-
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ble. If the client who seriously intends to take his or her own life begins to
believe that he or she has better options than suicide, the situation will be
much easier to deal with.

10. Suicide “gestures” need not be taken seriously. Often, suicide attempts
are labeled as “gestures” when it appears to the clinician that the client’s
intent was not to die but rather to elicit some sort of reaction from signifi-
cant others. The individual who makes a suicide attempt and then immedi-
ately calls a hospital, who carefully times his or her attempt so as to be
discovered in time, or who “attempts suicide,” using a method that is
clearly nonlethal may well intend to achieve some desired effect rather
than intending to die. However, even if the client’s intent has been care-
fully assessed, there are two good reasons not to simply dismiss the act as a
“gesture.” First, a client can miscalculate and die even if this was not his or
her intent. Second, if the “gesture” does not achieve the desired response
from others and the therapist does not intervene effectively, the client may
progress to more and more extreme actions. The fact that a client’s last
suicide attempt was nonlethal does not guarantee that the next one will be
nonlethal as well.

11. Suicidal clients must immediately be started on medication. Many non-
medical therapists react to suicidality by immediately referring the client to
a psychiatrist for antidepressant medication to limit the suicidality. How-
ever, most antidepressant medications require from 1 to 3 weeks before
they have a substantial antidepressant effect. If a client is imminently sui-
cidal, the medication may well be too late, even though it might be useful
as a part of longer term treatment. Also, tricyclic antidepressants can be
quite lethal in overdose and may provide a convenient means for suicide.
Antidepressant medication can be useful, but it is neither necessary nor
sufficient in the treatment of suicidality.

12. Suicidal clients must be hospitalized. Related to the medication myth
is the notion that the suicidal client must be immediately hospitalized. It is
obvious that hospitalization will be required if the therapist is not able to
intervene effectively enough to eliminate the immediate danger to the cli-
ent. However, if hospitalization is the therapist’s primary response to sui-
cidality and other interventions are not tried first, clients will often be
hospitalized when less drastic interventions could have been effective.

ASSESSMENT

An immediate and complete clinical assessment of suicide risk is
important both as a part of the initial evaluation and whenever indications
of possible suicidality appear. Detecting early signs of increasing suicidality
can require considerable sensitivity to subtle distinctions in meaning on the
therapist’s part. For one client, the statement, “I would like to die,” may
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mean that he or she finds the idea of death attractive as an escape from his
or her problems but would not do anything to hasten his or her demise. For
another client, the same statement may indicate that he or she intends to
take active steps toward suicide or even has started implementing his or
her plan. The client who updates his or her will, begins wrapping up the
unfinished details of life, or begins giving away possessions may well be in
the process of implementing a suicide plan and merits an evaluation. Like-
wise, expressions of increasing hopelessness or vague comments such as
“If I'm still around next month, I'll. . . .” can be important warning signs.
If the clinician can recognize early indications of increasing suicidality, he
or she may be able to intervene before a crisis arises. However, even the
most sensitive clinician cannot assume that he or she understands the
significance of possible indications of suicidality without directly asking
the client about them and discussing his or her intentions. When in doubt,
assess.

In assessing suicidality, it is important for the clinician to obtain infor-
mation regarding the client’s thoughts about suicide, his or her intentions
regarding suicide, any plan that the client has formed, and relevant back-
ground information. The Scale of Suicidal Ideation (SSI; Beck, Kovacs,
& Weissman, 1979) provides a useful framework for assessing these
content areas. This measure is intended for use as a structured inter-
view with the clinician asking the necessary questions to obtain the infor-
mation sought by each item. Although it is possible to obtain a numerical
score on the SSI, the numerical scoring is used primarily for research pur-
poses. In clinical practice, the content of the client’s responses is more
useful than the numerical ratings. It seems obvious that the risk of suicide
increases when the client’s wish to die is stronger than his or her wish to
live, when he or she strongly wants to attempt suicide, when he or she
sees no significant deterrents to suicide, has developed a potentially effec-
tive plan for suicide, and has made the necessary preparations. Also a
history of previous “serious” suicide attempts increases the risk of another
serious attempt. Note that the SSI simultaneously assesses the client’s
suicidality at the time of the interview, as well as the client’s perception of
how he or she might have responded to the same questions at a time of
greater crisis. It is important to assess both of these points in time because
the client who is feeling somewhat better at the time of the assessment may
become substantially more suicidal if his or her mood deteriorates again.

It is important to distinguish clearly between thoughts of suicide, sui-
cidal intent, and lethality of method in assessing suicidality because the
three can be quite independent of each other. For example:

A young woman presented for therapy tearfully saying “Help me, I'm sui-
cidal.” A careful assessment revealed that she experienced nearly constant
thoughts of suicide but found these thoughts distressing and repugnant rather than
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appealing. She did not wish to die and in fact was terrified that she would attempt
suicide despite not wanting to do so.

Despite her conviction that she was suicidal, this young woman actually
suffered from obsessions regarding suicide and was not at all suicidal (for
further discussion of obsessions see Chapter 6).

Use of a nonlethal method in a suicide attempt can create the impres-
sion that the attempt was “manipulative” and not serious, but it is impor-
tant to assess the client’s intent rather than jumping to conclusions:

A young woman despondent over a lost love made all the plans to die of
asphyxiation. She closed the kitchen window tightly and stuffed kitchen towels
around the door to make it airtight. She then turned on the oven and put her head
in the oven so that she could breathe deeply of the gas. Her oven, however, was
electric and all she did was singe her hair. Her intent was most serious, although
her problem solving and impulse control were flawed.

Because her intent was very serious even though her method was not
lethal, without effective intervention, this client might well have learned
from her experience and have chosen a more lethal method for her next
attempt.

Similarly, an action that is intended as a suicide gesture rather than
being taken with the intention of dying can still be fatal if the client miscal-
culates. For example:

Gina, a 17-year-old who had a history of chronic conflict with her mother, took
an overdose in the hopes of making the extent of her distress clear to family and
caregivers with no intent of dying. She chose Tylenol for her overdose, believing it
to be harmless but nearly died from severe liver damage.

It is important to take “manipulative” suicide attempts seriously, not only
because they can prove fatal despite the client’s intentions but also because
there is no guarantee that “serious” attempts will not follow. Some months
after her near death, Gina took another Tylenol overdose knowing full well
that it was potentially lethal and intending to die.

An evaluation of the client’s overall level of depression can provide
information useful in assessing suicidality. If the Beck Depression Invento-
ry is used, the clinician can measure overall level of depression, while also
getting a sense of the specific symptoms of depression by looking at specif-
ic items endorsed by the client. The client’s responses to Items 2 (hope-
lessness) and 9 (suicidality) are of particular value.

It is also important to assess the client’s level of hopelessness. This
often can be done simply by asking the client directly how much hope he
or she has that his or her problems will be overcome. Also, the Hope-
lessness Scale (HS) has proven to be a useful measure of hopeless-
ness and to be strongly related to suicidality (Beck, Kovacs, &
Weissman, 1975).
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A number of historical points are worth considering in assessing the
potentially suicidal client: (1) Is there a history of suicide attempts? (2)
When was the last attempt? (3) What have been the circumstances of pre-
vious attempts? (4) Is there a family history of suicide or suicide attempts?
The maxim, “The best predictor of future behavior is past behavior,” is
important to remember in working with clients with a history of previous
suicide attempts. The risk of a suicide attempt increases as the client’s
current life situation becomes more similar to situations in which he or she
has made previous attempts.

CONCEPTUALIZATION

It is often assumed that suicide is directly linked to depression because
the vast majority of persons who attempt suicide or commit suicide show
signs of depression. However, recent research has made it increasingly
clear that the major precipitant of suicide is hopelessness (Beck, Steer,
Kovacs, & Garrison, 1985). In fact, when the relationship between hope-
lessness and suicide is taken into account, no relationship between depres-
sion and suicide remains. The apparent relationship between depression
and suicide is due primarily to the high incidence of hopelessness among
depressed individuals.

The finding of a strong association between suicide and hopelessness
makes suicide quite understandable. If a person is suffering but has the
strong hope that tomorrow things will improve, the suffering becomes
more tolerable. However, when an individual believes that he or she has
no more options left and that he or she faces a choice between interminable
misery and a quick death, death may appear to be a welcome relief. For
example:

Kathy, a divorced mother of one, arrived in her therapist’s office in tears with-
out an appointment. She told the receptionist that she would wait as long as
necessary but that she had to see her therapist; she couldn’t go home. When her
therapist met with her, Kathy revealed that she was sure that if she had gone home
she would have started her car in a closed garage and have committed suicide
through carbon monoxide inhalation.

As Kathy saw it, problems at work had gotten so bad that “I can’t go back!”,
but without a job she would be unable to provide for herself and her son. She had
not thought carefully about what would happen if she quit her job but was con-
vinced that it would be so intolerable that death would be preferable. She was
certain that there was no way to resolve her dilemma and that suicide was the only
viable option open to her.

By far the majority of suicidal individuals hold the belief that there is
no hope of things improving and therefore no longer any reason for con-
tinuing life. They see suicide as the only way of obtaining relief from
intolerable misery. Although suicide is an option for any person, the major-
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ity of individuals never exercise this option because they see more promis-
ing ways of dealing with their problems. Suicide is at the bottom of most
people’s list of options and only becomes an issue as the individual ex-
hausts other options and gets closer to the bottom of his or her list. When
any individual feels that he or she has no further options, suicide is likely
unless the individual is inhibited by powerful deterrents such as religious
beliefs, concern about the effects that suicide would have on family mem-
bers, or fear of death.

Hopelessness is not the only factor that can lead to suicidality. Some
individuals who are intensely angry but who are unskilled at handling
anger think of suicide as a way of punishing the source of their anger. For
example:

Mary, a 32-year-old mother of two, came into therapy one day talking of suicide
but appearing more angry than depressed. When asked if any event had precipi-
tated her thoughts of suicide, she described a series of slights by her husband and
her in-laws. When asked what suicide would accomplish, she talked of how her
family would finally realize how badly they had mistreated her and would be
overcome with guilt and regret.

This type of suicidality does bear some resemblance to the traditional view
that suicide is hostility turned inwards. However, this type of motivation
for suicide is much less common than hopelessness, and, in actuality,
hopelessness plays a role here as well. The session with Mary made it clear
that she saw no other way to vent her anger with her family or to induce
them to treat her better in the future. If she had seen viable alternatives to
suicide, she would not have seriously considered suicide.

Another type of motivation for suicide might be termed the histrionic
suicide. This is a suicide attempt that is motivated primarily by a desire for
stimulation, excitement, or attention. Some individuals crave activity and
excitement and when feeling anxious, nervous, “itchy,” or bored, they seek
out “exciting” activities such as consuming drugs or alcohol in quantity,
speeding in cars or motorcycles, engaging in high-risk sports such as sky
diving, or deliberately entering dangerous situations. These acts are often
interpreted by therapists as quasi-suicidal because they risk physical injury
or loss of life. Sometimes the suicidal elements of these actions are more
blatant as in the following example:

Jack was a 27-year-old male who reported that when feeling itchy or nervous he
had only two ways of coping with these feelings. One option was to drive his car at
great speeds, often exceeding 100 m.p.h. His second strategy was to drive along
back roads to small highway bridges over streams or creeks and then to jump from
the bridges. Either alternative was usually exciting enough to take the edge off of
his nervousness, and he was never injured. However, an auto accident or an
unexpected rock in the stream could easily have been lethal.
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Histrionic attempts may appear flamboyant or manipulative, and the client
may have little or no intention of dying. However, even when manipula-
tion and attention seeking are the major elements, the possibility of a
histrionic attempt being lethal exists, and the self-destructive potential of
these actions still needs to be taken seriously.

A final group of individuals attempts suicide as a direct result of com-
mand hallucinations, that is, voices from within that command the indi-
vidual to commit suicide. The voices are usually experienced as quite com-
pelling, and rather than expressing a desire to die, the client feels that he or
she must obey the voices. No cognitive theory of psychosis or psychotic
symptomatology has been developed to date, so there is no clear concep-
tualization to guide interventions with these clients. Despite this, some
cognitive techniques can prove useful in combination with appropriate
medication.

STRATEGIES FOR INTERVENTION

With all suicidal clients, it is imperative to take whatever steps are
needed to prevent a suicide attempt. However, it is often possible to inter-
vene effectively enough within a single session to make hospitalization
unnecessary. If initial interventions are effective, it may be possible to
continue working with the client on an outpatient basis and to take precau-
tions that are sufficient but less disruptive of therapy.

The approach to assessing suicidality discussed provides a good foun-
dation for intervention with suicidal clients. An important first step is to
identify the client’s motivation for suicide. It is then necessary to help him
or her consider whether suicide is a promising method for attaining his or
her goals. This is done by directing the client to consider whether there are
disadvantages to suicide that outweigh its perceived advantages, and
whether there are better alternatives for attaining his or her goals. When
the client becomes a willing participant in a serious discussion regarding
whether suicide is in his or her interest, it is possible for the therapist to
challenge the distortions and misconceptions that have led the client to
conclude that suicide is his or her best (or only) option. This straightfor-
ward approach results in the therapist and client discovering that suicide is
not the most promising approach to the client’s problems, and it is usually
possible to persuade the client to make a firm commitment to refrain from
suicide at least long enough to explore the other alternatives.

If it is possible to reach the point where the client makes a believable
commitment to refrain from suicide attempts while the therapist and client
try other approaches to overcoming the client’s problems, the therapist and
client can then take steps to minimize the risks of a suicide attempt should
a crisis arise and begin working on the client’s problems using the usual
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Cognitive Therapy approach. If the client will not make a believable com-
mitment to refrain from suicide, is not willing to take steps to dismantle his
or her suicide plan, or if the client makes it clear that he or she is still
planning to attempt suicide, the therapist must take decisive action. The
options at that point include voluntary or involuntary hospitalization and
contacting the client’s significant others to involve them in intervention. It
is the therapist’s responsibility to do all that is within his or her power to
minimize the risk of suicide.

When hospitalization proves necessary, the therapist may face several
problems as a result. First, hospitalization can be difficult to arrange if the
client is not willing to agree to a voluntary admission. In most states, if it
cannot be clearly demonstrated that the client is an imminent danger to
him- or herself or to others, the client cannot be hospitalized involuntarily.
Nonmedical therapists who are not able to hospitalize clients themselves
are sometimes frustrated by having clients whom they see as being in need
of involuntary hospitalization being refused admission because the admit-
ting physician does not agree with their assessment. Also, clients who
wish to leave the hospital can often manage to be discharged within a few
days simply by acting as if they are no longer suicidal. Furthermore, being
hospitalized has a number of effects on the suicidal client, some positive,
some negative. Among the potentially positive effects are the following: (1)
it will place the seriously suicidal client in a generally safe environment
where he or she can be closely observed (although clients can, and do,
make suicide attempts in hospitals). (2) Placing a client in the hospital
allows the outpatient therapist to share responsibility for the client’s sur-
vival with other professionals. (3) The client in the hospital can be sta-
bilized on medication more easily. (4) The client in the hospital may be
taken out of an overwhelmingly stressful home, job, or general life situa-
tion. Some of the potentially negative effects are (1) The client in the hospi-
tal is often removed from family and other available support systems. (2)
The client may be stigmatized by a psychiatric hospitalization. (3) The
client may be upset with the therapist over involuntary hospitalization
(although, of course, it is better to have an upset client than a dead one). (4)
The therapist may have difficulty continuing his or her work with the client
unless the admitting physician is cooperative. The therapist needs to care-
fully consider the setting that the client will be placed in, the long-term
effect of the hospitalization, and his or her responsibility to the client and
the client’s family. Adverse reactions can be minimized by obtaining the
client’s consent when possible and by pointing out the ways that the thera-
pist’s actions are in the client’s best interest. However, these strong actions
risk offending some clients to the point that they will terminate therapy.
This should not deter the therapist from taking necessary action. After all,
a live client will have the opportunity to see another therapist; a client’s
suicide eliminates the possibility of further therapy in a most tragic
manner.
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The question of whether to involve a suicidal client’s significant others
in intervention raises difficult questions that must be decided on a case-by-
case basis. Although the legal aspects of this situation may vary somewhat
from state to state, confidentiality does not preclude sharing of information
if the client presents a danger to himself or others and the therapist is not
able to intervene in such a way that the danger is eliminated. In fact, the
therapist is likely to discover that he or she is legally obligated to notify
significant others rather than simply notifying authorities if a substantial
danger to self or others persists.

No matter how effective the initial interventions with a potentially
suicidal client may appear, the therapist cannot rely on a single session of
intervention. It is essential for the therapist to reassess the client’s sui-
cidality following the interventions, to develop a plan of action that the
client is willing to commit herself or herself to, to take steps to minimize
the possibility of an impulsive suicide attempt, to arrange timely follow-up,
and to periodically reassess suicidality until it is clear that the crisis has
passed.

COGNITIVE AND BEHAVIORAL TECHNIQUES

It is important for the therapist not to overlook the therapist—client
relationship in his or her hurry to respond quickly to a client’s suicidality.
Assessment and intervention will proceed most smoothly if the therapist is
perceived as an individual who can be trusted, who is supportive, re-
sourceful, and available, and who is allied with the client. The therapist’s
openness and lack of self-consciousness in asking directly about the client’s
thoughts of suicide and in utilizing the data from relevant measures, from
the client’s history, and from clinical observation can serve to build confi-
dence in the therapist and put the client at ease. One client reported, after
the initial crisis intervention interview, “I really felt uncomfortable when
you asked all those questions. But you touched on all the thoughts I was
having but that I was afraid to say, thinking that you would think that [ was
crazy for having those thoughts. When you asked me those questions so
directly, I knew that you must of asked them before and that maybe I
wasn'’t so crazy, just really upset.”

Initially, the suicidal client and his or her therapist are likely to have
conflicting goals in mind because the client is at least considering suicide
and the therapist’s primary goal is to keep the client alive. This obviously
makes it difficult to use a collaborative approach unless therapist and client
can identify a goal toward which both are willing to work. Often the goal of
trying to determine whether suicide is a good idea or not is a good starting
place. For example:

It sounds like you're pretty certain that suicide’s the best option you have in
this situation. This is something which I think is important to take seriously. With
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most decisions, people have the option of changing their minds if it turns out that
they’ve made a poor choice but with suicide you don’t get to try something else if it
turns out that you weren’t thinking clearly. Would you be willing to take a look at
whether suicide is really the best option you have?

With this rationale, it is usually possible to take a collaborative approach
with even seriously suicidal clients.

The therapist is then in a position to clarify the client’s motivation for
suicide and his or her expectations regarding the likely consequences of
suicide. The full range of interventions that are used in looking critically at
automatic thoughts can be used in looking critically at the client’s views
regarding suicide. Whatever the motivation for suicide, it can be quite
valuable to help the client to look carefully at the evidence supporting his
or her conclusion that suicide is necessary and will accomplish the desired
ends, as well as looking at the alternatives to suicide.

Intervening with the Hopeless Suicidal Client

When hopelessness is a significant part of the client’s motivation for
suicide, it is important to help the client verbalize his or her hopelessness
and then to look critically at his or her conviction that the situation is
hopeless. What evidence convinces the client that the situation is hopeless?
Will the hopeless situation last forever? Is it unchangeable? Might there be
options for dealing with his or her problems that the client has overlooked?
When clients are helped to examine their situation, they are often able to
see the distortions in their logic and discover that the situation is not nearly
as hopeless as it appeared. For example:

When Kathy, the divorced mother of one, mentioned before, first described her
dilemma to her therapist, she was convinced that because she felt she couldn’t
return to her job but couldn’t support herself and her son without a job, the
situation was truly hopeless. However, when she and her therapist carefully exam-
ined the situation in detail, it became clear that Kathy and her son would not perish
immediately if she quit her job. Actually she had a number of alternatives: She
could live off her savings for a few months and look for a new job; her parents
would help her out financially if she really needed it; and if all else failed, she could
go on welfare.

Once it was clear that the situation was difficult rather than hopeless, her
suicidality subsided, and her mood improved considerably. Such other
assumptions as, “They’ll be better off without me,” “Nobody will miss
me,” or “I'd be better off dead” can often be handled in a similar way.

In addition to questioning what would be accomplished by suicide, it
is important for the therapist to work to identify significant reasons not to
commit suicide. It is obvious that one of the major drawbacks to suicide is
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that the individual forfeits the rest of his or her life. However, this is seen
as a good reason to refrain from suicide only if the individual has a signifi-
cant amount of hope that life can be worth living. With hopeless indi-
viduals in particular, it is important to identify reasons to refrain from
suicide that do not rely on hope for the future. These deterrents to suicide
may include the likely effects of the client’s suicide on family and friends,
religious prohibitions regarding suicide, fear of surviving an attempt but
being seriously injured, concern about what others will think, and so on. It
is usually necessary for the therapist to take an active role in generating
possible deterrents, but this can be done most effectively if the therapist
works to engage the client in the process rather than simply listing the
reasons he or she sees for the client not to commit suicide.

Explicitly listing the advantages and disadvantages of suicide and sep-
arately listing the advantages and disadvantages of continuing to live can
be an effective way of integrating the results of these interventions. This
will have the additional benefit of providing the client with a concise sum-
mary of the conclusions reached during the session, to which he or she can
refer if suicide should again start to seem like a promising option. For
example, the thought, “I would be better off dead,” can have an enormous
impact as long as it is accepted without critical examination; and clients
may have difficulty challenging such thoughts on their own if they have
not been in treatment long. A concise summary of the major conclusions
reached in therapy can be quite useful to clients when suicidal thinking
reemerges between sessions.

In initial interventions with hopeless clients, it is not necessary for the
therapist to attempt to convince the client that all problems will be over-
come, that the alternatives to suicide will definitely be successful, or even
that suicide is always unacceptable as an option. All that is necessary is (1)
to raise sufficient doubt regarding the merits of suicide and (2) to identify
sufficiently promising alternatives to suicide so that (3) the client is willing
to make a commitment to refrain from suicide attempts while (4) the thera-
pist and client explore other options. It is important for the therapist to
accept the client’s skepticism and not to encourage unrealistically op-
timistic expectations that are likely to lead to sudden disappointment.
Reluctant clients are often more willing to agree to refrain from suicide for a
reasonable period of time if the therapist points out that by agreeing to this
approach the client is not giving up suicide as an option. For better or
worse, the client will always have the option of choosing to commit suicide
later should it ever turn out that suicide is the best option available to him
or her.

Cognitive Therapy generally emphasizes a guided discovery approach
rather than a more confrontational, disputational approach. However,
when the therapist is faced with a hopeless client who is not willing to
participate actively in the process described, it is important to actively
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dispute the client’s distortions and misconceptions and to present possible
alternatives to suicide even if this must be done with minimal participation
by the client. There are important advantages to involving the client in this
process as much as possible, but if guided discovery is not feasible, direct
disputation may prove effective. If it is effective, then the therapist should
be able to shift to a more collaborative approach as the client becomes more
willing to look at alternatives to suicide.

Once it is clear that suicide is not a promising option and that there are
important reasons not to commit suicide, the client may still see no viable
alternatives to suicide. It is also important for the therapist to help the
client to identify the possible alternatives. If the therapist only takes the
approach of trying to elicit options from the client, a rather limited list is
likely to be generated. If the therapist takes a brainstorming approach and
raises possibilities of his or her own and encourages the client to consider
options that at first glance seem absurd or unworkable, it is possible to
generate a much larger pool of possible alternatives to suicide to choose
from. Options that strike the client as unworkable may well prove to have
more potential than was immediately apparent or may suggest other, more
feasible options. '

Having explored the perceived advantages and disadvantages of sui-
cide as well as having identified alternatives to suicide, the stage is set for
the therapist and client to agree on a course of action and pursue it. An
important part of this agreement is the client’s making a believable commit-
ment to refrain from suicide for a reasonable period of time during which
therapist and client will work to overcome his or her problems. The agree-
ment should also include the client’s agreeing to call and talk with the
therapist (not just leaving a message) before actually doing anything to
harm him- or herself. Some therapists make a practice of having the client
sign a written contract containing these and other provisions, and doing so
would have an advantage with clients who take written agreements more
seriously than verbal agreements. However, the key element is the agree-
ment and the clinician’s judgment as to whether the client’s commitment is
genuine, rather than the contract per se. This point is emphasized by one
client’s response to the therapist’s suggestion that he sign a written con-
tract, “So what are you going to do if I kill myself, sue me?” The contract,
whether spoken or written, is not intended to be enforceable but is one
stage in a collaborative approach to dealing with suicidality.

The therapist and client should try to anticipate any situations that
would be likely to produce a sudden increase in suicidality and plan how
the client can best cope with them should they arise. An important early
intervention is to work with the client to dispose of any available means for
suicide that the client may have selected. This might include steps such as
asking an individual who collects guns and who had planned to shoot
himself to turn the guns over to the police, to place the guns in the custody
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of a reliable significant other, or even to bring them in to the therapist. The
purpose of such precautions is not to make suicide impossible to but de-
crease the risk of an impulsive suicide attempt by making the means of
suicide less accessible. It is best to design precautions so that it is possible
to confirm that the client has complied with them, because otherwise the
therapist may face some difficult decisions. For example:

One client reported that he had three handguns loaded and available to use in
a planned suicide attempt. After a rather lengthy discussion, he agreed to turn the
guns over to his brother who would keep them indefinitely. The client was asked to
call the therapist that evening to confirm that the guns had indeed been turned
over to his brother. Instead what the client reported was that he had changed his
mind and rather than turning the guns over to his brother, he had gone down to
the river, tossed the guns, in a paper bag, over the side and watched them sink
beneath the waves.

The therapist had no way of confirming whether the guns had actually
been disposed of or not and therefore had to decide whether the client’s
assertions were true on the basis of little or no data.

If the preceding interventions have been effective and hospitalization
is not needed, the recently suicidal client is likely to need closer follow-up
than most clients. It is not unusual for cognitive therapists to meet with a
client two or three times per week during times of crisis or to arrange
scheduled telephone contacts between sessions. It is important for the
therapist or a colleague to be accessible to handle crises as they arise even if
that means the client calls late at night or on weekends. If sufficient thera-
pist—client contact is scheduled throughout the week, emergency phone
calls should be held to a minimum.

With this foundation, Cognitive Therapy can then proceed much as it
would if the client had not been suicidal. It is usually best for therapist and
client to work first on issues that are related to the motivation for suicide,
which are important to the client, and on which there is a good chance of
making noticeable progress quickly. In addition, it is important for the
therapist to be alert to any indications of increasing suicidality and to
repeat these interventions if a setback or crisis should produce a renewed
risk of suicide.

Intervening with the Angry Suicidal Client

When suicidal impulses are a product of intense anger at oneself or
others and are motivated by a desire to punish oneself or others, it is clear
that the optimal solution is to help the client develop more adaptive ways
of handling intense anger. However, because it is likely to take consider-
ably more than a single session to accomplish this, it is important to deal
effectively with the immediate crisis first.
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Once it is clear to therapist and client that suicide would be an attempt
to punish oneself or others, therapist and client are in a good position to
consider whether suicide is likely to be the best option for doing so. This is
likely to include an examination of the client’s expectations about the con-
sequences of a suicide attempt, the degree to which he or she is certain that
suicide will have the desired impact, the deterrents to suicide, and alter-
native ways to accomplish the desired results. It is also important to ques-
tion whether the desired results are important enough to be worth the
client’s risking his or her life. The client may not have considered the fact
that suicide attempts that are not intended to be fatal can still be lethal.

If it is possible to identify alternatives to suicide that the client would
find emotionally satisfying and would be willing to try, these can be sub-
stituted for suicide as a way of “buying time” so that it is possible to work
to help the client develop more adaptive ways of handling anger. Even
alternatives that the therapist would not normally suggest are worth con-
sidering such as throwing a temper tantrum, writing a nasty letter to the
person who is the object of his or her anger, or marking his or her wrists
with a marking pen rather than slitting them. Although these are not very
appropriate ways of handling anger, they are much better than suicide.
Once the client has agreed to refrain from suicide a certain period of time, it
is important to proceed with agreeing on a treatment plan, dismantling any
preparations for suicide, and periodically monitoring suicidality, as
discussed.

Many clients who consider suicide out of anger rather than hope-
lessness manifest characteristics of Borderline Personality Disorder, and
the treatment ideas discussed in Chapter 8 may prove useful in working
with them even if the client does not completely meet the criteria for
Borderline Personality Disorder. In particular, the client is likely to have
problems with impulse control and the methods for increasing impulse
control discussed in Chapter 8 are likely to be helpful.

Intervening with the Histrionic Suicidal Client

As with the angry suicidal client, in working with the histrionic sui-
cidal client it is important to identify the functions that would be served by
a suicide attempt and to consider whether suicide is really a promising
means for accomplishing those ends. Whether the goal of a suicide attempt
is to reduce anxiety, to achieve a desired response from significant others,
or simply to obtain stimulation and excitement, the process of exploring
the pros and cons of a suicide attempt, the deterrents to suicide, and
alternatives to suicide that has been discussed can be quite useful.

In working with these clients, it is important for the therapist to be
aware of his or her reactions to them. On one hand, when the client’s talk
of suicide seems manipulative, particularly if there is a history of appar-
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ently manipulative suicide attempts, it is easy to conclude that he or she is
not “really” suicidal but is just being manipulative. One must remember
that if the client feels that his or her threats of suicide are not being taken
seriously, he or she may feel that it is necessary to take more extreme steps
in order to be taken seriously. On the other hand, histrionic clients can
sometimes be quite skilled at inducing others to come to their aid, and the
therapist can easily slip into trying to “rescue” the client rather than work-
ing to get the client to take an active part in therapy. To be effective, the
therapist needs to avoid both extremes. Additional suggestions for work-
ing with histrionic clients can be found in Chapter 9.

Intervening with Clients Experiencing Command Hallucinations

Intervention with clients who are suicidal due to command hallucina-
tions is quite different from intervening with other suicidal clients in that
the primary intervention is pharmacological, that is, the use of anti-
psychotic medication. Often, medication alone is effective in reducing or
eliminating command hallucinations, and cognitive interventions are di-
rected toward increasing the client’s compliance with the medication reg-
imen. In addition, it is possible to work cognitively to increase the client’s
ability to cope effectively with the voices once the medication has substan-
tially reduced their floridly psychotic symptoms.

The therapist working with clients having command hallucinations
needs to know the precise nature of the commands. Thus the client must
be questioned directly about the content and nature of the commands as
well as his or her ability to resist them. Once the nature of the commands is
understood, it is important to help the client examine whether obeying the
commands is a good idea. Individuals suffering from command hallucina-
tions usually have never stopped to consider what would be accomplished
by obeying the voices and and what would happen if they refused. By
raising this question the therapist can start to lay a foundation for the
client’s choosing not to obey the voices rather than feeling compelled to
obey. Sometimes, an approach as simple as “What evidence do you have as
to whether it is a good idea to obey the voices or not? Have they given you
good advice in the past?” can be quite effective in clearly establishing that
resisting the commands is a good policy.

Next, the therapist and client need to develop a plan for coping w1th
the command hallucinations. If the client has already discovered some
partially effective strategies such as staying active or keeping his or her
mind occupied, these can be incorporated into the plan. Clients often find
it useful to minimize the amount of unstructured time in their day, to
explicitly remind themselves that they do not have to do what the voices
say, and to remind themselves that the voices give poor advice. It also can
be useful to help the client “talk back” to the commands either through
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refusing directly, for example, “I don’t have to. I won’t, I won’t,  won’t,”
or through more sophisticated responses such as “I'm not going to. Suicide
is sinful, and it would hurt my family. And besides, if I can hold on till my
new job starts, money won't be so tight, and I'll be able to get my own
apartment again.” It can be particularly useful to have the client write a
summary of the most convincing arguments for resisting the voices and of
the most promising coping strategies to aid him or her in remembering the
plan for coping with the voices. It is also important to take steps to reduce
the risk of an impulsive suicide attempt as discussed.

If the client is chronically psychotic, then Cognitive Therapy is likely to
be of greatest value in increasing the client’s compliance with his or her
medication regimen and in helping the client deal more effectively with
problem situations that arise. If the psychotic symptoms are acute and
subside once the immediate crisis is over, then the usual cognitive ap-
proach to the client’s remaining problems should prove effective.

CONCLUSIONS

A seriously suicidal client presents even the most seasoned therapist
with a crisis situation in which he or she must respond quickly and effec-
tively while under considerable pressure. If it is possible to understand the
client’s motivation for suicide and then to help the client consider whether
suicide is really the best way to achieve his or her ends, this usually averts
the immediate crisis and provides an opportunity for therapist and client to
work on the more general life. It is important to remember, however, that
obtaining knowledge, mastering effective techniques, and gaining clinical
experience do not render one omnipotent or infallible.

Therapists often have considerable difficulty coping with the suicide of
one of their clients, in part due to the intensity of their own reactions and
in part because of the reactions of colleagues. Certainly, some degree of
self-examination as well as a wide range of emotional reactions on the
therapist’s part is both inevitable and healthy following any negative out-
come in therapy. However, therapists are not immune to dysfunctional
beliefs and cognitive distortions and many go from thinking. “There must
have been something I could have done! What did I miss?,” to thinking,
“How can I call myself a therapist? I can’t help anybody,” without giving
the same attention to their successes as to their failures and without ac-
knowledging factors outside their control that complicated intervention. At
times like these, a therapist can benefit from a dose of his or her own
medicine, whether self-administered or provided by a consultant, super-
visor, colleague, or his or her own therapist.



6

Anxiety Disorders

Interest in the anxiety disorders has increased greatly in the past few years
with the recognition that anxiety disorders are among the most prevalent
psychiatric conditions. The results of a recent epidemiological survey indi-
cate that phobias are the most frequently occurring DSM-III disorders
among women and the second most frequent among men (Myers,
Weissman, Tischler, Holzer, Leaf, Orvaschel, Anthony, Boyd, Burke,
Kramer, & Stoltzman, 1984). In addition, the problem of anxiety goes far
beyond just the DSM-III anxiety disorder diagnoses. Complaints of anxiety
are among the most common problems among clients seeking help from
general medical practitioners, far outnumbering other emotional or behav-
ioral problems. One study showed anxiety as the fifth most common rea-
son for visits to a primary care physician, ahead of all other emotional
concerns (Marsland, Wood, & Mayo, 1976). These statistics only include
those people whom primary care physicians recognize as having anxiety
and those people who are actively seeking help. Beyond this, individuals
with severe anxiety and panic often present to health practitioners with
any one of a number of related physical problems (e.g., headaches, irritable
bowel syndrome, difficulty breathing) and the majority of people with
anxiety problems simply never seek help.

Although anxiety is one of the most common of emotional responses,
it need not be problematic at all. When experienced in moderate intensity,
anxiety can serve to motivate, energize, and mobilize the individual to
heights of performance and spectacular deeds. Many people claim to
“work best under pressure,” that is, when their anxiety level is high
enough to motivate them to exert additional effort. It is only when the
anxiety level is so high that it debilitates the individual or causes emotional
or physical discomfort that anxiety becomes a problem.

ASSESSMENT

At first glance, it seems that differential diagnosis of anxiety disorders
would be a simple, straightforward task. If people report a fear of flying,
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they must be simple phobics; if they cannot leave home, they must be
agoraphobics. In actuality, however, the distinctions are much more com-
plex, and a simple checklist of symptoms is not sufficient to adequately
diagnose anxiety disorders or to determine the most useful type of treat-
ment. Upon careful assessment, for example, symptoms of fear of flying
may turn out to be part of a broader agoraphobic syndrome; staying at
home could turn out to be due to depression rather than agoraphobia; and
fear of people could be part of a Borderline Personality Disorder rather than
a Social Phobia.

The diagnoses of anxiety disorders have been changed significantly in
DSM-III-R. One major change is that Agoraphobia and Panic Disorder are
no longer two separate diagnostic categories (as in DSM-III, APA, 1980).
The essential feature of Panic Disorder is still the presence of recurrent,
unexpected panic attacks, but in DSM-III-R (see Table 9), Panic Disorder
can exist with or without Agoraphobia (defined as the fear of being where
escape might be difficult or help not available in the event of a panic attack).
There is also a separate category of Agoraphobia without History of Panic
Disorder. The presence of panic attacks alone is not sufficient evidence to
conclude that a client has an anxiety disorder, much less Panic Disorder. A
past study found that 34% of normal young adults had experienced at least
one panic attack in the previous year (Norton, Harrison, Hauch, & Rhodes,
1985), and panic attacks have been found to be present in varying degrees
in a wide range of disorders (Boyd, 1986). When the panic attacks are due
to another disorder such as Schizophrenia or Somatization Disorder, the
diagnosis of Panic Disorder is not made. Also, the presence or absence of
panic attacks is insufficient to distinguish among the anxiety disorders. In
Simple Phobia or Social Phobia, the person may have panic attacks, but
these occur only in the presence of specific phobic stimuli. The diagnosis of
Panic Disorder is made only when attacks are unexpected and do not occur
immediately before or during exposure to a specific situation that almost
always causes anxiety.

The distinction between Panic Disorder with and without Agorapho-
bia can be a difficult one if the agoraphobic avoidance is mild. When asked
if they avoid many situations, clients with panic attacks may answer “No,”
leading one to conclude that they have Panic Disorder without Agorapho-
bia. However, patterns of avoidance may be subtle or may have continued
for so long that the client does not recognize the avoidance. It may be
necessary to specifically ask about the frequency of their involvement in a
number of activities (e.g., driving on freeways, flying, traveling far away
from home, attending concerts, plays, and sporting events), both alone
and accompanied, and about any special conditions needed to enable them
to face feared situations (e.g., having a glass of water available when speak-
ing in public), in order to accurately ascertain the extent of the
Agoraphobia.
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TasLE 9. DSM-III-R Diagnostic Criteria for Panic Disorder

A. At some time during the disturbance, one or more panic attacks (discrete periods of
intense fear or discomfort) have occurred that were (1) unexpected, i.e., did not occur
immediately before or on exposure to a situation that almost always caused anxiety and (2)
not triggered by situations in which the person was the focus of others’ attention.

B. Either four attacks, as defined in Criterion A, have occurred within a 4-week period, or
one or more attacks have been followed by a period of at least a month of persistent fear of
having another attack.

C. At least four of the following symptoms developed during at least one of the attacks:

1. Shortness of breath (dyspnea) or smothering sensations

2. Dizziness, unsteady feelings, or faintness

3. Palpitations or accelerated heart rate (tachycardia)

4. Trembling or shaking

5. Sweating

6. Choking

7. Nausea or abdominal distress

8. Depersonalization or derealization

9. Numbness or tingling sensations (parathesias)

10. Flushes (hot flashes) or chills

11. Chest pain or discomfort

12. Fear of dying

13. Fear of going crazy or of doing something uncontrolled

Note: Attacks involving four or more symptoms are panic attacks; attacks involving
fewer than four symptoms are limited symptom attacks (see Agoraphobia without
History of Panic Disorder).

D. During at least some of the attacks, at least four of the C symptoms developed suddenly
and increased in intensity within 10 minutes of the beginning of the first C symptom
noticed in the attack.

E. It cannot be established that an organic factor initiated and maintained the disturbance,
e.g., amphetamine or caffeine intoxication, hyperthyroidism.

Note: Mitral valve prolapse may be an associated condition, but does not preclude a
diagnosis of Panic Disorder.

Agoraphobia: Fear of being in places or situations from which escape might be difficult (or
embarrassing) or in which help might not be available in the event of a panic attack.
(Include cases in which persistent avoidance behavior originated during an active phase of
Panic Disorder, even if the person does not attribute the avoidance behavior to fear of
having a panic attack.) As a result of this fear, the person either restricts travel or needs a
companion when away from home or else endures agoraphobic situations despite intense
anxiety. Common agoraphobic situations include being outside the home alone, being in a
crowd or standing in line, being on a bridge, and traveling in a bus, train, or car.

Social Phobia is a fear of exposure to the scrutiny of others, particularly
the fear of embarrassment or humiliation due to one’s actions while others
are watching (see Table 10). Although seemingly straightforward, the diag-
nosis of Social Phobia can be a complex one to make. The presence of social
anxiety in and of itself is not sufficient to warrant the diagnosis of Social
Phobia. For example, social anxiety resulting from intense fear of intimacy
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TasLE 10. DSM-III-R Diagnostic Criteria for Social Phobia

A. A persistent fear of one or more situations (the social phobic situations) in which the
person is exposed to possible scrutiny by other and fears that he or she may do something
or act in a way that will be humiliating or embarrassing. Examples include being unable to
continue talking while speaking in public, choking on food when eating in front of others,
being unable to urinate in a public lavatory, hand trembling when writing in the presence
of others, and saying foolish things or not being able to answer questions in social situa-
tions.

B. If an Axis I or another Axis I disorder is present, the fear in A is unrelated to it, e.g., the
fear is not of having a panic attack (Panic Disorder), stuttering (Stuttering), trembling
(Parkinson’s disease), or exhibiting abnormal eating behavior (Anorexia Nervosa or Buli-
mia Nervosa).

C. During some phase of the disturbance, exposure to the specific phobia stimulus (or stim-
uli) almost invariably provokes an immediate anxiety response.

D. The phobic situation(s) is avoided or is endured with intense anxiety.

E. The avoidant behavior interferes with occupational functioning or with usual social ac-

tivities or relationships with others, or there is marked distress about having the fear.

. The person recognizes that his or her fear is excessive or unreasonable.

. If the person is under 18, the disturbance does not meet the criteria for Avoidant Disorder

of Childhood or Adolescence.

Specify generalized type if the phobic situation includes most social situations and also
consider the additional diagnosis of Avoidant Personality Disorder.
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